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THE FAMILY DOCTOR 


BY 
GEORGE MacFEAT, 0O.B.E., M.B. 


The National Health Service has now been in operation for 
over two and a half years, and we find (1) that the family 
doctor status and the standard of service are seriously 
threatened with deterioration ; and (2) that uncertainty and 
dissatisfaction exist among hospital staffs, especially among 
the younger members, about their grading and employment 
within permanent establishments. 

It is generally recognized that a good standard of general 
practice is a primary requirement of an efficient compre- 
hensive medical service. There is a real risk that the general 
practitioner may become a case-finder for the hospital, an 
adviser for minor ailments, and a purveyor of benefit 
certificates. 

Freedom of choice of doctor by patient and of patient 
by doctor is essential to secure that confidence and personal 
relation so necessary for successful treatment. The family 
doctor should have full opportunity of advising in the early 
stages of disease, so that, when possible, serious illness may 
be dealt with promptly. It is necessary to bear in mind 
that most illnesses do not lie in the field of specialist work, 
and that for these a family doctor service is required for 
all members of the community. This service should so 
limit the number of patients per doctor, and increase the 
remuneration for attendance, that both ‘the standard of prac- 
tice and the status of the doctor are enhanced. 

In the U.S.A., Drs. Diehl, Chandler, and Dorst,’ writing 
on British medical education and the National Health Ser- 
vice, stated: ‘Undoubtedly one development in British 
medical education which causes great concern has been 
exaggerated by the National Health Service Act. That is, 
that almost all students and recently graduated physicians 
want to become specialists. Even before the Act the lot 
of the general practitioner in Britain was not too happy, 
and to-day it is demoralizing. We do not refer to over- 
work, but rather to the fact that he seems destined to a 
routine life which does not offer the necessary facilities to 
practise good medicine and which fails utterly to offer the 
professional incentives which lead to continued growth of 
the physician.” 

Future of the G.P. 

If the need for the family doctor is established it will 
be essential to attract the best type of recruit. To this 
end the conditions- of service and remuneration must be 
improved and the medical profession be constantly on the 


1J. Amer. med. Ass., 1950, 143, 1501. 





alert to secure such improvements as are found necessary. 
In this we shall be successful only if we are united as a 
profession. 

The B.M.A. report entitled “General Practice and the 
Training of the General Practitioner” contains much valu- 
able material for those concerned with providing under- 
graduate training of recruits to the medical service. It deals 
with the nature and scope of general practice. The G.P. 
studies the whole man and should ultimately bring to 
the patient the benefits of the resources of the specialties. 
Throughout medical practice there should be full co- 
operation between all branches. Each has its part to play, 
and co-ordination of effort will supply the community with 
a more economical and efficient service. In group practice 
some special interest within general practice should be 
encouraged, but the G.P.s should not perform services 
ordinarily given by a fully trained specialist. 

In considering the future of the family doctor we recog- 
nize that the nature and scope of general practice vary with 
locality and the interests, temperament,'and ability of the 
practitioner ; consequently suggestions for the improvement 
of his status and standard of service must cover a wide 
field. It is essential that he remain a student all his pro- 
fessional life, anxious and willing to learn. The keeping of 
records, however abbreviated, will be found a valuable aid 
to progress. The upholding of good ethical standards is 
essential for a satisfactory service and must be regarded 
as a prime duty of the profession itself. 

There is a widening gulf between the G.P. and the hospi- 
tal, and the sectional views of the G.P. and the consultant 
should be merged for the ultimate good of the patient. 
To-day the student’s training leaves him more than ever 
dependent on the ancillary methods of diagnosis, and in 
general practice he tends to feel frustrated when these are 
not fully available. Advances in medical and surgical tech- 
nique have progressed so far in many diseases that further 
improvement in mortality rates cannot be achieved unless 
patients are sent to the consultant at an even earlier stage 
than now. Therefore the family doctor must keep himself 
abreast of the rapid changes in modern medicine and 
surgery by first-hand knowledge obtained by close associa- 
tion with hospital life. 


An Official View 

The Ministry of Health has stated in a circular entitled 
“Changes in the Use of Hospitals ”: 

“It is in the Minister’s view very valuable for the general- 
practitioner service of the district when the family doctor has 
access to beds where patients of this type [who require treatment 
within the scope of a general practitioner but who for various 
reasons cannot be treated at home] can be in his charge and 
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he knows he can readily call upon the services of a consultant 
for a second opinion, and it is essential if the level of general- 
practitioner -medicine is to be maintained that the interchange 
of ideas between general practitioners and specialists should be 
facilitated by such consultation and by informal contacts on the 
occasion of regular visits from consultants to general-practitioner 
hospitals. If such arrangements can be supplemented by the 
offer of a number of clinical assistantships to general practitioners 
as part of a team in the district general hospitals so much the 
better, but in the Minister’s view the latter is not a substitute for 
the former, and if the result of reorganization is to deprive general 
practitioners of charge of hospital beds something valuable has 
been lost.” 

This circular we regard as a charter for general-practitioner 
hospitals or wards and clinical assistantships for general 
practitioners. The medical profession should constantly 
press for its implementation, as there will be much opposi- 
tion to overcome. The doctors in each area should study 
the problem and, in consultation with the regional hospital 
boards and management committees, should endeavour to 
solve the problem in their own district. The hospital boards 
would, I believe, welcome practical schemes to help them 
to implement the suggestions of the Government circular. 


The G.P. and the Hospital Service 


The association of the G.P. with the hospital service may 
be a loose one, consisting of occasional visits by the practi- 
tioner to his own patients and consultation with the staff 
about their progress. This is of value to the doctor, for he 
can check his own findings with those of the staff, discover 
the results of x-ray or other examinations, find the 
patient’s reactions to treatment under hospital conditions 
and reassure him of the continued interest in his welfare. 
The practitioner may be able to give valuable assistance 
by his knowledge of family history and domestic surround- 
ings. If the staff find that further treatment is possible at 
home the paiient can be restored to the care of his family 
doctor and pressure on the hospital be relieved. We often 
find that when patients are sent home the hospital report 
is delayed and the doctor is therefore uncertain about 
further treatment; this difficulty would be removed by his 
association with the hospital. It may be urged that 
sufficient time is not available for this purpose, but the 
doctor will find it to be time well spent both for himself 
and for the patient. 

In some hospitals staff meetings with local G.P.s are held 
at regular intervals ; at these, members of the staff or visit- 
ing specialists may demonstrate cases or speak on subjects 
of interest to the G.P. These meetings are of value to 
explain recent methods of examination and treatment. They 
also provide valuable contact between practitioner and staff 
and an opportunity of discussing problems about their 
patients and of securing expert assistance. Such meetings 
encourage social relations between the G.P. and his 
neighbouring colleagues. Man is a social animal, and 
much misunderstanding and, it may be, jealousy could be 
removed by such contact. 

One difficulty about further association of the family 
doctor with the hospital service is how to get him into 
that service. Many doctors may not desire it because of 
lack of time, but there are quite a number who would, 
provided the opportunity was available, and this number 
would increase rapidly when the advantages both to the 
doctor and to his patients became manifest. In addition, 
those doctors would be enabled to give better service, and 
their patients would soon learn to appreciate their greater 
competency. Suggestions to secure the association of the 
G.P. with hospital work have been considered in the B.M.A. 
report, and comprise the following. 


A doctor desirous of getting into the hospital service may secure 
honorary appointment as clinical assistant to a unit, general or 
special according to his desire. Such clinical assistantships should 
be set up for educational purposes : 

1. Allowing for a period of approximately two years at least 
in any particular specialty for those desirous to 

2. Allowing for a short period in two or three specialist depart- 
ments where the doctor does not wish to specialize but merely 


wishes to keep up knowledge in the various specialties. Such 
could be fitted in during a two-year spell where the doctor is 
appointed to undertake registrar type of work and has the neces- 
sary experience gained by an honorary appointment, and he 
possibly may hold a special diploma. He should have regular 
sessions and be paid for them. In certain cases and circumstances, 
particularly in rural areas, the services of G.P. specialists are ideal 
for providing positive specialist work. G.P.s who have the quali- 
fication and experience to undertake ordinary major surgery and 
emergencies and who are resident in the locality should be 
employed. They should possess higher qualifications and experi- 
ence, and should hold an appointment on the staff of a hospital 
of suitable size and equipment to provide them with sufficient 
regular practice in their own specialty to maintain the status. 


We should indicate to the young graduate that general 
practice is an honourable and interesting occupation and 
that it will be still more interesting if he can combine 
hospital work with his general practice. To this end he 
should have adequate training in a hospital before he starts 
in general practice. A G.P. could do much of the work 
for which patients are sent to hospitals, and during his 
immediate postgraduate years he should try to get that type 
of hospital training which would fit him to do these things. 
In addition to medicine and surgery there is much scope for 
G.P.s in assisting in specialist work—for example, anaes- 
thesia, E.N.T., ophthalmology, etc.—as there is at present 


‘a definite shortage in some departments. After a period of 


such work the appointment of those qualified would help 
to relieve staffing problems of the hospital boards. The 
administrative system of entry to general practice badly 
needs review so that the man who has prepared himself 
will get credit for his preparation. 


General-practitioner Hospitals 


Undoubtedly the most valuable way to improve the 
standard and status of the general practitioner would be 
to provide “ general-practitioner hospitals” or wards in 
general hospitals where the family doctor could care for 
his own cases. There the consultants and specialists would 
have no beds, but would be available for consultation for 
both in-patients and out-patients. Ancillary services—for 
example, physiotherapy, chiropody, etc.—would be provided. 


‘ Such hospitals or wards would accommodate patients whose 


treatment was within the scope of general practice. Those 
needing specialist treatment would be taken to the general 
hospital or the specialist’s own wards. Great economy of 
beds would result and a quicker turnover of patients 
ensured. It is found that a short stay in cottage hospitals, 
with the controlled treatment and discipline, can in many 
instances restore a patient to work in a fraction of the time 
taken by treatment at home. 

The provision of general-practitioner hospitals would 
prove valuable in enabling the practitioner to fulfil his 
proper professional responsibilities to his patients in regard 
to clinical examination and treatment within his competence. 
They would provide facilities for observation and special 
investigations and allow continuity of treatment when 
removal to hospital was necessary. The contacts with 
fellow practitioners and the team-work it involves would 
encourage the best type of group practice and promote a 
higher standard of efficiency, with great benefit to the com- 
munity. The advantages are no less important in the town 
than in the country, and general hospitals would be relieved 
of cases for which their special resources were not required. 

General-practitioner hospitals should be open to all G.P.s 
in the district, and dentists should share in their use. They 
should be controlled by a committee of local doctors and 
dentists and might be linked up with a key hospital to their 
mutual advantage. Many years would be required to imple- 
ment these schemes, and it is well that progress should be 
gradual and that experience should demonstrate the best 
way to deal with the problem in each district. 

In many areas group practice has produced a high stan- 
dard of general practice, and its further development is to 
be desired. In such groups there is a tendency for members 
to specialize in medicine, surgery, gynaecology, otolaryngo- 
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logy, etc., by work in hospitals as clinical assistants or 
associates in special units. Regional hospital boards and 
management committees could help in providing these facili- 
ties ; such an arrangement would resolve some of their staff- 
ing problems. This may prove a valuable mode of entry 
into specialization and provide a way back, though it is 
hoped that general practice may itself be able to claim a 
status comparable to that of any other department of medi- 
cine. Efforts are being made to introduce G.P.s into the 
hospital service in some areas as part-time specialists, but 
a GP. is really a specialist in his own right. 

To get the G.P. the credit and status which are his due, 
two important changes must be made in the medical curricu- 
lum. First, senior G.P.s must have professional appoint- 
ments in all the universities, where they would give a course 
of instruction in the rudiments of general practice. The 
treuble has been that students are passed from one 
specialist to another as they cover the course, and they 
gradually become indoctrinated with the superiority of the 
specialist. A course of academic general practice, after the 
student has acquired sufficient knowledge to take the course, 
will help to eradicate his misconceptions and give this branch 
of medicine the position it merits. Every man, after qualify- 
ing, should do at least two years as an assistant in general 
practice before he is allowed: to specialize. Then I would 
divide my specialists. Good ones would become general 
physicians or general surgeons, the others probably would 
have to take a more specialized specialty, as they might by 
dint of practice become adequate in a limited sphere. For 
those who mean to take up general practice as their specialty 
I would insist on a period of five years as assistant. This 
would make them realize—and make the public realize— 
that a young doctor must train just as hard and just as long 
to become a specialist in general practice as to become a 
specialist in anything else. Lastly, I would create a Royal 
College of General Practitioners, with its own higher 
qualification. 

General practice renders consultants more valuable to 
practitioners and would be a desirable part of their train- 
ing. Some doctors, while preferring to remain in general 
practice, have through their experience and ability earned 
such a reputation with their colleagues that they would be 
accepted as consultants. Suitable rewards should be pro- 
vided for such services, which would be valuable in many 
areas. 

The smaller general-practitioner and cottage hospitals 
should be retained by the general practitioner, and, in 
addition, certain wards in the district hospitals should be 
set aside for the treatment of patients by general practi- 
tioners. Were the B.M.A. report on the association of 
general practitioners with hospitals circulated to all doc- 
tors, regional hospital boards, and management committees 
so that its proposals could be studied by them, their co- 
operation in implementing these proposals would be more 
easily secured. I feel sure these boards would welcome the 
assistance of the medical profession in developing a closer 
association of the general practitioner with the hospitals. 

The area groups proposed in the organization of the 
British Medical Guild would find useful and profitable work 
in tackling the problem of the future of the family doctor, 
and doctors in the periphery would be given an opportunity 
to consider their conditions of service and to evolve desir- 
able improvements. Failing the early establishment of these 
groups, a small committee should be appointed by local 
medical committees or B.M.A. Divisions to study the B.M.A. 
report with a view to implementing its recommendations in 
their own area as fully as possible. 


Improvement in the Health Service 


A growing proportion of the medical profession hope that 
greater efforts will be made to improve the Health Service 
quite apart from remuneration, although it is recognized 
that without satisfactory terms of payment it would be futile 
to expect the desired standard of service. 


For example, in the maternity service the G.P. must be 
allowed, nay, encouraged, to play his full part in domiciliary 
and hospital midwifery so far as normal cases are con- 
cerned. Specialist assistance will always be welcomed, when 
required, but it is not always immediately available, and 
G.P.s must have as much experience as possible in order 
to meet their responsibilities. There is a definite field in 
midwifery for which the G.P. can be made responsible. 
Obstetrical specialists need not and should not be allowed 
to invade that field. 

The interposition of any third party between doctor and 
patient should be reduced to the minimum. So far as is 
possible responsibility should be placed on the medical pro- 
fession itself for the control of the purely professional side 
of the Service, for the maintenance of the highest possible 
quality of work, and for the discipline of the practitioners 
taking part in it. Out-patient departments—whose work has 
increased over 50%, I believe, in the N.H.S.—should be 
complementary to and not a substitute for the care of the 
medical practitioner. G.P.s should be fully responsible for 
the care of their patients unless treatment under specialist 
supervision is required. Too often a patient sent for 
specialist consultation is admitted to hospital and divorced 
from his family doctor unnecessarily. If admission to 
hospital is necessary for domestic or other conditions the 
practitioner should be free to continue the treatment in 
general-practitioner hospitals or wards. 

For the G.P., preventive medicine is a fruitful field for 
development. His personal relationship gives him many 
opportunities of advising on measures to maintain health 
and encourage fitness. It may be that some doctors with 


_ Suitable, qualifications and leisure may be able to assist 


with health lectures. Postgraduate courses could assist in 
this field and enable the G.P. to play an important part in 
preventive medicine. Non-medical work should be elimi- 
nated so far as is possible in order to economize medical 
man-power. The time spent in writing certificates and 
reports of one kind and another, which could be done by - 
lay assistance, is a severe tax on the doctor’s time and may 
prevent him giving his patient a really thorough examination. 

There are certain other aspécts of the medical service 
which should be considered: (a) lists should be smaller, 
with higher remuneration ; (6) postgraduate courses, which 
can be of great value, should be increased ; (c) overcrowd- 
ing of out-patient departments must be obviated. 

Overcrowding of surgeries, too, encourages excessive 
reference to out-patient departments and bad screening by 
the G.P. It also encourages patients to attend local-authority 
clinics in preference. Thus the family doctor’s work tends 
to be superficial and concerned with clerical and technical 
trivialities. His importance in diagnosis, treatment, and 
preventive medicine diminishes as these are taken over by 
specialists, health officials, midwives, hospital laboratories, 
and technical services. His lack of association with the 
stimulating clinical atmosphere of hospital and his inability 
to follow his patient through the establishment of a diag- 
nosis and course of treatment stultify all the careful prepara- 
tion he underwent in his undergraduate years for just these 
purposes. To what extent these conditions can be improved 
by expansion of postgraduate teaching, the ultimate estab- 
lishment of health centres, restoration to certain hospital 
functions, improvements in his relation to patients, and his 
economic position remains to be seen. 

Abuses of the Health Service are evident everywhere, and 
these must’ lead to more and more regulations, their tighter 
enforcement and greater penalties for their violation, further 
limitations on freedom, and further deterioration of the 
quality of medicine. In the end the great consumer group 
will suffer most. Sad as is the state of the practitioner of 
medicine in Britain, the plight of medicine itself is more 
serious; but what is most to be deplored is the present 
and future effect on the quality of medical care received by 
the English people. “ Where there is no vision the people 
perish.” 
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GENERAL MEDICAL SERVICES COMMITTEE 


THE REQUEST FOR ARBITRATION 


At the outset of the meeting of the General Medical Ser- 
vices Committee on June 28 the CHAIRMAN (Dr. Wand) was 
congratulated on his election to the chairmanship of the 
Representative Body, but the hope was expressed that there 
would be no relinquishment of the chairmanship of the 
Committee until the present struggle on remuneration was 
over. Dr. Wand said that he esteemed the election a great 
honour ; the fact that three previous chairmen of the Insur- 
ance Acts Committee became chairmen of the Representative 
Body’ showed the regard in which the Committee charged 
with these activities was held by the Association. 

Dr. A. C. E. Breach was welcomed as a new member of 
the Committee. 

Attention was drawn to the communication on remunera- 
tion which had been sent to every general practitioner, also 
to the annotation on arbitration in the Journal (June 23, 
p. 1372). Asked for how long the arbitration proceedings 
were expected to last, the CHAIRMAN said that once the 
arbitration had started it would be fairly speedy. The point 
of delay might be at the setting up of the arbitrating body. 
If arbitration was agreed by the Government it would be 


‘necessary for the Committee to satisfy itself about the 


composition and terms of reference of the court. 

It was decided by a majority that no variation should 
be made at the forthcoming Special Conference of the rule 
whereby the Press were not admitted to Conferences of 
representatives of local medical committees, but that a state- 
ment should be issued to the Press afterwards. 


The Committee to Study General Practice 


A resolution from the Cheshire Local Medical Committee 
called for the “ immediate dissolution ” of the committee set 
up by the Central Health Services Council to study general 
practice ; this was on the ground that its constitution and 
method of appointment were unacceptable to the profession 
and its terms of reference too indefinite. At the same time 
a long letter from the Permanent Secretary of the Ministry 
was placed before the Committee in which he stated that it 
was obvious “that we should normally want to consult the 
[G.M.S.] Committee before reaching a decision whenever 
anything affecting the work of general practitioners was 
being considered,” and that “ it would certainly be our inten- 
tion to consult the General Medical Services Committee 
before coming to decisions as to any question which should 
be taken on the report.” 

The CHAIRMAN said that this statement went far to meet 
the objections raised. It was agreed that consideration of 
the Cheshire motion and the further action to be taken 
should be deferred until the next meeting of the Committee, 
so that a recommendation and report could be made to 
the Annual Conference of Local Medical Committees in 
October. The considered view of the Conference could 
then be reported to the Council. It was also agreed to keep 
the Association of Executive Councils fully informed of any 
steps it was proposed to take in the matter of giving evidence. 

The Committee considered the resolution of the Annual 
Representative Meeting which instructed the Council to 
request members of the Association not to serve on 
“ Ministerial committees” without its knowledge. Some 
members considered this resolution out of place and liable 
to the interpretation that the Council’s permission must be 
sought before such service ; others thought it a reasonable 
request. Eventually it was decided to forward no comment 
on the resolution, but merely to receive it. 


Medical Service Committee Procedure 


It was decided to take up with the Ministry a matter 
which had arisen in Lancashire whereby the chairman of 





*Sir Henry Brackenbury, Dr. Dain, and Dr. Gregg. 


the Service Committee had been given authority to make 
application to the Minister for consent to an investigation 
of a complaint not received within the prescribed time limit. 
Members spoke strongly against chairmen of Service Com- 
mittees being invested with discretionary powers in this 
respect, and the action in Lancashire was considered to be 
contrary to the spirit if not the legal interpretation of the 
regulations. It was agreed that in due course a statement 
on the exact legal position should be issued and the Editor 
be asked to ventilate the matter in the columns of the 
Journal. 

Concerning certain resolutions of the A.R.M. on faults 
in the working of the disciplinary machinery, Dr. Dan, 
ee ge of a subcommittee charged with the investigation 
of this matter, said that local medical committees were origi- 
nally asked to report any defects, but there were no com- 
plaints until a communication was received from Kent 
proposing an entirely new system. No evidence was forth- 
coming that the country generally was anxious for radical 
changes. Certain improvements in existing machinery had 
been recommended, but it was not felt that a wholesale 
revision such as Kent proposed was justifiable. In some 
areas the machinery did not work well, simply because the 
right people had not been appointed to the proper positions, 
but that could happen with any machinery. Dr. Dain sug- 
gested that when the capitation fee business was out: of the 
way a new approach might be made to local medical com- 
mittees, and perhaps a reconstituted subcommittee might get 
down to the task. 

It was agreed to ask the existing subcommittee to proceed 
forthwith with its further consideration of the disciplinary 
procedure, that a request be made of local medical com- 
mittees for comments, and that the subcommittee of nine 
members be increased by & further five. The Amending Acts 
Committee was requested not to complete its own decisions 
on this matter pending a report from this reinforced sub- 
committee. 


The Medical Practices Committee 


Three representatives of the Kent and Canterbury Local 
Medical Committee attended to express their concern at 
what they considered to be arbitrary action by the Medical 
Practices Committee, and brought forward five specific cases 
in which the careful recommendations of the local com- 
mittee, taken on the advice of its members who had know- 
ledge of the areas concerned, and confirmed by the execu- 
tive council, were said to have been disregarded by the 
Medical Practices Committee. After the delegation had pre- 
sented the facts in these five instances the Chairman said 
that there should be a full discussion, not on the individual 
cases but on the principle involved, and before this could 
take place the comments of the Medica] Practices Com- 
mittee should be invited. It was agreed that this be done. 


Shortage of Hospital Beds 


A letter from the Ministry on this subject was laid before 
the committee. Dr. M. Sorssy said that the letter repre- 
sented a considerable step forward. The Ministry was pre- 
pared to remind regional boards—though he noted with regret 
that .it felt a little doubtful about the need to do so—that at 
periods of special pressure wards should not be closed for 
decoration or other non-essential purposes, that the admis- 
sion of “cold” cases should be restricted to the minimum, 
and that post-operative cases should be transferred as soon 
as possible from “acute” beds to suitable accommodation 
elsewhere, and so on. One trouble which remained was the 
over-centralization of the emergency bed service in London. 
The Minister should be asked to agree to the principle he 
had accepted for the rest of the country, that a region, once 
contact was made, must be prepared to accept responsibility 
for the placing of the ‘patient. 

The question was referred to the subcommittee which 
maintains liaison with the Central Consultants and Specialists 
Committee. 
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A report was brought forward on the remuneration of 
general practitioners on the staffs of cottage hospitals. 
Having regard to the extent of the services which an inquiry 
among local medical committees had revealed, it was felt 
that general practitioners were performing duties which were 
over and above those envisaged when the £25 per occupied 
bed was agreed. Assistance in operations and in x-ray 
work particularly was felt to be outside the scope which the 
staff fund was intended to remunerate. Recommendations 
for additional payment for these services were agreed to. 

Dr. FRANK Gray, on behalf of the Assistants and Young 
Practitioners Subcommittee, brought forward a number of 
recommendations, which were all agreed to, for the election 
and constitution of the subcommittee so as to allow for the 
representation of “unestablished” principals. Proposals 
for forming an electoral register for assistants, for practi- 
tioners seeking permanent openings in general practice, and 
for principals whose gross professional income does not 
exceed £1,250 were brought forward. A proposal to have 
on the G.M.S. Committee one representative each of the 
assistant and the unestablished principal members of the 
subcommittee was approved. 








G.M.S. SUBCOMMITTEE (SCOTLAND) 


GUIDANCE ON PARTNERSHIPS 


There was a long agenda before the General Medical Ser- 
vices Subcommittee (Scotland) when it met at B.M.A. 
House, Edinburgh, June 7, with Dr. W. M. Knox, Glasgow, 
in the chair. 

There was considerable discussion about the Memorandum 
on Partnerships, prepared by the Partnership Shares Sub- 
committee, and intended for publication to prospective 
partners as guidances The memorandum had been sub- 
mitted to the Scottish Medical Practices Committee for its 
comment. The chairman of the Partnership Shares Sub- 
committee reported that there was some slight difference 
of opinion between his committee and the Scottish Medical 
Practices Committee on the question of a restrictive clause 
in partnership agreements under the National Health Ser- 
vice Act (Scotland). The memorandum was referred back 
to the Partnership Shares Subcommittee for further con- 
sideration, if necessary in consultation with the Scottish 
Medical Practices Committee. 

The Subcommittee approved the report of the meeting 
between representatives of the Subcommittee and of the 
public health medical officers in Scotland concerning the 
procedure to be adopted if vaccination arising from further 
outbreaks of smallpox was necessary, and it agreed that 
discussions be arranged with the Scottish Associations of 
Local Authorities to consider the question of the fee pay- 
able in such circumstances. 


Attendance at Mine ‘Accidents 


It was reported that a special subcommittee of the Colliery 
Practitioners Subcommittee had, with representatives of the 
National Coal Board, met representatives of the Depart- 
ment of Health in an endeavour to secure the concurrence 
of the Department in a proposalefor ex-gratia payments to 
practitioners attending in emergency at mine accidents. It 
has so far not been successful, but the Department is still 
considering the matter. 

The Subcommittee, at a meeting with representatives of 
the Department, had discussed proposals for an increase in 
the dispensing capitation fee. The matter is still under 


consideration. 


Publicity Leaflets ‘' 


The Subcommittee considered samples of leaflets prepared 
by the publicity officers of the Department of Health regard- 
ing economy in prescribing. The Subcommittee approved, 


after an amendment, one of the leaflets, and is suggesting 
to the Department that copies of this, together with posters 
of the same kind, be made available at the offices of exec.i- 
tive councils for practitioners who wish to have them for 
display, in their consulting-rooms. The Subcommittee also 
recommended to the Department that the leaflet be enclosed 
with each new medical card. 








GENERAL PRACTITIONERS’ 
REMUNERATION 
MOTIONS FOR SPECIAL CONFERENCE 


On July 19 the Special Conference of Representatives of 
Local Medical Committees will meet at B.M.A. House: to 
consider the report of the General Medical Services Com- 
mittee on remuneration. The’ Committee has made the 
following recommendations : 

(a) That, as the Ministers’ proposals set out in the Ministry’s 
letter of May 23 are unacceptable in that no provision is made 
for the profession’s claim to be examined on its merits, the Con- 
ference calls upon the Minister to refer to arbitration the 


determination of the proper size of the central pool, having’ . 


regard to the recommendations of the Spens Report and to 
present-day me@ney values; such arbitration to be arranged 
without further delay. 

(b) That, once the proper size of the central pool has been 
determined by arbitration, the General Medical Services Com- 
mittee be authorized to resume discussions with the Minister in 
order to apply a form of distribution which is in accordance with 
the recommendations of the Spens Committee and which will 
enable the best possible medical service to be available to the 
public. : 

The Committee has sent to all general practitioners a letter 
setting out correspondence with the Ministry of Health and 
urging every general practitioner to study the report of the 
Committee (Supplement, June 16, p. 241) so that he can 
come to a conclusion on the issues. Local medical com- 
mittees were asked to hold meetings of general practitioners 
in their areas during the present week ending July 7. 








RETIRING AGE OF HOSPITAL STAFF 
MODIFIED CONTRACT OVER 65 


The following agreement on contracts for hospital medical 
staff has been reached in Whitley Committee B: 


When an officer reaches age 65 his regular contract shall 
come to an end, provided that: . 

(a) the board, or hospital management committee (in Eng- 
land and Wales), may ‘with his consent offer him a modified 
contract (or, where such a course is in their view desirable 
in the interests of the hospital and specialist service, extend 
his contract) for one year or any less period, and so from 
time to time until age 70; or 

(b) in the case of a consultant, the board may allow him 


an honorary contract as indicated in paragraph 6 of the — 


Terms of Service. 


These ages shall be reduced by five years in respect of 
practitioners who are “mental health officers” as defined 
in the National Health Service (Superannuation) Regula- 
tions, 1950. 


The “ Normal” Retiring Age 


The retiring age of hospital medical staff under the Terms , 


of Service is 65 (60 for mental health officers), but the 
Terms give discretion to the hospital employing authority— 
with the consent of the practitioner—to extend the contract 
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(or offer a modified contract) year by year, up to the age 
of 70. The staff side of Committee B of the Medical Whitley 
Council has been anxious that this discretionary power to 
extend the regular contracts of hospital staff beyond the age 
of 65 should not be so liberally used that in effect the normal 
retiring age became 70 and the prospect of those aspiring 
to consultant posts became correspondingly reduced. 

Before the appointed day it was customary for hospital 
authorities to require members of the honorary staff to 
retire at 65. The staff side consider that this was a sound 
practice which should be maintained. Moreover, it is 
important to ensure, particularly at the present time, that 
there should be no unnecessary block in the normal channels 
of promotion to consultant posts. , 

These considerations have been di-cussed with the manage- 
ment side, and the resulting agreed modification is shown 
above. The effect of the new provision is to place the 
emphasis on the offering of a modified contract—e.g., for a 
reduced amount of time—where any extension at all beyond 
the age of 65 is thought to be necessary, and that only where 
the board is satisfied that it is in the interests of the service 
should the full services of the consultant be retained as 
under the old contract. 


Extension to be Exceptional 


The retention of the consultant’s services, whether by way 
of a modified contract or in the form of a prolongation of 
the old contract, remains in the discretion ef the hospital 
board, though both sides of Committee B agree that it is 
desirable that the advice of the medical advisory committee 
should be sought before any extension is granted. It is the 
clear intention, however, that extensions should be made only 
exceptionally where the interests of the hospital service make 
it desirable, as for instance where there is a shortage of 
consultants in a particular specialty. 








AMBULANCE SERVICES 
COMPARATIVE COSTS 


Information about the work done by local ambulance ser- 
vices and the cost of them is to be collected and published 
annually. It will be prepared in such a way that com- 
parative figures may be obtained. The Minister of Health 
has asked local health authorities to complete returns 
giving this information for the year ended March 31, 1951. 








ELIMINATION OF INFLATION 
USE OF IDENTITY CARDS 


Since March the executive councils have been trying to 
eliminate inflation from the records of persons on general 
practitioners’ lists in the Health Service.. In a recent note 
the Ministry of Heaith states that where an entry card is 
still without a National Registration number the e:. -cutive 
council should write to the person concerned asking him to 
supply the number. [Mr. Marquand stated in Parliament on 
June 28 that the following people are authorized to demand 
production of identity cards: a police officer in uniform, a 
member of the Armed Forces in uniform on duty (in special 
circumstances), a National Registration officer, and a Post 
Office official for business purposes—e.g., withdrawal from 
a savings bank account.] 


Whereabouts Unknown 


At present the Minister has no power to remove from 
doctors’ lists without the doctor’s consent the names of 
people whose death or whereabouts cannot be ascertained 
through official sources. He will make regulations enabling 
this to be done, and has obtained agreement from the G.M.S. 
Committee of the B.M.A. 


PUBLIC HEALTH AWARD 


WEIGHTING OF SALARY IN MIXED 
APPOINTMENTS 


The second award of the Industrial Court on public health 
salaries (Supplement, May 26, p. 209) defines how salaries in 
mixed appointments are to be weighted. The joint secre- 
taries of Medical Whitley Council C have informed all local 
authorities (M.D.C. circular No. 6) in the following terms 
how this weighting is to be carried out: 


The total remuneration of officers holding mixed appoint- 
ments is an aggregation of two parts, each consisting of a 
proportion of the appropriate whole-time salary. In the 
calculation of each part the straighi arithmetical proportion 
is “ weighted ” to a certain extent—in the county council part 
according to the Spens formula and in the county district 
part by reference to £100. 

The Spens formula is based on half-days in a working 
week of eleven half-days, and’ therefore on elevenths. 
Where, however, agreed apportionments of time between 
county council and county district are already in force which 

. have been arrived at on some other basis, it is not necessary 


- to disturb the present arrangement. In such cases the salary 


relating to the county council services should be calculated 
by substituting for elevenths in the Spens formula the 
fraction represented by the existing agreed proportion of 
time devoted to county council work. 

The following examples will illustrate the position :— 

(a) Agreed apportionment of time = 32 to county council and 
# to county district : 

County Council Work.—3 + (4 of 2) = 4 of appropriate 
county council salary. 

County District Work.—% of appropriate county district salary 
plus 3 of £100. 

(b) Agreed apportionment of time = § to county council and 
# to county district: 

County Counci! Work.—} + (4 of 834) = 33 of appropriate 
county council salary. . 

County District Work.—% of appropriate county district salary 
plus 3 of £100. 

Similarly, in the case of future appointments of this kind 
it is open to the parties to agree upon an apportionment of 
time on some basis other than elevenths if that is found to be 
most appropriate in the circumstances. 








S.H.M.O. APPOINTMENTS 


Since the agreement negotiated with the Ministry of Health 
by the Joint Committee of the Royal Colleges, the Royal 
Scottish Corporations, and the Central Consultants and 
Specialists Committee on the senior hospital medical officer 
grade, a number of appointments on this scale have been 
made. These appear to be fully in accord with the 
agreement. 

S.H.M.O. appointments are not allowed to be made in 
medicine, surgery, or gynaecology and obstetrics, though 
they may be where appropriate in the following specialties: 
blood transfusion service, diseases of the chest, geriatrics, 
infectious diseases, obstetrics (practised alone), ophthal- 
mology, orthopaedics, paediatrics, physical medicine, 
psychiatry and mental deficiency, venereal disease, anaes- 
thetics, pathology, and radiology and radiotherapy. In 
general, they are subsidiary appointments under a consul- 
tant and are made unde¥t special limitations as set out in 
the agreement between the profession and the Ministry 
(Supplement, October 14, 1950, p. 162). 








HEALTH SERVICE IN AUSTRALIA 


The free medicine scheme in Australia has been confined 
until recently to the provision free of charge of about 135 
drugs. From July 1 the scheme was extended (The Times, 
July 2) to give free medicine of any kind to old-age pen- 
sioners, invalid war widows, and tuberculous pensioners. 
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Correspondence 








Equity and the G.P.’s Pay 


Sir,—If it is possible for exalted persons like Ministers 
of the Crown to be impertinent, then I should say that the 
Minister of Health has been grossly so to the great and 
respected body of general practitioners. Let him not under- 
rate our intelligence or overrate our patience. Three years 
of discussion and negotiation, of hedging and stalling, may 
be very confusing, but it cannot distract us from truth 
and justice. ; 

The Minister has ignored the recommendations of the 
Spens Committee, already, accepted by both sides; he has 
ignored the unwdrrantable and unforgivable delays ; he has 
expressed no regret for the prolonged hardship which many 
practitioners have suffered. All he can do is to adopt a 
rather bargaining and dictatorial tone. We must accept 
this and that condition, and limit our claim to a purely 
artificial, arbitrary, and inadequate ceiling. Can he not 
co-operate sincerely to fix at last a proper remuneration for 
the general practitioner, taking fully into consideration his 
heavy expenses, his great responsibilities, and his very long 
hours of duty? Many doctors have had their income sub- 
stantially reduced since the National Health Service started. 
Why and for how much longer, in these days of increased 
cost of living and raised wages, are they to tolerate this ? 
What other group of workers would tolerate it and at the 
same time be expected to work harder and longer than 
ever ? al 

The remuneration for general practitioners has not yet 
been agreed or fixed. It is tirhe that insincerity ceased and 
that equitable agreement was reached. Let us hope that 
the present Minister will take ts more seriously than his 
predecessor.—I am, etc., 

London, W.4. C. K. DUNSTAN. 

Sir,—We are all indebted to Lord Horder for his letter 
in the Journal of June 23 (p. 1446), in which he focuses 
attention on the principle underlying the dispute concern- 
ing the remuneration of general practitioners. The principle 
of equity has been violated by an extravagant Ministry 
of Health in two ways: (1) by causing a grievance to remain 
unredressed for a period of three years ; (2) by economizing 
at the expense of the doctors. 

I had no intention of indulging in political pyrotechnics ; 
I was merely stating a solemn fact when I said at the recent 
A.R.M. that this denial of justice to a profession that has 
been virtually nationalized does not augur well for the 
future of our welfare State or of our much-vaunted 
democracy. This denial of justice demonstrates the essen- 
tial loss of freedom which Lord Horder and those of like 
mind envisaged during the years immediately preceding 
that fateful meeting of the Representative Body in the 
spring of 1948. 

If we are to recover lost ground—to recover a vestige 
of our freedom—some of us must forget the past. All 
must stand united with courage like steel and with leaders 
who look straight ahead.—I am, etc., 


West Clandon, Surrey. C’ P. WALLACE. 


Qualifications for Public Health Service 


Sir,—In the Supplement of June 9 (p. 235) the following 
statement interested me: “The public health service was 
becoming less and less attractive. ... Candidates were 
unwilling to come forward for the D.P.H. because they felt 
it was not worth their while to become medical officers of 
health.” It seems to me the possession of the D.P.H. is 
the last consideration when applying for posts in the service. 
Candidates with experience in children’s wards, fever 
hospitals, and maternity departments are, more likely to be 
successful. Experience in general practice is discounted 


and, if an unfortunate woman doctor is married and has 
children of her own, she has little chance of success in the 
public health field. . 

I qualified L.R.C.P.&S. in 1940, completed 12 months as 
H.P. and H.S. in general hospitals, and served four and a 
half years in the R.A.M.C., including three years in a 
military hospital. I spent six months as an assistant medical 
officer in a female-venereal-disease centre (postgraduate 
course for military personnel) and six months as H.S. in 
obstetrics. Latterly I have been engaged in general practice. 
I obtained the D.P.H. in 1949. Since 1949 I have applied 
for appointment as assistant medical officer to six different 
local authorities. I was interviewed on two occasions. At 
one I was the only candidate in the short leet of five who 
possessed the D.P.H., yet was unsuccessful. a 

On one of the six occasions I waited over three months 
before I received any communication whatever regarding 
my application, and then, because I telephoned an inquiry, I 
was informed the post had been filled. This mismanagement 
was due either to the loss of my application or to down- 
right neglect on the part of the medical officer of health. 
On the other five occasions at least one month elapsed before 
I received final notice of my failure. 

I ask the following points to be brought before the Society 
of Medical Officers of Health: 

(1) The employment of married women do¢tors should be 
discussed. These women understand the practical problems 
of maternity and child welfare and very often seek employ- 
ment to ease financial strain. 

(2) Applications for appointment should be dealt with 
promptly. 

(3) Students intending to enter the public health service 
should be warned of the necessary resident posts they must 
complete. This planning of their postgraduate courses will 
spare them the disappointment and frustration of repeated 
unsuccessful applications.—I am, etc., 

Glasgow. y 


Identity Cards 


Sir,— Now that the judiciary have ruled that identity cards 
should not be used for ordinary identification purposes, but 
only for security reasons, it is problematic whether we have 
any right to ask a patient for an identity number for 
the purposes of completing Form E.C. 19 (Temporary 
Residents). \ 

It is not unknown for such patients to fail to produce the 
number, either at the time of attendance or later, and some 
ruling ought to be available on the proper action in such 
cases. Should the form be returned with a mark “ Not 
available,” or should the doctor endeavour, by correspon- 
dence or otherwise, to get the number ?—I am, etc., 

Paignton, Devon. J. F. BuRDON. 


Doctors a Political Issue 


Sir,—Anyone who reads these correspondence columns, 
even in the most desultory way, must be aware that in 
medicine to-day we have a great deal that is wrong 
—shameless certification, reckless prescribing, a pandering to 
the whims of the most objectionable type of patient, and the 
crowding out of the decent man or woman who only wants, 
very occasionally, a quiet and sincere consultation with his 
doctor, whom he still tries to regard as a friend. Generally 
the position has remained stationary since the Health Scheme 
was introduced, and will continue to do so until the profes- 
sion becomes a great deal stronger and more firmly knit and 
does something tangible to help itself. 

It is weakness and silly optimism to think that 
Mr. Marquand will fly in the face of his party and violate 
Labour principles by introducing revolutionary changes to 
help us—changes which above all might displease the elector- 
ate. Here, unfortunately, is the cause of most of our 
troubles. We have become a political issue. Governments 
have discovered that the social services generally are one of 
their most effective weapons to keep their opponents in the 
shadows. A proof of this is that so far no law has been 


A. W. Rep. 
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introduced either in Britain or in Northern Ireland to 
penalize the unreasonable or even the dishonest patient. 

We have recently seen, too, how in Eire a Government 
which was dissolved under a cloud had practically all its 
representatives returned again at the election, because the 
people felt that they must have their “ free” doctor. 

I am thoroughly sick of the mawkish gentlemanliness and 
the unaltered committees with which we have met this social 
upheaval. At the moment the profession is standing around 
waiting for a change of Government or some other chance 
occurrence to help it. All we seem to have done in four 
years is to form a very unwieldy instrument, the Guild. 

I submit, Sir, that we must “close our shop,” act firmly 
against e black sheep who by their actions are making 
life so unpleasant for us at present, and then shake our fists 
aggressively at authority as the dockers or the miners do 
when they want something, and say to that authority: “ You 
have gone far enough. You have degraded us and trifled 
with our honest hopes. There must be a change.” 

This letter may seem a bloodthirsty one, but it is never- 
theless written by a very keen B.M.A. member who has sat 
hour after hour at Divisional meetings listening to proposals, 
directives from Headquarters, and incessant talk which, so 
far—let us face it—has achieved practically nothing.—I 
am, etc., 


Dungannoa, N. Ireland. CoNN McCLUSKEY. 


Breaking Faith 


Sir,—I notice that in the Journal of June 23 three local 
authorities are the subject of an “Important Notice” in 
connexion with public health appointments ; among them 
is the City of Manchester. 

I am amazed that Manchester with its great Liberal 
tradition should fail to honour an Industrial Court award. 
A Joint Industrial Council award is implemented by the 
local authority treasurer as soon as declared without 
reference to the local authority other than formal report. 
A salary is a wage paid monthly, and there cd4nnot be any 
conceivable reason why the wage earner should enjoy any 
right or advantage over the salary earner. 

Collective bargaining is of the essence of democratic 
government, and here we have the spectacle of local 
authorities breaking faith with the very principles they are 
elected to defend. Is force, then, to be the final arbiter ? 
Shame on you, Manchester.—I am, etc., 


Keighley, Yorks. H. M. Ho ct. 


POINTS FROM LETTERS 


Entry into Practice 

Dr. W. REGINALD Witson (Doncaster) writes: Your leading 
article (Journal, June 16, p. 1372) speaks of the concern of the 
Government over the difficulty junior members of the profession 
are having in getting into general practice. Is it to be wondered 
at that men established in their Work are reluctant under present 
conditions to admit newcomers to their surgeries, and to share 
their incomes? ... If the Government would give up its 
fantastic ideas about trading in human flesh and blood, and allow 
a newcomer to give the established practitioner some monetary 
guarantee against all this risk and sacrifice, the machinery would 
quickly begin to work again. And, what is more, this would be 
to the inestimable advantage of the patients of the practice. For 
a normal man or woman who feels he has a proprietary interest 
in his clientele will be at constant personal pains to improve his 
own good name in their estimation. The opposite state of affairs 
all are now familiar with, and it constitutes one of the wettest of 
the wet blankets under which we struggle. . 





Correction.—We regret that in our report of the Annual 
Representative Meeting (Supplement, June 23, p. 253) Mr. J. L. 
Orr was erroneously reported as supporting the motion on the 
treatment of members of H.M. Forces as temporary residents 
under the N.H.S., moved by Dr. E. P.. Johnson (p. 267). In fact 
it was supported by Dr. J.-S. M. Ord (Glasgow). 


Association Notices 
Diary of Central Meetings 


JULY 





9 Mon. Committee on Psychiatry and the Law, 2 p.m. 
9 Mon. Subcommittee re Future of Eye Service, Ophthal- 
mic Group Committee, 4.30 p.m. 
10 Tues. Registrars Subcommittee, Joint Committee for 
onsultants, 10.45 a.m. (B.M.A. House). 
10 Tues. Joint Formulary Committee, 2 p.m. 
11 Wed. Registrars Subcommittee, Joint Committee for 
onsultants, 10.30 a.m. (at Ministry of Health, 
Savile Row). 
11 Wed. Planning Subcommittee, Occupational Health 
Committee, 11 a.m. 
12 Thurs. Publishing Subcommittee, 10.30 a.m. 
13. Fri. Ophthalmic Group Committee, 10 a.m. (Change 
of time.) 
13. Fri. Ophthalmic Qualifications Committee, to follow 
Ophthalmic Group Committee. 
18 Wed. Assistants and Young Practitioners Subcommittee, 
. General Medical Services Committee, 2 p.m. 
18 Wed. International Relations Committee, 2 p.m. 
18 Wed. Conference of Tuberculosis and Diseases of the 
Chest Group (at Taylor Institution, Oxford), 
30 p.m. 
19 Thurs. Special Conference of Representatives of Local 
Medical Committees, 10 a.m. 
19 Thurs. Staff Side, Whitley Committee C, 10.30 a.m. (at 
Room 105, Sub-ground floor, Ministry of 
Health, Whitehall, S.W.). 
19 .fhurs. — Committee C (full committee), 12 noon 
(at 1, Richmond Terrace, Whitehall, S.W.). 
26 Thurs. Sound Medical Services Committee, 11 a.m. 
26 Thurs. Radiologists Group Committee, 2 p.m. 
26 Thurs. Conference of Radiologists Group, 3 p.m. 
27 =«*Fri. Venereologists Group Committee, 11.30 a.m. 
27 «Fri. Conference of Venereologists Group, 2.30 p.m. 
AuGuUST 
2 Thurs. Subcommittee on Maladjusted Children, Psycho- 


logical Medicine Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


CAMBRIDGE AND HUNTINGDON BrRANCH.—At University Arms 
Hotel, Cambridge, Tuesday, July 10, 12.30 p.m., annual general 
meeting; 1.15 p.m., lunch; 2.45 p.m., address by the President. 


METROPOLITAN COUNTIES BrRANCH.—At B.M.A. House, Tavi- 
stock Square, London, W.C., Tuesday, July 10, 2.30 p.m., annual 
general meeting. President’s Address by Mr. A. Lawrence Abel : 
“ Pifalls of Planning.” 

NorFo_k BrancH.—At The Assembly House, Theatre Street, 
Norwich, Thursday, July 12, 3.15 p.m., annual meeting. 
Brains Trust will follow. 

SouTH WALES AND MONMOUTHSHIRE BrancH.—At B.M.A. 
Welsh House, 195, Newport Road,, Cardiff, Thursday, July 12 
3.15 p.m. Presidential Address by Dr. J. D. Williamson: ‘Lord 
Lister and his Influence on Modern Life.” 


Meetings of Branches and Divisions 
MERSEYSIDE BRANCH 


Lng annual meeting of the Merseyside Branch was held on 
June 8 at S%Ar and was attended by 65 members and 
friends. Dr. P Lyle, of Southport, was elected president for 
the ens year; Dr. R. W. L. Pearson, of Birkenhead, the 
president-elect for 1952; and Dr. V. Gotton Cornwall was re- 
elected secretary and treasurer. 

The meeting was followed by a dinner at which the principal 
guests were Professor Sir Henry Cohen, President of the British 
Medioal Association for 1950-1; Dr. Ro Coope, president of 
the Liverpool Medical Institution; Mr. T. Keeling, chairman of 
the Board of Governors and the Live 1 Regional Hospital 
Board; Dr. T. L. Dowell, president of the North Lancashire 
and Westmorland Branch of the B.M.A.; and Dr. W. Leak, 
a a the South Lancashire and East Cheshire Branch of 
the B. 

Sir Henry, in the course of his speech, reviewed the work of 
the Association during the last year and pleaded that a larger 
number of people should interest themselves in the running of 
the Association. He emphasized that criticism was a me thing, 
but that it should be constructive and from the inside 
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THE INTEGRATION OF HOSPITAL 
AND HOME SERVICES FOR THE SICK* 


BY 


? F. AVERY JONES, M.D., F.R.C.P. 
Physician, Central Middlesex Hospital 


A feature of the Middlesex County Medical Society has 
been the association which it has brought between the 
public health department and the general hospitals. Each 
year a meeting has been arranged by head office, and 
we have learnt more and more about the work and 
responsibilities carried by the local authorities. The co- 
operation between the hospitals and the head office has 
been facilitated by the mutual understanding of one 
another’s work. Increased co-operation between those 
concerned with the sick patient is the theme of this com- 
munication. The integration of hospital services and 
home services for the sick will be considered in relation 
to the Central Middlesex Hospital and the district which 
it serves—Willesden, Acton, Greenford, and Northolt— 
and some of the observations may -be based on con- 
ditions which do not exist elsewhere. 


Need for Co-operation 

There are four groups of services concerned with the 
sick patient: first, the general practitioners ; secondly, 
the hospitals ; thirdly, the local authorities ; and, finally, 
the voluntary organizations. These groups are all con- 
cerned either with the prevention of illness or in facilitat- 
ing the recovery of the individual. How much liaison 
is there between these groups working towards a com- 
mon end? There is, in fact, very little organized co- 
*An address given to the Middlesex County Medical Society, 
April, 1950. A local liaison committee linking the hospitals, the 
general practitioners, and the Middlesex County Council has now 


been formed. 











operation. The only co-ordinating body is one serving 
the whole country, the Central Health Services Council, 
but in this region of London there is no official or un- 
Official liaison between the organizations concerned with 
the illness of Mr. XYZ, who lives in London, N.W.10. 

There is a very important reason why more liaison is 
needed. The general-practitioner services, the hospitals, 
and the local authorities are all covered by Acts’ of 
Parliament, which define their spheres of influence. 
Their moneys come from public funds and are checked 
by the public auditors. There is a very understandable 
tendency for each body to confine its duties to those 
covered by their Act of Parliament. In practice, the 
boundaries of these spheres of influence are often far 
from clear. An excellent example of this may be found 
with the chronic sick, who come under the regional 
hospital board, and the elderly infirm, who are the 
responsibility of the local authority. These terms are 
not capable of exact definition ; elderly infirm may be 
found in hospital beds and the chronic sick may develop 
in the public institutions from people who were admitted 
as elderly infirm subjects. ‘ 

In this hospital we have had at times between 30 and 
40 patients who were, strictly speaking, infirm elderly, 
and were not our responsibility ; officially, we had no 
longer any legal responsibility for them, It was up to 
the local authorities to find suitable accommodation for 
them elsewhere. We all realized, of course, the diffi- 
culties which the local authorities had to face through 
this problem. We also realized that many of these 
patients had come into hospital largely on account of 
the extremely poor environmental conditions. Thus the 
chronic sick merge into infirm elderly, and vice versa. 
Some elasticity between the two authorities is essential. 

A second need for closer co-operation is the necessity 


of avoiding duplication of effort. Aftercare of patients 
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is officially the responsibility of local authorities, and, 
indeed, some have already set up diabetic and other 
follow-up clinics, which properly belong to the hospitals. 


Role of the General Practitioner 


It cannot be too strongly stressed that modern 
medicine depends on having an efficient general- 
practitioner service. The first essential for the sick 
man or woman is a personal medical attendant who can 
“see him through ” and organize all necessary medical 
and social services for him. This individual medical 
care can never be achieved by hospitals or local authori- 
ties, and yet one cannot help feeling sometimes that both 
tend to think of the practitioner as being in the back- 
ground. An essential development for the health services 
of the country must be a reorientation of the status of 
general practitioners. They should be encouraged pro- 
fessionally, and responsibility should be handed back to 
them by hospital and local authorities. Much of the 
present work of hospital out-patient departments pro- 
perly belongs to general practitioners. . The result is the 
appointment of increasing numbers of registrars, who 
will have only a limited chance of achieving consultant 
status and will have to return to general practice. Much 
of the work of a consultant in the out-patient depart- 
ment is that of an unnecessary intermediary between the 
general practitioner and the special departments. 

The patient is not sent up for a consultant opinion 
but for an x-ray film of the chest or-a blood count, and 
this could have been done directly. The consultant 
should be available for those cases which still concern 
the general practitioners after simple investigations have 
been done. In view of the necessity for economy, a 
case can certainly be made out for confining the more 
elaborate and expensive investigations to consultants. 
Certainly, simple pathological investigations would be 
easily arranged at health centres, but, with the prospect 
of these centres costing £200,000 each, they belong to 
the remote future, and it should be possible to expedite 
some direct facilities on a limited scale for general prac- 
titioners. The general practitioner is the essential first 
line of defence for the sick patient at home, and no 
amount of development of hospital or local authority 
services can be allowed to detract from this key position. 


Hospital Service 

The role of the hospital consulting staff may be 
summarized as follows: (1) to take temporary charge of 
the sick patient when home treatment is no longer 
adequate ; (2) to provide a consulting out-patient service ; 
(3) te provide a domiciliary consulting service and to 
facilitate in all ways possible the home care of the sick ; 
(4) to provide special flying-squad services ; (5) to under- 
take medical research; (6) to train nurses, medical 
students, and postgraduates ; and (7) to develop as a 
focal point for medicine in the district, to facilitate the 
exchange of ideas between consultants and general prac- 
titioners, and to initiate measures requiring the co- 
ordination of other medical groups. 

Hospital treatment has become an exceedingly expen- 
sive social service, and the cost of a bed at a district 
hospital like the Central Middlesex is at least £15 5s. 11d. 
a week. It has become essential in the national interest 
to make certain that the beds are used to the maximum 
benefit of the sick. Not only are hospital beds fantas- 
tically expensive but the numbers are a reduction on 
pre-war figures, and cases which formerly came into 


hospital must now be treated at home. It is, for instance, 
almost impossible to provide in-patient treatment for 
uncomplicated gastric or duodenal ulcer. There ig, an 
increasing need for re-examination of the use of exiting 
beds with a view to their more efficient employment. By 
efficient one means to provide the maximum beneficial 
effect on the disease process for the maximum number 
of individuals. 

There are still routines which may not long survive 
changing conditions of to-day: . for example, three 
weeks’ complete rest in bed after a repair of an inguinal 
hernia at £15 5s. 11d. a week while there is a long wait- 
ing-list is difficult to justify, and the remedy may lie in 
developing closer links between hospitals and general 
practitioners who can supervise the rest in bed at home. 
The general practitioner could still become a much closer 
partner with the hospital consultant. The new Health 
Service has certainly assisted in this direction by pro- 
viding the domiciliary consultations. These are a notable 
contribution to the efficiency of hospital medical service 
to the local public. They enable hospital beds to be 
saved and medical priorities to be assessed. They pro- 
vide the second opinion which is surely a reasonable 
public right for a dangerously ill patient, and which is 
often a great comfort, especially for relatives. It has 
been very rare for my colleagues or myself to feel that 
the general practitioner has made an unnecessary call 
on the hospital consultant, or that unreasonable pressure 
was being exerted to expedite admission to hospital. 

. 
Dr. Toussaint’s Example 


The best example of the value of home treatment 
linked with hospital staff comes from Dr. Toussaint’s 
work with cases of pulmonary tuberculosis. The 
shortage of beds in sanatoria from loss of nursing staff 
greatly prolonged the waiting period,«nd Dr. Toussaint 
has used this interim period of many months to organize 
efficient treatment at home, but using all the facilities of 
a general hospital. Sanatorium treatment does not pro- 
vide a special magic which is toxic to the tubercle 
bacillus. It provides rest in bed and facilities for active 
therapy, and removes the patient rrom tne risk of infect- 
ing others around him. Fresh air and green fields 
probably have a sedative effect on the nervous state, 
which may well be of importance in this disease. Dr. 
Toussaint organizes rest in bed and active treatment, and 
depresses the risk of infection of others. He cannot 
supply green fields and fresh air, but he does concen- 
trate on stopping the patients coughing, which is pro- 
bably one advantage of country air, and I am sure the 
confidence which he inspires and the prompt treatment 
provide the peace of mind which might otherwise come 
from contact with the country. In many cases the home 
treatment is not a second-best measure but is as effective 
as sanatorium treatment and far less costly. 

I asked Dr. Toussaint what were the essentials for 
satisfactory home care, and he has given me the follow- 
ing points: 

(a) The general practitioner must be kept informed of 
the patient’s condition and suggested treatment. 

(b) A small room with a single bed is quite adequate. 

(c) A home help to undertake cleaning of room and regular 
feeding of patient. To ease the serving of meals the family 
could be advised to place the invalid in a room on the same 
floor as the kitchen. In many instances adequate home help 
already exists—for example, a patient's close relative—or 
can readily be found among the relatives. In certain circum- 
stances the local authority may pay a relative as a home 
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help if she has been engaged in a remunerative post and gives 
this up to undertake home-help duties. 

(d) Facilities for nursing, if necessary, by the Home 
Nursing Service. The home nurses are fully trained and just 
as capable as hospital nurses. 

(e) The patient must be fully advised on how much rest he 
must undertake—for example, toilet once daily, etc.—and 
also on his diet, smoking, drinking, etc. 


Home Care of Hospital Patients 


At this hospital we have recently assumed an extra- 
mural responsibility by appointing a geriatric physician, 
who is visiting the chronic sick and elderly infirm at 
home, arranging priorities for admission, and organizing 
all possible facilities for the home care of as many as 
possible. 

The home care of hospital patients has recently been 
organized in Cambridgeshire, and last August a full-time 
director of the home-care and nursing service was 
appointed at Addenbrooke’s Hospital. In the following 
three months 66 patients were recommended for home 
care, and 54 of these were accepted—38 from surgical 
wards, 5 from orthopaedic wards, 10 from medical 
wards, and 1 from the radiotherapeutic centre. The 
service has not been limited to the Borough of Cam- 
bridge but has included the neighbouring counties. 
General practitioners and local health authorities have 
co-operated well; the district nurses particularly have 
welcomed the scheme and say that the nursing of 
surgical cases adds interest to their work. 

In the Lancet (1950, 1, 284) it is reported that “ the 
reaction of the patient has likewise been very favour- 
able and there has been no evidence of anxiety at being 
sent home. This success is attributed to the complete- 
ness of the arrangements and to the fact that the more 
sensitive type of patient finds the home atmosphere 
quieter and more congenial than that of a hospital ward 
among other ill people. The initial difficulties of the 
home-care and nursing service have not proved as great 
as were expected.” 

The home care of hospital patients has recently been 
developed in New York, and particularly at the Monte- 
fiore Hospital (Mod. Hosp., 1949, 73, 61). The patient’s 
hospital record is continued as if he were still in the ward 
of the hospital and regular visits are made by physicians 
on the staff of the hospital and working under the 
administrative direction of a physician in charge of the 
department of home care. Consultative services are 
available from other members of the hospital visiting 
staff, and patients can be brought back to hospital for 
diagnostic procedures or therapeutic measures which 
cannot be performed in the home. Active treatments are 
carried out at home, and include physiotherapy, rehabili- 
tation, and even blood transfusions. Patients are 
supplied with wheel-chairs, appliances, rubber rings, 
syringes and needles, dressings, and even beds, if neces- 
sary, in order to make it possible to keep them at home. 
It is more economical to buy an appliance or a wheel- 
chair or bed than to keep a patient in hospital indefinitely 
because, from lack of these items, he cannot go home. 
The experience of the Montefiore Hospital demonstrates 
that the average cost of the home-care programme per 
patient was 2.5 dollars a day. This is a considerable 
saving over an average cost of almost 9 dollars a day. 
Extensions of this service are planned, and at other New 
York hospitals it is proposed to cater for as many as 
200 home patients. 


The home care of hospital patients will become in- | 


creasingly necessary. The community cannot really 
afford to spend nearly £16 a-week on patients who 
receive little active treatment and who do not need the 
concentration of pathological or radiological facilities. 
We must investigate the alternative of caring for the 
patients at less cost to the community in money and in 
man-power. Social services can be provided only by 
diverting labour that might otherwise go to home and 
export industries. It must be remembered that the 
hospital management committee rmanently employs 
two men or women for each hospifal bed. We must re- 
consider the various groups of patients in hospital and 
decide whether in some cases supervised rest in bed 
could not be undertaken just as well at home. 


Voluntary Associations and Local Authorities 

From the local authorities we need more assistance for 
the patient to enable more home treatment to be pro- 
vided as an alternative to admission to hospital, or to 
assist the elderly infirm to avoid getting into such a 
state of neglect that admission becomes inevitable. Tae 
local authorities are empowered to take steps in the 
prevention, care, and aftercare of disease. Under section 
25 of the National Health Service Act they may provide 
home nursing ; this will embrace previous district nur- 
sing associations. These nurses are now called “home 
nurses.” Under section 29 the local authorities are 
empowered to provide home helps. The special needs 
for increased domiciliary treatment are more home 
he!ps, more district nurses, a laundry service, and a 
meals-on-wheels service. 

The role of the voluntary association is to act as a 
spearhead for new endeavours, and, when it has got 
them well organized, to allow them to be taken over by 
the local authorities and developed on an adequate scale. 
I should very much like to see the local authorities 
extend the meals-on-wheels service. The Invalid Kit- 
chens of-London started a centre in Acton in 1943 and 
this organization has assisted many infirm or sick people 
at home by providing a midday meal. This service needs 
extending in Willesden. Voluntary services can also 
provide many facets of service which cannot easily be 
undertaken by local authorities. There is a particular 
need for an old people’s welfare committee in Willesden, 
as there is in Acton. This committee links up the various 
voluntary associations, helping with the old people, and 
arranges Darby and Joan clubs, visiting, and holidays 
for the elderly, and in this way makes a useful con- 
tribution. 

There are certain big groups of medico-social prob- 
lems which make up a substantial proportion of the total 
hospital illness. These problems do not need isolated 
action by one or more parties with large “ Trespassers 
will be prosecuted ” notices. Each problem needs to be 
defined and dealt with by the concerted effort of all 
groups. There is, unfortunately, to-day still a feeling in 
some areas of London that hospitals are trespassing on 
the preserves of local authorities, and, for instance, a 
geriatric almoner from one London hospital has been 
hindered and not assisted by the local authorities. 
Medico-social problems such as the care of the elderly 
infirm and chronic sick, abortions, tuberculosis, burns, 
fractured femurs in elderly folk, and many others, cut 
across the statutory obligations of hospitals and local 
authorities. I believe the correct approach is to have 
a local health services council and then to consider and 
deal with the defined medico-social problems one by one. 
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Conclusion 

The following suggestions are put forwatd with a view 
to relief of pressure on hospital beds: (1) There should 
be a local health services council ; (2) the local authori- 
ties should increase the home helps and nursing services 
and should initiate a meals-on-wheels and home laundry 
service ; (3) the hospital should organize limited facilities 
for pathological investigations for general practitioners ; 
(4) the hospitals should appoint a home-care almoner 
and arrange for registrars to work in co-operation with 
general practitioners on selected cases ; (5) the hospital 
should improve in all possible ways the liaison with local 
practitioners. A medical club for meals would greatly 
facilitate the personal contact between the hospital staff 
and the general practitioners. 








THE G.P. AND THE LABORATORY 


BY 


JOHN B. PENFOLD, M.B., B.S. 
Pathologist, Essex County Hospital, Colchester 


The changing face of Britain has brought with it a 
change not only in the face of medicine but in its very 
substance. No doctor is exempt; all are implicated. 
I think that we can consider the changes in medicine in 
two groups—internal and external. 


The Internal Changes in Medicine 


The internal changes are a natural outcome of the 
increase in man’s knowledge. They are wrought by the 
progress in medicine and are fundamental to the subject 
itself. We all know that medicine is a rapidly expand- 
ing subject, and we have only to look back to be proud 
of our achievements in the last hundred years— 
anaesthetics, asepsis, surgery, radiological diagnosis, 
antibiotics, blood transfusion, substances like insulin 
and liver extracts, bacteriology, and the knowledge of 
viruses are but a few of the subjects picked at random. 
These changes have been profound, and, while they may 
be good from the patient’s point of view, it means that 
each and every one of us must have a wider and deeper 
knowledge than his predecessor and must be for ever 
learning more and more. This it is not easy to do in 
hospital practice, but for the general practitioner the 
task appears insurmountable, and many eventually give 
up the struggle. Advance is nullified in the front line, 
and those behind are slowed in their pace. This is the 
internal change—what of the external change ? 


The External Changes 


The external changes in medicine have been as pro- 
found as the internal and have probably affected the life 
of the G.P.s more. By external changes I mean those 
alterations in the social, political, and economic con- 
ditions of the country, and in particular the bearing they 
have had on the practice of medicine. One of these 
changes springs from the internal change—it is 
specialization. It has its advantages, but to the general 
practitioner specialization has meant that the gap between 
him and the next line of defence has widened. So, too, 
the emergence of the local authority hospitals and the 
clinics, and the appearance of the public. health depart- 
ment, have left the G.P. with less of interest, less to 
stimulate his mind, and less to give him a worth-while 


task, thus making him feel more divorced from 
“real medicine.” The coming of the National Health 
Service has not, in my opinion, improved matters. 
More patients with less wrong with them, more forms, 
and more referring to the hospital of ailments of even 
minor quality are apt to leave the G.P. frustrated, clerk- 
ing his days away, and therefore more likely to miss the 
vital case which may at any moment turn up. 


The G.P. under Stress, and the Relief 


The tasks of the general practitioner can be simply 
expressed. He must be able to diagnose those ailments 
which require hospital treatment. He must be able to 
diagnose and treat those conditions which do not require 
hospital treatment. Diagnosis is still and always will 
be the keystone. The general practitioner should be the 
best diagnostician of us all. Let us examine how the 
internal and external changes mentioned previously 
affect the general practitioner’s task. At first sight one 
would say that the internal changes would help him, but 
compared with his brother in the hospital he has become 
relatively worse at his work. He has but few of the 
aids to diagnosis and treatment which modern know- 
ledge demands and which are present inside the hospital. 
Many of these aids he has to use so infrequently that 
he is a little hazy about the exact procedure and may 
feel it is best to leave them alone. It is more obvious 
that the external factors militate against him—the 
specialization, the antenatal and child welfare clinics, 
the public health department and its measures, and the 
policy of specialists for everything under the National 
Health Service are slowly and surely squeezing the juice 
out of his practice and leaving him with more and more 
empty rind. 

Some may feel that I have overpainted the picture, 
but I do not think so, and my fears for the future were 
greatly heightened when I heard a member (lay, thank 
goodness) of a group management committee say that 
“it must be our policy that ail] surgery, even to putting 
in a stitch, shall be done by surgeons.” Whether the 
picture is overdrawn or not the tendencies and possi- 
bilities are there, and it is up to all to fight them. For 
I feel most strongly that for the good of the patient and 
of medicine as a whole the standard of general practice 
must be maintained. 

Our colledgue in general practice is having many diffi- 
culties. Can we in hospital help, and if so how? I 
consider it is the duty of every specialist to ponder on 
this most important problem and suggest and give what- 
ever help he can. I have recently been thinking along 
these lines from the point of view of the pathologist, and 
I feel that there are a few suggestions that should be 
made. Before doing so a few words on the tasks of the 
modern clinical pathologist would be helpful. 


The Clinical Pathologist 


The pathologist must be the link between the bed and 
the bench, between the clinician and the technician. He 
must be a little (or more) of both. Gone are the days 
when the clinician could master all pathology and do the 
“laboratory jobs” in his spare time. Gone too are the 
days when the pathologist was screwed to the bench and 
stool (although he is now almost being screwed to his 
desk). He must make contact with the technician on the 
one hand and the clinician on the other. To me it is of 
small import whether the clinician be inside or outside 
a hospital. The patient is still paramount and his needs 
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must dictate medicine. The need for having his haemo- 
globin estimated may be just as great when it is requested 
by a general practitioner as when requested by the con- 
sultant physician or his houseman. Therein lies the task 
of the pathologist. 

The suggestion to be made from the foregoing 
remarks ‘seems on the surface simple. It is to open the 
laboratory door to the general practitioner not only for 
his specimens but for his person, so that from the patho- 
logical point of view his case can be discussed, the 
procedure to be adopted underlined, and the best method 
of undertaking it confirmed. This seems simple enough, 
but I know of some difficulties and I sense others. 


Figures on Laboratory Work for the G.P.s 


In order to have the relevant facts and figures at our 
disposal, I have been through the records of my own 
laboratory, which is open to the general practitioners 
round about. During the year 1949 this laboratory 
undertook 38,466 investigations. These came from our 
own general hospital of approximately 200 beds, the 
maternity, the isolation, several chronic and smaller G.P. 
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Fic. 1.—Analysis of 3,401 investigations requested by G.P.s. 


hospitals, and from various clinics. Wassermann tests 
were done for a rather wider area. The general prac- 
titioners, too, sent cases or specimens as they wished to 
the laboratory. The 38,466 investigations of 1949 plus 
the first 1,534 of 1950 were analysed. Of these 40,000 
investigations 3,401—that is, approximately 8.5%—were 
found to come from general practitioners. 

It was further found that the practitioners had asked 
for 51 different types of investigations, though of many 
the numbers were small. The favourite request was for 
a blood count. In Fig. 1 the analysis of the investiga- 
tions requested is shown. The 12 most frequent 
investigations form over 90% of all the practitioners’ 
requests. As a side issue here it was often found that 
practitioners favoured certain investigations. One might 
ask for practically nothing else but sputa tests and 
E.S:R.s, while from another the majority of requests were 
for pregnancy tests and haemoglobin readings. Like the 
consultants, each favoured the tests he knew. When 
the volume of work for individual practitioners was 
analysed some surprising results were seen (Fig. 2). 
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From various sources (mainly the out-patients appoint- 
ments, book) it was found that the number of practi- 
tioners using the hospital “clinically” was 94. Of 
these, 18 (19%) sent nothing to the laboratory, and 74 
(79%) sent less than one investigation per week. A few, 
on the other hand, were enthusiastic investigators ; the 
most tests done for any single practitioner was 226. It 
therefore appeared that few or no tests were done for 
the majority of G.P.s, and many tests for only one or 
two. Thus the requests for investigations cannot in any 
way be related to the size of the practices. 

As a confirmation of the totals a fellow pathologist in 
a hospital in another region gave the following figures. 
The total number of specimens examined in the hospital 
and public health laboratories for the year June, 1949, to 
May, 1950, was 28,616. The number of specimens 
examined for the G.P.s was 3,653—that is, 12.4%. It 
seems that, where practitioners use the laboratory freely, 
roughly 10% of laboratory investigations are performed 
for them. 

Further important figures with a bearing on the pro- 
blem are those of the total number of specimens over the 
years (Fig. 3). The laboratory here was founded in 
1940 and the increase in work has been enormous. The 
original buildings of two small rooms were very soon too 
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Fic. 3.—Number of annual investigations in the laboratory 
from 1941 to 1950. The number for 1950 is an estimation; there 
were 41,426 investigations from January 1 to September 31, 1950. 
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small, and in June, 1947, the laboratory ‘was moved into 
the comparatively commodious accommodation of seven 
rooms. Even so, more work and more workers are 
rapidly taking up available space, and the laboratory will 
have to be enlarged. There has developed a shortage 
of technicians, particularly of trained grades, to meet this 
increase, and most of my colleagues have staff difficulties. 


Discussion 


The pathologists and their laboratories can be of great 
value to the general practitioners and thereby to medicine 
as a whole. Time and again general practitioners have 
expressed their indebtedness to the laboratory for help 
in diagnosing a case or for the control of therapy. On 
many occasions pathologists have, by their investigations 
for G.P.s, discovered disease in an early stage, at the 
same time knowing that but for their intervention the 
disease process would have continued uninterrupted for 
a further period. 

The answer to our problem is for the pathologist to 
unlock the laboratory door to the G.P. This does not 
mean in a niggardly way, for, metaphorically, when he 
has unlocked the door it is still possible for the patho- 
logist to stand behind it and trip the man up as he enters. 
In other words, the practitioner must be made as 
weicome as the consultant and be allowed to discuss his 
cases and the investigations made on them. If necessary 
domiciliary visits can be undertaken. 

The immediate reaction of many pathologists to this 
is that they and their laboratories are already over- 
worked, that their problems of technical assistance are 
becoming more acute, and that, even if the technicians 
became available, space in many laboratories is too small 
to accommodate them. I have felt like that myself, but 
I doubt if with sensible co-operation the laboratory work 
would be much increased. At the maximum the increase 
would be 10%, but it must be remembered that if the 
practitioner is denied laboratory help the case will turn 
up at the out-patient department or in the ward and 
double the number of investigations may be necessary. 
In fact, it is possible the laboratory, by opening its doors, 
may find its burden lightened. I have found that the 
heaviest investigator, and often the most useless, is the 
newly qualified houseman. If the pathologist is still 
dubious that the floodgates may be opened I should like 
to suggest that about 12 investigations (see Fig. 1) are 
made freely available to the practitioners ; by this means 
more than 90% of their requests will be satisfied. More 
important than all this, however, is the intimate co- 
operation which there must be between the pathologist 
and the practitioner. 

While it is quite obvious that the pathologist can and 
should undertake these duties, even with his extra- 
ordinary pressure of work, the general practitioner must 
in his turn be prepared to undertake his share of the 
burden. Without his doing so the tests will lose much 
value. Returning to Fig. 2, it is seen that almost 20% 
of the practitioners do not use the laboratory services at 
all and 80% rarely. The reason is difficult to discover. 
Surely in his practice the doctor sometimes sees a woman 
apparently anaemic, a condition which it is his duty to 
confirm or deny and to treat accordingly ; surely he sees 
a child every now and then with a throat in which there 
is a possibility of diphtheria ; surely he meets with cases 
of P.U.O. that can be unravelled by the laboratory. 
What does he do? It would seem that 80% do nothing 
or send the cases to the out-patient department or into 
the wards. As these latter cannot be undertaken too often, 


one is forced to the conclusion that usually he either 
does nothing and hopes that everything will turn out 
right, or he treats his patient with little idea of what he 
is doing. 

If that is how the G.P. wishes to carry on it is difficult 
to stop him, but it will eventually redound to the dis- 
credit of medicine and in particular of general practice. 
It is no good for a practitioner to shout that his status 
is being lowered if he does not help to raise it himself. 
Neither is it any good his saying that he is too busy, for 
many are the good and busy doctors who use the labora- 
tory sensibly and moderately. A few investigate too 
much and are apt to look upon the laboratory as a 
dumping-ground ; but they are few, and it is well known 
that every useful thing can be abused. We are fortunate 
that this is rare. Similarly, as shown in Fig. 1, the 
investigations asked for are as a rule sensible and reason- 
able. Some exceptions occur: for example, the test for 
occult blood is rarely asked for, although it is a most 
useful one to the G.P.; on the other hand, pregnancy 
diagnosis tests are asked for far too often and without 
enough cause. As they are expensive and scmewhat 
tedious tests, and the confirmation of their result will not 
long be delayed, the G.P. would be well advised to ask 
for them only on sound pathological or urgent social 
grounds, and with the intention of taking some action 
should the test be positive. 

It is essential that the G.P. should have some know- 
ledge of the collection of specimens. He does not need 
to know the technical performance of any test, but, for 


example, he must know that clotted blood is required . 


for a Wassermann test and that a blood count cannot 
be done on it. He must realize that to get a valuable 
culture of a urine it is necessary for the specimen to be 
taken with sterile precautions. He.must know, too, that 
blood sent by post is of little value for a blood count. 
If he does not know how a specimen should be taken 
it is better for him to find out at the laboratory than to 
chance it. For many investigations the specimens alone 
will serve, but for some—particularly for blood counts 
and E.S.R.s—the patient should be sent to the laboratory. 
The only way to success is by co-operation of practi- 


tioner and pathologist. 


Summary . 

Investigation shows that full laboratory facilities should 
be available for G.P.s. The pathologist should encourage 
and aid them in their use of these facilities in spite of a 
rapidly increasing burden of work in the laboratories. 

Committees and boards should be sympathetic towards 
this, for thereby relief will be brought to both out-patient 
departments and wards. 

At present most practitioners are not using the laboratory 
when this is necessary ; they must learn to do so, otherwise 
their patients will suffer and their own status decline. They 
must also learn how to collect simple specimens and when 
to send the patient to the laboratory. 

All these problems can be resolved by the closest 
co-operation between practitioner and pathologist. 





The Association of British Pharmaceutical Industry states that 
a widespread and unjustified impression exists that the price of 
drugs is the main cause of the high cost of the National Health 
Service—an impression which has no basis in fact. The entire 
cost of all drugs, both proprietary and non-proprietary, and of 
dressings supplied under the National Health Service during the 
twelve months ending November 30, 1950, including manufac- 


turing costs, research charges, and. distribution costs, was — 


£18,575,956, or about 11d. in the pound, of the Chancellor’s 
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HOW MUCH CLINICAL PATHOLOGY ? 


BY 


D. STARK MURRAY, M.B., Ch.B., B.Sc. 
Group Pathologist, Kingston Hospital, Surrey 


The cost of the National Health Service depends on the 
extent to which its various provisions are used. The 
increase of the actual cost over estimates, and the con- 
tinuous increase in the estimates themselves, have caused 
many to ask if we must budget for spending much 
greater sums than have been allowed for or introduce 
restrictive procedures. to avoid curtailing essential items 
of service. 

It can be argued that the increase in cost is largely due 
to certain income groups getting a service they never got 
before ; that prices, wages, and salaries have all risen ; 


but that outside these natural increases the extra cost 


must be the responsibility of the doctors, who alone 
have the power to prescribe and who alone can demand 


increased specialist care. Medical men may therefore. 


have to consider whether restrictive procedures agreed 
within the medical profession might effect considerable 
savings or whether efficient medicine will demand yet 
greater spending. 

Before we can attempt to control the cost we need data 
on the work now being done, and an attempt must be 
made to assess the usefulness of that work in terms of 
results. This is information that can be given only by 
those working in the Service, and, since the variations 
in the country are still very wide, it is essential that as 
many professional men and women as possible should 
produce their figures. In any case, the structure of the 
N.H.S. means that there will be variations, and it is from 
a study of them that we shall go on to the next stage 
of development. 


The “Open Access” Principle _ 

These figures must come from the older and more- 
established parts of medicine—general medicine and 
surgery, for instance—as well as from the newer services. 
The laboratory services in Great Britain are still in a 
relatively early stage of their development and any 
figures must to some’ extent be speculative. Nevertheless 
the hospital group studied in this paper has been under 
observation by the same pathologist for fifteen years, 
and the conclusions reached may not be very wide of the 
mark. The questions that need to be answered are, How 
much clinical pathology ? How mahy doctors and tech- 
nicians ? How much money should be provided for 
laboratories in a typical hospital group ? 

The use of the term “ typical hospital group ” requires 
further explanation. From the laboratory point of view 
it is clear that the great bulk of work will come from 
the hospitals and that the laboratory must be based on 
the district hospital; but the general practitioner and 
those specialists doing domiciliary visits must be assured 
of a full clinical pathology service, which must be on the 
“open access ” principle. 

In most literature an ideal “ hospital group ” is taken 
as one with 1,000 hospital beds serving a population of 
100,000. The group under survey has an “ open access ” 
laboratory capable of providing a complete service. 
There are about 1,100 beds, but the population is over 
200,000. In that respect the group is not ideal, but it is 
typical of many hospital groups in this and other regions. 
However, it is the non-hospital section of the work on 


which the present discussion is focused. Team-work be- 
tween the pathologists and ward staff should ensure that 
the clinical pathology done is essential to the best 
diagnosis and treatment ; the relationship with a large 
group of general practitioners can probably never be so 
close, and in any case it is to them that a “ freely avail- 
able service” is of the greatest benefit. , 

This laboratory has been “ open access” for twelve 
years and the practitioners are familiar with the service 
given, which includes the “public health” work— 
bacteriological examinations mainly—that arises in 

. general practice. 


General Practitioners and the Laboratory 


Just over 100 general practitioners use the laboratory. 
The great majority are known to refer the whole of their 
clinical pathology to it, and it is thought that all those 
(98) included in the present figures do so. The work 
done for them has nearly doubled since 1948, but that 
increase is being disregarded in this discussion and the 
figures for 1949 are used as though they were static. 
During 1949 these 98 G.P.s sent to the laboratory on 
the average 29 specimens, and 24 patients for consul- 
tations (see Table). This average would not stand up 


Average Frequency of Use of Laboratory* 














No. of No. of No. of 

G.P.s_ | Consultations | Specimens Total 
(a) Lowest .. By. 41 3 5 8 
(6) Middle .. ia 27 14 23 37 
(c) Highest .. oe 30 63 68 131 
2 a ne 98 24 29 53 
Five highest oa 5 155 119 274 
Twelve lowest os 12 1 2°5 3-5 

















* The practitioners are here subdivided into those using the laboratory (a) 
fewer than 20 times a year, (6) 20 to 60 times, and (c) more than 60 times. 


to very critical statistical examination, for the twelve 
practitioners sending in the least amount of work did 
so at the rate of 1 consultation and 2.5 specimens a 
year, while, at the opposite end, one practftioner sent 
in 143 specimens and 269 patients. On age, qualification, 
or type of practice he could not be distinguished from 
those colleagues using the laboratory to only one- 
hundredth of the extent to which he used it. 

The clinical pathologist tends to judge other practi- 
tioners by the way in which they use the laboratory 
service. With this admittedly imperfect yardstick, 
based, however, on about fifteen years’ knowledge of 
the men and women concerned, six G.P.s were selected 
who might be termed “ good,” and their average use of 
the laboratory proved to be 185 items of service per 
annum. The selection was made before the figures were 
worked out, and they may be of interest—225, 221, 193, 
175, 156, and 152. 

As already suggested, no distinction can be made in 
regard to the type of practice in the different groups. 
It is impossible to obtain actual executive council list 
figures for all, but the co-operation of a group was 
sought and a certain number of figures were obtained. 
They cover every kind of list from 800 to 5,400 ; there 
are large and small practices in every group, and nearly 
all those in the “ middle” group have lists over 3,000, 
though quite a number are round 1,500. No allowance 
can be made, however, for the amount of private prac- 
tice carried out by these practitioners, and no attempt 
has been made to assess the time they give to sessional 


| 
| 
| 
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work at hospitals or in factory and other medical ser- 
vices. Of those who have given accurate figures, nine, 
with an average use of the laboratory of 158 items of 
service, have average lists of 2,800, and seven with 29 
items of service have average lists of 3,020. This sug- 
gests that the variation in the use of the laboratory lies 
in the individual. 

What, then, are we to plan for—the G.P. who demands 
412 items of service, those who use our service eight 
times a year, or the “ good’” practitioner with his 185 
items ? The high figure would mean that the G.P.s 
would use the laboratory more than did the whole 
hospital service for the group, the average number would 
barely. influence the total volume of work handled, and 
the lowest would render a laboratory service economic- 
ally impossible. The fact that five practitioners 
averaged 274 items each would suggest that we should 
budget for at least a fivefold increase in our G.P. work, 
and the question must be answered whether the figures 
indicate any abuse of the service. 

Daily contact with the practitioners concerned enables 
the question to be answered in the negative. Even the 
practitioner sending the highest number of specimens 
and patients cannot be accused. Perhaps he sends too 
many patients with normal blood pictures for full blood 
counts ; but he usually writes a clinical note that justifies 
his asking. Pregnancy tests are possibly too often asked 
for on slender clinical justification. One is, in fact, more 
worried about the G.P.s at the lower end of the scale. 
What kind of practice are they conducting in which the 
laboratory is so little needed ? Is it they who fill the 
hospital out-patient departments with cases that might 
have been diagnosed at home? How many hospital 
beds occupied by cases “ for investigation” might have 
been saved by a timely domiciliary visit by the labora- 
tory staff ? 

Consultations—that is, cases in which the patient is 
seen by the laboratory staff for any investigation—take 
more time as a rule than specimens submitted for routine 
procedures. In the averages given above it will be seen 
that the demand for the two types of service is about 
equal; byt there are astonishing variations. The 
greatest disparity is shown by two practitioners living 
within a short distance of each other. Dr. A sent 11 
specimens and 80 patients in the year ; Dr. B sent 132 
specimens and 9 patients. Each clearly has many 
questions to which the laboratory contributes an 
answer, but the basis of these questions is, equally 
clearly, very different. 


Expenses of the Laboratory 


The total number of specimens examined and con- 
sultations given this year will be about 35,000. A cer- 
tain number of biochemical tests are sent elsewhere, but 
for all ordinary purposes the group is self-contained. 
The group laboratory is at the district hospital, and 
there is one small laboratory, the figures for which are 
not included in those discussed, at a former voluntary 
hospital of 120 beds. The staff establishment is six 
medical graduates (three graded consultant, of whom 
one is still to be appointed, two S.H.M.O.s, and one 
registrar), seven technicians, and four student tech- 
nicians, with the usual clerical, cleaning, and animal- 
house staff, making 25 in all. The salary bill is approxi- 
mately £17,500 a year. 

Wages and salaries are the main charge in a labora- 
tory, and the work done in this group could not be 


accomplished adequately with a smaller staff. The 
budget for supplies is £2,000 a year ; and the only other 
items of cost are lighting and heating. So for just over 
£20,000 this unit of over 200,000 people get the whole 
of their present laboratory service—in hospital, in the 
home, and as out-patients. They get it whether they are 
in the 95% who have joined the G.P. side of the N.H.S. 
or the 5% who have not. 

But the figures indicate that when all G.P.s use 
modern methods the laboratory work, apart from any 
increase that is required by the hospitals, will increase 
by about one-third of its present total.. Experience sug- 
gests that much of that increase will be justifiable by the 
speeding up and confirmation of diagnosis. Will there 
be savings in other parts of the service to offset this 
increase ? It is unlikely ; and those who frame budgets 
will find in this one section of the N.H.S. a possibility 
of a further demand for some millions of pounds as 
laboratory services develop all over the country. The 
unit here discussed has been long established, but 
in many districts a G.P. service is only now being 
developed. For what volume of work must they be 
prepared, and are they to encourage or discourage the 
more ambitious G.P.s ? 

The laboratory side of our hospital services is not one 
of the major items of expense, as it costs only perhaps 
one-sixtieth of the total. If an attempt were made to 
save on the present figures—of which, as with all 
hospital costs, the larger part is in the salaries ahd wages 
bill—the total savings even by the most rigorous 
economy could not be much: As an example the Blood 
Transfusion Service (largely but not entirely a labora- 
tory service) may be mentioned. For the two southern 
metropolitan regions the service costs only £100,000 
a year. 

National Cost 


Some figures are available in hospital board accounts 
from which calculations of the national cost of the 
laboratory service can be made. They are rather 
sketchy, and are used here merely to indicate the size 
of the problem and the tendencies that may develop 
rather than to suggest real accuracy. Taking as a guide 
certain laboratories known to be giving a full general- 
practitioner service, it would appear possible to provide 
a service for the whole of England and Wales, on to- 
day’s basis, for £2,730,000. That would not be the total 
outlay for the laboratory work, for one would have to 
add to it a large sum for teaching hospital laboratories, 
the Public Health Laboratory Service, and the propor- 
tion of blood transfusion costs concerned with blood 
testings, making about £4,000,000 in all. It would 
appear fair to assume that one-third of the cost of the 
regional board laboratory services would be for general- 
practitioner work—that is to say, £900,000. If we take 
the figures already given, a fivefold increase in general- 
practitioner work would put the national cost up 
to £6,100,000 ; an increase to that of my high-figure 
practitioner would mean £8,800,000, and if we include, 
as it would seem. we must, a further expansion of the 
hospital service the total laboratory service bill may very 
well be £10,000,000. Especially in the rural areas prob- 
lems which have not been taken into account may 
yet have to be tackled, and the figure may be even 
higher. 

At the moment the gross cost of the hospital service 
is pegged down at something like £240,000,000 and the 
laboratory service is not more than one-sixtieth of that. 
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We shall be asked if we can organize the expanding 
service within that budget, making savings in other ways, 
or whether the national budget will have to be increased. 
From the figures given it is clear that we must expand 
the laboratory service, and in the long run, by savings 
both on hospital beds and on drugs, attempt to balance 
the total budget. In this paper I can do no more 
than glance at a few of the factors influencing the 
problem. 

Two tendencies are adding to the cost of the “ open 
access” system. One is the sending up of patients for 
tests, such as Wassermann, blood urea, sugar, etc., for 
which samples in suitable containers could easily be 
taken by the practitioner himself. The clinical patho- 
logist has, admittedly, complained so often of badly 
taken specimens that he can hardly refuse to take his 
own samples when the G.P. finds it difficult.. No rule 
can be made, but laboratory time can certainly be saved 
if the G.P. takes such samples as he can. 

The second tendency is to expect the laboratory to 
make all the diagnoses, as illustrated by the diagnosis of 
pregnancy by a urine test, without any physical examina- 
tion, and sometimes apparently without much history- 
taking. The Friedman test costs the laboratory about 
15s. a time, possibly more if the overheads of the animal- 
house are taken into account. But where does the 
pathologist draw the line without causing hardship to 
the anxious patient ? Other types of pregnancy tests 
may cost less, but all add to the total cost. 

An undecided point in medical planning is whether 
laboratories, other than a simple test-room, should be 
provided in health centres when these are planned. 
Whatever the urge from the G.P. who would like his 
laboratory service “ on the spot,” the figures given above 
show its impracticability. If we think of an “8 GP. 
centre” and take the average of the 30 highest users 
of the laboratory—53 items a year—400 items of service 
would be required per annum. At least 60% of these 
would be either consultations or specimens, which would 
in any case require to go to the group laboratory, and 
there would be no economic justification for supplying 
apparatus or technical assistance of any real quality for 
the work that might be done at the centre. Better to 
ensure that the group laboratory can supply the needs 
fully and that the clinical pathologist is readily available 
for discussion and advice. Of the 100 G.P.s in question 
at least 60 have visited the laboratory during the past 
year ; the majority of them are regular visitors, and all 
those in the group using the laboratory most are seen 
once or twice a week. Collaboration is therefore very 
close, but is provided on the most economical basis. A 
pathologist and senior technician are “on call” at all 
times, and the number of failures to give any service 
required urgently is minimal. 


Conclusion 


The work of clinical laboratories is certain to increase 
as the N.H.S. develops. The use made by general prac- 
titioners in this hospital group varies enormously ; and 
if the practitioners demanding the highest number of 
items of service a year are to be the rule of the future 
a fivefold increase in G.P. demands must be expected. 
In terms of cost this might mean a rise in the laboratory 
part of the hospital bill from £4,000,000 to £10,000,000. 
The profession must seek to discover if a freely avail- 
able laboratory service will result in a sufficient saving 
on hospital beds to offset this increase. 


FUTURE OF REGIONAL HOSPITAL 
BOARDS 
VIEWS OF CONSULTANTS 


In general, consultants feel that regional hospital boards 
should not be abolished and that there should not at present 
be any drastic change in the hospital administrative struc- 
ture. But the need for some administrative changes was 
commented on in evidence prepared by the Central Con- 
sultants and Specialists Committee for presentation by the 
B.M.A. to the Select Committee on Estimates (Supplement, 
March 31, p. 129). This theme was again discussed at a 
meeting of the Amending Acts Committee on June 27, when 
Dr. H. H. SUTHERLAND was re-elected to the chair for the 
new session. One speaker drew attention to the great power 
exercised in some cases by the secretary of the regional 
hospital board. He complained of “ dictatorship ” by some 
lay secretaries who in effect ran the whole show. 


Better Quality Needed 


The Chairman of the Central Consultants Committee, 
Dr. ROWLAND HILL, agreed that many mistakes had been 
made, but emphasized that they were individual mistakes 
rather than fundamental flaws in the administrative structure. 
The consultants had recommended the Minister to take steps 
to improve the quality of lay administrative officers appointed 
in the hospital service. He instanced one glaring example 
by which a man had obtained his post through favouritism. 
The quality of these officers needed improving, and the con- 
sultants wanted the Minister particularly to study the 
standards of secretaries appointed to boards and hospitals. 
He thought these secretaries were not in such a powerful 
position as the previous speaker had suggested. 


Future of Hospital Boards 


As to the future of regional hospital boards, consultants 
hoped that the regional boards and the boards of governors 
would gradually grow closer together. That must be an 
evolutionary process and perhaps a slow one, but in the end 
they might become completely integrated. What consultants 
wanted at present was to increase the strength of hospital 
management committees locally and of regional hospital 
boards centrally. They had not yet studied the details of 
how this could be achieved, but they did not want to see 
power taken from regional hospital boards and given to 
hospital management committees. 

The structure of the hospital service is one of the subjects 
being studied by the Amending Acts Committee, and the 
Committee decided that apparently different views held in 
different branches of the profession should be investigated 
immediately. In order to study the problem further it there- 
fore appointed a small subcommittee to clear the ground. 
The subcommittee consists of the chairman of the Amend- 
ing Acts Committee (Dr. H. H. Sutherland), the chairman 
of the Central Consultants and Specialists Committee (Dr. 
Rowland Hill), the chairman of the General Medical Services 
Committee (Dr. S. Wand), and the chairman of the Public 
Health Committee (Dr. Metcalfe Brown). 








INITIAL CAR ALLOWANCE 


A request was received in March this year from a member 
of the Association for legal aid in connexion with an income- 
tax appeal to the Special Commissioners. The doctor had 
purchased a car for £1,800 in 1949, mainly for professional 
use, and claimed the normal capital allowances, restricted by 
one-tepth for private use. The Inland Revenue contended that 
personal choice and pleasure entered into the doctor’s choice 
of this car, and proposed to restrict the capital cost to £1,200, 
upon which allowances are to be given without any restric- 
tion for private use. Their argument was based on the words 
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“ having regard to all relevant circumstances ” appearing in 
Rules 1 and 3 of Part II of the Sixth Schedule of the Finance 
Act, 1949 ; that is, personal choice is a relevant circumstance. 

The Association considered that a doctor should be able 
to purchase a car without any restriction on cost and to claim 
the appropriate allowance, provided he could prove that it 
is for professional purposes. The allowance having been 
made, it was then a question of fact as to the proportion 
disallowable for personal use. It was considered that the 
words “all relevant circumstances ”’ relate only to the pro- 
pertion for business and for personal purposes and not in 
any way to the original capital cost. The Association sought 
Counsel’s opinion, and in the light of this decided to under- 
take the appeal before the Special Commissioners. 


Seek Advice 


It has now been learnt that the Inland Revenue authorities 
have decided not to contest the appeal. This is satisfactory. 
But it is also learnt that the Inland Revenue’s interpretation 
of Rules 1 and 3, Part II, Sixth Schedule of the Finance Act, 
1949, is unchanged. They do not choose to put this particu- 
lar case before the Special Commissioners, because they con- 
sider the case might be decided on a question of fact without 
testing the principle involved. 

Accordingly, doctors would be well advised to consult 
their accountants, and if necessary the Association, about 
any assessment made in respect of the purchase of a car if 
they are in any doubt. 








PUBLIC HEALTH AWARD 
INFORMATION SOUGHT FROM M.0.H.s 


The Secretary of the British Medical Association com- 
municated with all medical officers of health on March 22 
(reference D.29/ 1950-1), asking them to send him informa- 
tion about the action of individual local authorities in 
connexion with the implementation of the first award of the 
Industrial Court (No. 2285). A large number of medical 
officers of health informed the Secretary that the award was 
still under consideration, but in many cases the Secretary has 
not been notified of the final decision of individual local 
authorities. It is important that the exact position with 
regard to each local authority should be known, and the 
Secretary would be glad if any medical officer of health who 
has not yet informed him of the action of his local authority 
would do so at once. 

In connexion with the implementation of the second award 
of the Industrial Court (No. 2321), the Secretary wrote to 
all medical officers of health on June 8 (reference D.52/ 
1950-1), asking for informaticn about implementation of 
this award and that the information should reach the office 
by the end of August. Again, a number of medical officers 
of health have informed him that the matter is under con- 
sideration. Though this information is -useful, the Secretary 
asks that, as each authority reaches a decision, this decision 
should be communicated to him immediately. The 
co-operation of all medical officers of health is earnestly 
requested in this matter. 


Spens Formula 


The first award of the Industrial Court (No. 2285) dealt 
with both part-time and whole-time medical officers of health. 
The relevant clause of the award reads: “ Part-time medical 
officers of health shall be remunerated in accordance with 
the Spens formula in respect of consultants.” 

This means that when determining the remuneration of a 
part-time medical officer of health the formula is applied 
to the appropriate remuneration of the whole-time M.O.H. 
according to population as laid down by the Industrial Court. 

Part-time medical officers of health whose authorities have 
not yet taken action on the Industrial Court’s award are 
advised to request their authority to consider the matter 
forthwith. 


Correspondence 








Remuneration of House-men 


Sir,—The married ex-Servicemen of the students’ union 
of this hospital have for some time viewed with considerable 
misgiving the financial loss which they must bear on taking 
up house appointments. Dr. John K. Paterson (Supplement, 
June 30, p. 302), who has given publicity to his failure, for 
financial reasons, to finish his appointment, has in no way 
exaggerated the case. Most of us would like to spend at 
least one year gaining experience in hospital before taking 
up private practice, and his example must necessarily deter 
others from attempting a similar course. 

He has not explained, however, that the postgraduate 
allowance made to him by the Ministry of Education was 
one to which, in point of fact, he was in no way entitled. 
Such a grant is charity meted out by a Ministry which, unlike 
the Ministry of Health, has realized the stupidity of the 
situation and has attempted to soften the financial blow. 

As Dr. Paterson has said, we are greatly appreciative of 
the assistance rendered us since leaving the Services and for 
the helpfulness and good sense of the officials of the Ministry 
of Education. But this does not reduce the loss of £120- 
£130 per annum, which nearly all of us cannot afford (private 
incomes are scarce things these days), and unless the standard 
of general practice is to suffer something must be done 
about it. 

We feel, therefore, that a concerted effort must be made 
by the students of London’s hospitals to bring maximum 
publicity to bear on this subject, and a meeting of the 
B.M.S.A. and non-affiliated students’ unions is being 
arranged. 

May we suggest that the other universities follow suit ?— 
I am, etc., ‘ 

St. Bartholomew's Hospital, London. WILLIAM A. WOODRUFF. 


The Mileage Fund 


Sir,-—The letter from Dr. D. W. Standley in the Supple- 
ment of June 30 (p. 300) on the above subject is so teeming 
with misconceptions that it seems a pity that such was 
allowed publicity without correction. If the profession itself 
exhibits such ignorance concerning its remuneration, is it 
surprising that the general public are so apathetic towards 
our attempts to achieve a settlement ? 

It is time that practitioners in every type of practice 
realized that the mileage fund was originally introduced as 
an inducement payment to enable the rural practitioner to 
receive an income approximating to that of his urban 
colleague on account of the fact that, although he rarely had. 
such opportunity to do so directly through capitation fees, 
because in the more sparsely populated rural areas his list 
was of necessity small, he nevertheless worked as many 
or more hours on his smaller list as his colleague in the 
town did on his much larger list. To a smaller extent part of 
the mileage receipts were of course to cover the greater 
increase of rural travelling expenses. This statement still 
applies under N.HLS. as it did under N.H.I. 

As to Dr. Standley’s fantastic view that a rural practitioner 


is paid mileage for attending patients in an urban area while . 


the urban practitioner is denied such, he should realize that 
where an urban area is exempted from the operation of 
the mileage grant neither the urban nor the rural doctor can 
obtain mileage payment, although the urban doctor will 
obtain it when he attends outside the urban limit and enters 
his surrounding rural area. In other words, exactly the 
opposite obtains to what he states—namely, that the urban 
doctor will be paid mileage for travelling four miles into his 
colleague’s area, but the rural doctor will receive nothing 
for travelling into the urban area the same distance. Where 
the urban area is not exempted from the operation of the 
mileage grant both doctors will be paid accordingly. | 

If Dr. Standley will meditate on this explanation of the 
mileage fund and will ask himself how many urban areas 
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really entail a journey of four miles from doctor’s residence 
to patient's, a state of affairs that could only normally exist 
once it is determined that carrying coals to Newcastle is a 
vital principle of economics, he will perhaps realize that his 
rural colleagues who have a list of bétween 1,000 and 1,500 
with no hope éver of increasing it, but which nevertheless 


entails the same working hcurs as an urban doctor with a 


list of around 4,000, rely on the mileage fund these days 
for about 40% of their income, and are very jealous of 
encroachment upon it by their urban neighbours.—I am, ete., 


Ingham, Lincoln. S. Wray. 


The Public Health Award 


Sir,—Dr. C. Metcalfe Brown, chairman of the Public 
Health Committee, is quoted in the Supplement of June 23 
(p. 283) as saying that the Darlington motion, “In the 
event of any authority having failed to implement in full 
the award of the Industrial Court ... by September 1, 
1951, the matter shall be referred to the Minister of Labour, 
and in the event of full implementation not being obtained 
the British Medical Association shall take action, and advise 
medical officers employed by the defaulting authorities to 
withdraw their service,” would not be helpful at the moment. 
It would be helpful in that the Minister of Labour would 
have to appoint a Tribunal, which could hardly fail to 
endorse the award of the Industrial Court, which would 
then have the force of law. I challenge Dr. Metcalfe Brown 
to name an effective alternative. 

He is also reported as stating that they would not know 
by September 1 how many authorities had implemented the 
award. Why not, and when will they know? It should 
not be beyond the capabilities of the staff of the Association 
to obtain this information from the chief medical officer of 
each authority. Where there is a will there is a way, but is 
the will there when the concern is the welfare of a relatively 
small number of medical officers ? 

Apart from the inequity which gave assistant medical 
officers an increase of 64% at maximum over pre-war salary 
compared with 111% for all adult male workers and 184% 
for miners, the British Medical Association should never 
have accepted the award of the Industrial Court, for by so 
doing it condoned the divorce of public health medical 
officers from the remainder of the medical profession in 
‘elation to salary awards and relegated them to the status 
st employees of local authorities. 

I refer to the award of the Industrial Court being retro- 
spective to October 1, 1950, while the awards to all other 
branches of the profession are to July 5, 1948. 

The majority of full-time public health medical officers 
are in the assistant medical officer grade, yet so far as I 
know there is no assistant medical officer on the Public 
Health Committee. This large body must have represen- 
tation. We must start now to organize for a revision of the 
award, which must contain provision for a senior clinical 
medical officer grade with comparable emoluments to senior 
administrative departmental officers ; otherwise the knell of 
clinical preventive medicine has been sounded. 

We in County Durham foresaw the writing on the wall 
and organized the Durham County M.O. Guild, a small 
but militant body with twenty-nine members, which has 
been instrumental in carrying out the Association’s policy 
without fear of personal consequences. We feel that a 
more vigorous approach is needed to the problems that 
confront public health medical officers than that pursued 
by the Public Health Committee. I should be grateful if 
those who think along similar lines would get in touch 
with me with a view to obtaining representation and control 
of the conditions of our service.—I am, etc., 


Maurice B. GRIFFITH, 
Hon. Sec., Durham County M.O. Guild. 


Bishop Auckland, Co. Durham. 
*," The Secretary of the Association states: Some places 
on the Public Health Committee have yet to be filled for 
the coming session, and both the Committee and the Society 


of Medical Officers of Health have in mind the desire for 
representation of all sections of the public health medical 
services. As to awards of increaséd remuneration to other 
branches of the profession, not all have been retrospective 
to July 5, 1948. 


Reconsider Immediate Arbitration 


Sir,—I would invite the General Medical Services Com- 
mittee to reconsider its decision to seek immediate arbitra- 
tion on the remuneration question until it has obtained a 
definite answer from the Minister whether or not he definitely 
rejects the recommendations of the Spens Committee in this 
regard. By implication, the Minister’s letter of May 23 
seems to embody such rejection, but a definite answer yes or 
no should now be sought. The week taken to obtain such 
an answer would be of no moment at this juncture. The 
profession should not be jockeyed into hasty decisions at 
this late date after years of delay. Too many hasty answers 
have been called for from the rank and file in the past, and 
they are responsible for our present impossible position. 
The tactics should not now be repeated. 

I suggest, therefore, that such an answer be sought 
immediately and before any step is taken to initiate arbitra- 
tion. In the event of an answer embodying the Minister's 
refusal to implement Spens now, I can conceive of no circum- 
stance which would more strongly unite a now sadly divided 
and bewildered profession in concerted and decisive action 
against the evasive tactics with which we have been treated 
for some years past. Moreover, in the light of such refusal, 
our position would be immeasurably strengthened if resort 
to arbitration were subsequently taken, for we would come 
to arbitration as the victims of broken promises and bad 
faith. Likewise, our case would be further strengthened if 
the Minister reaffirmed acceptance of Spens, already voiced 
by his predecessors at the Ministry. An evasive answer 
could be taken as a rejection of Spens. 

So great appear the tactical advantages to be derived from 
this suggested procedure, and so obvious do they seem, that 
I invite every practitioner to support it by iramediate letter 
to the secretary of his local medical committee before the 
conference to be held on July 19.. 

I would like also to ask the G.M.S. Committee to consider 
the effect of its decision in rejecting outright that part of the 


Minister’s proposal to apply £2m. to bettering the position of | 


our colleagues with lists “ of the order of 1,000 to 2,500.” 
Acceptance of this forthwith, but without any strings 
attached and on account, as it were, would have tended to 
dispel the growing conviction among our colleagues who are 


struggling in almost penury that the B.M.A. has no concern ~ 
for their plight and is not trying to improve it as quickly as_ 


possible. This conviction is being voiced, and, unless it is 
immediately dispelled by action (not words), the rift in our 
ranks already brought about by the 1946 Act will be further 
increased, and an increasing demand for a salaried, whole- 
time service is to be feared from unestablished practitioners 
as well as from those already established but who are in dire 
economic need. This is a matter of no little urgency and its 
possibilities are serious. We cannot afford here to play 
into the Minister’s hands.—I am, etc., ° 


Shrewsbury. 


W. J. GRANT. 











Correction.—In the Supplement of June 2 (p. 219) we reported 
the case of a doctor who prescribed “ marmite ”’ for a patient. 
The local medical committee held that marmite was a food and 
not a drug for the purposes of prescription under the N.H.S., 
but the board of referees held that the doctor was correct in 
prescribing marmite as a drug in the circumstances of this case. 
We then erroneously stated that the Minister of Health upheld 
the doctor’s appeal. In fact, in cases of this kind the decision 
of the referees is final. The Minister is entitled to put a case to 
the referees, but there is no question of his upholding the appeal. 
The procedure is laid down in Regulation 16 of the National 
Health Service (Service Committees and Tribunal) Regulations, 


1948. 
ib , 
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SPECIAL CONFERENCE OF 
REPRESENTATIVES OF LOCAL MEDICAL 
COMMITTEES, JULY 19, 1951 


MOTIONS AND AMENDMENTS FOR INCLUSION 
IN AGENDA 


Motion by GeneraL Mepicat Services COMMITTEE: That, as 
the Minister’s proposals set out in the Ministry’s letter of May 23 
are unacceptable, in that no provision is made for the profession’s 
claim to be examined on its merits, the Conference calls upon 
the Minister to refer to arbitration the determination of the 
proper size of the Central Pooi, having regard to the recommen- 
dations of the Spens Report and to present-day money values; 
such arbitration to be arranged without further delay. (Recom- 
mendation A.) 

Motion by GeneraL Mepicat Services CoMMitTTee: That, 
once the proper size of the Central Pool has been determined by 
arbitration, the General Medica! Services Committee be author- 
ized to resume discussions with the Minister in order to apply a 
form of distribution which is in accordance with the recommenda- 
tions of the Spens Committee and which will enable the best 
possible medical service to be available to the public. (Recom- 
mendation B.) 

Amendment by BriGHTON: That the words “ such arbitration to 
be arranged without further delay *’ be deleted and the following 
words substituted: “ the Minister to indicate his willingness to 
arbitrate not Jater than August 10, 1951.” 

Amendment by Banrr, Moray, AND Nairn: That the following 
words be added to Recommendation A: “and not later than 
October 1, 1951.” 

Amendment by East SUSSEX: 
added to Recommendation A: 
December 31, 1951.” 

Motion by Norro.k: That, having regard to the previously 
protracted course of negotiations, the Minister be asked to come 
to a decision on the principle of arbitration within six weeks of 
a request for arbitration. 

Motion by CAERNARVONSHIRE: That it is agreed to arbitrate 
and that an‘ early date be fixed for the commencement of 
arbitration. 

Motion by Giascow: That in the event of the Minister 
refusing to arbitrate the Conference instructs the G.M.S. Com- 
mittee to consider steps being taken to recofMmmend practitioners 
to terminate their contracts with executive councils. 

Motion by CAERNARVONSHIRE: That, in the event of arbitra- 
tion being refused by the Minister, immediate arrrangements be 
made for withdrawal from the Service. 

Motion by Stockport: That this Conference is of opinion that 
unless arbitration is accepted by the Minister of Health and 
implemented forthwith the requisite action should be taken to 
terminate the contracts of practitioners. 

Motion by GaTesHEAD: That this Conference is of the opinion 
that if arbitration in the terms of Recommendation A of the 
General Medical Services Committee Report be refused steps 
should be taken forthwith to secure the resignation of all prac- 


titioners. 
Motion by STOKE-ON-TRENT: That in the event of the Minister 


That the following words be 
“and to be completed by 


refusing arbitration this Conference recommends resignations of ° 


general practitioners. 

Motion by CAERNARVONSHIRE: That any increase in remunera- 
tion shall be retrospective to July 5, 1948. 

Motion by NEWCASTLE-UPON-TYNE: That any award agreed 
upon shall be retrospective to the inception of the National Health 
Service. 

Motion by Norroik: That, if and when the case is prepared 
for arbitration, the G.M.S. Committee be asked to take into 
consideration the increased number of principals in the Service, 
as opposed to the nurnber originally estimated. 

Motion by Norro_k: That any attempt on the part of the 
Minister to lower the permitted number of patients on doctors’ 
lists be strenuously resisted. 

Motion by NorFo.k: That, should the Conference call on the 
Minister to refer to arbitration, the B.M.A. should take steps to 
publicize the request as actively as possible. 

Motion by Bristot: That this Conference places on record 
its feeling of utter disgust that, after the prolonged -negotiations 
which have been carried out with the utmost restraint on the part 
of the general practitioners, the Minister of Health and the 
Secretary of State for Scotland have refused to examine our 
claim on its merits but have made it clear that general practi- 
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tioners must be paid from whatever sum remains after other parts 
of the Service have been paid for, and have furthermore made the 
insolent suggestion that any increase in general-practitioner 
remuneration should be dependent on the reduction in medica- 
ments supplied to our patients. 

Motion by LancasHirRE: As negotiations with the Ministry 
have now broken down, this Conference instructs the General 
Medical Services Committee to obtain and place our resignations 


‘in the hands of executive councils on September 29 and thu: 


implement the decisions of ‘the last three Conferences. 

Motion by BLackBuRN: That this Conference instructs the 
General Medical Services Committee to arrange that practitioners 
tender to executive councils, by September 29, 1951, notice of 
withdrawal from the National Health Service as from December 
31, 1951. ; 

Amendment by Kent AND CANTERBURY: That the following 
words be added to Recommendation A: “and that the case be 
put to the court of arbitration by counsel.” 

Motion by RENFREW: That, in order to strengthen the hands 
of the General Medical Services Committee in their present 
negotiations with the Minister on remuneration, and in order 
that there be no undue delay in arriving at final settlement of this 
question, all practitioners be requested to submit now to the 
British Medical Guild their resignations from the National Health 
Service, together with a mandate authorizing the British Medical 
Guild to tender these resignations immediately should arbitratior 
be refused. 

Motion by NortHaMpTon: That arrangements for mass with- 
drawal of all general medical practitioners from the Nationai 
Health Service be continued. 

Motion by ANGLEsEY: That failing a settlement of our claim 
for increased remuneration by November 30, 1951, a referendum 
of general practitioners be taken forthwith with the object of 
giving notice to terminate G.P. contracts. 

Motion by Dorset: That unless the Ministry of Health has 
agreed with the General Medical Services Committee on arbitra- 
tion and the method of arbitration by August 31, 1951, the 
General Medical Services Committee be instructed to call a 
Special Conference in September to call for mass resignation from 
the National Health Service. 

Amendment by WiGan: That the following words be added to 
Recommendation A: “such arbitration to be arranged without 
delay, notice of resignations to be handed in on September 30, 
1951, if arbitration has not reached a satisfactory stage by that 
date.” 

Some other motions and amendments were received tov late for 


publication. 








Association Notices 


Diary of Central Meetings 
JULY 


18 Wed. Assistants and Young Practitioners Subcommittee 
(General Medical Services Committee), 2 p.m 

18 Wed. International Relations Committee, 2 p.m. 

18 Wed. Conference of Tuberculosis and Discases of the 
Chest Group (at Taylor Institution, Oxford), 
5.30 p.m. 

19 Thurs. Special Conference of Representatives of Local 
Medical Committees, 10.30 a.m. (Change of 
time.) 

19 Thurs. Staff Side, Whitley Committee C, 10.30 a.m. (at 
Room 105, Sub-ground floor, Ministry of 
Health, Whitehall, S.W.). 

19 Thurs. Whitley Committee C (full committee), 12 noor 
(at 1, Richmond Terrace, Whitehall, S.W.). 

25 Wed. Amending Acts Committee, 2 p.m. 

26 Thurs. General Medical Services Committee, 11 a.m. 

26 Thurs. Radiologists Group Committee, 2 p.m. 

26 Thurs. Conference of Radiologists Group, 3 p.m. 

27 «s*#Fri. Venereologists Group Committee, 11.30 a.m. 

27° s«O#F ri. Conference of Venereologists Group, 2.30 p.m. 

AUGUST 
2 Thurs. Subcommittee on Maladjusted Children, Psycho- 


logical Medicine Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BuRTON-ON-TRENT Diviston.—At The Queen’s Hotel, Burton- 
on-Trent, Tuesday, July 17, 8 p.m., annual general meeting. 
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THE S.H.M.O. GRADE 
FINAL REVIEW 


The Minister of Health has instructed hospital boards 
(R.H.B. (51) 62) that the final review of senior hospital 
medical officers is to be started at once. Changes in status 
and pay resulting from the review take effect from January 
1, 1952, even though the review is not finished by then. The 
scheme is set out in the following terms in the Ministry 
circular, slightly shortened here, which applies also to senior 
hospital dental officers: 


1. Scope of ReviewThe Minister has decided, in con- 
formity with his earlier undertaking to representatives of the 
professions, to initiate a review of the grading of S.H.M.O.s 
holding consultant posts, who were graded as such by the 
grading committees or by appeal committees (irrespective of 
the date of appointment). The purpose of the review is to 
pick out those in this category who have as a result of 
further experience since their grading achieved consultant 
status. 

S.H.M.O.s graded as such and holding posts classified in 
the establishment as S.H.M.O. should also, if they wish, be 
reviewed. But, even if it is decided that as a result of further 
experience they have achieved consultant status, they will 
not be entitled to be reclassified and paid as consultants 
while they hold their present posts (see paragraph 4 (5) 
below). It will, however, be open to them, if it is decided 
by the review that they have achieved consultant status, to 
quote that fact when applying for consultant posts through 
the ordinary machinery of the Appointment of Specialists 
ergs 

2. The Minister has also decided to bring within the scope 
of ‘the review : 

(i) S.H.M.O.s who have not been graded by a grading com- 
mittee but have been appointed as S.H.M.O.s in some specialty 
in which S.H.M.O.s are no longer permitted, where the S.H.M.O.s 
are holding posts which have been classified in the establishment 
as consultant posts. Officers in this category will be eligible for 
review provided they were notified of their appointment before 
October 3, 1950. 

(ii) Any practitioners in hospitals who are being paid as junior 
hospital medical officers, general practitioners under paragraph 
10 (5) or 11 of the Terms and Conditions of Service, but who are 
filling posts classified in the establishment as S.H.M.O. or 
consultant. . 

The purpose of the review in these cases, too, will be to 
select those who have, as a result of further experience, 


achieved consultant status (in group (i)) or S.H.M.O. or 
consultant status (in group (ii) ). 


Composition of Review Committees 


3. (a) Regional hospital boards should be guided in this 
review by the advice of a professional committee consisting 
of one physician, one surgeon, one obstetrician, and one 
consultant of the branch concerned selected by the board, 
and of one physician, one surgeon, and one consultant of 
the branch concerned nominated by the appropriate Royal 
College. 

Since there was some misunderstanding on this point at the 
time of the original gradings, the Minister desires to make 
it clear now that, whenever the status of any medical officer 
of health at present holding a hospital post as an S.H.M.O. 
in infectious diseases is under review, boards should ensure 
that two consultants in infectious diseases—one selected by 
them and one nominated by the Royal College of Physicians 
—are included in the membership of the review committee. 

Bearing in mind the arrangements for advisory appointments 
committees set out in R.H.B. (50) 124/BG (50) 112, the Minister 
considers that only any members of the review committee from 
outside the region concerned should be eligible to receive fees 
for their services; these fees should be at the rate of 7 guineas 
per day or 4 guineas for a half-day, provided of course that the 
member is not in whole-time employment and continuing to draw 
his full salary from that employment. Other members may be 
paid compensation at the standard rate and subject to the usual 
conditions for any loss of earnings or for any additional 
expenses which they would not otherwise have incurred. 


(b) Boards of governors should be guided by the advice of 
the medical and dental committees cf their hospitals. 


Date of Taking Effect of Decisions 


4. (a) All changes in status, and therefore in pay, resulting 
from this review will take effect as from January 1, 1952. 
In any case where consideration is not completed by January 
1, 1952, the ultimate decision will still take effect as from 
that date. 

(b) As mentioned in the second sub-paragraph of para- 
graph 1, however, persons originally graded as S.H.M.O.s 
who are holding posts still classified in the establishment as 
S.H.M.O. will not be entitled to be reclassified and paid as 
consultants while they hold their present posts. 

5. Finality of the Review.—This will be the final review 
of earlier gradings and appointments. After completion of 
this review the only way of appointment to consultant or 
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/ 
S.H.M.O. posts will be through the ordinary machinery of 
the Appointment of Specialists Regulations. 

6. Action to Be Taken by Boards.—Boards should at once 
inform hospital medical and dental staff who may be affected 
of the terms of this review and invite applications from such 
as consider themselves eligible. At the same time they 
should take steps to set up review committees constituted as 
above (inviting nominations from the Royal Colleges) with 
the intention of completing the review by the end of the 
year. 








SPECIALIST APPOINTMENTS IN H.M. FORCES 


At the invitation of the Director-General of Army 
Medical Services, a deputation from the Registrars Group 
of the Association has recently met the Director-General 
and other members of the Medical Directorate to discuss 
openings for specialists in the R.A.M.C. 


Difficulties in Recruitment 


The War Office urgently requires specialist medical officers 
and is experiencing some difficulty in recruiting them. The 
Director-General admitted that this is largely due to the 
fact that the War Office is unable to offer rates of pay com- 
parable to the remuneration received by a consultant in the 
National Health Service. In this respect he explained that 
the pay of specialist medical officers must be related to some 
extent to the pay of other Army officers of .equivalent rank. 
The representatives of the Registrars Group expressed the 
view that the present difficulties in providing married 
quarters overseas and the early age of retirement from the 
Regular Army (lieutenant-colonel, 55 years; colonel, 57 
years) were other factors which prejudiced the recruitment 
of specialists. The deputation was informed that at present 
it is possible to re-employ, as supernumerary, officers who 
have reached the normal retiring age. The employment of 
this type of officer as a specialist does not, however, prejudice 
the chances of younger serving officers of appointment to 
the more senior and responsible specialist posts. The repre- 
sentatives of the Army Medical Department could give no 
assurance that this situation would continue indefinitely. 


Assistance to War Office 


The War Office hopes to attract to an Army career a 
number of those who have completed their specialist train- 
ing and are unable to obtain consultant posts. The deputa- 
tion from the Registrars Group frankly stated that in their 
view it seemed doubtful whether, in general, registrars who 
were unable to obtain consultant appointments would prefer 
an Army career as a specialist, at the present terms of ser- 
vice, to general practice as a civilian. But they indicated 
that they were most anxious to assist the War Office so 
far as possible, and they promised to give as much publicity 
as possible to the fact that specialist appointments at rates 
of pay somewhat analogous to the rate of an S.H.M.O. in 
the National Health Service, and which provide reasonable 
clinical scope in many specialties, are being offered by the 
War Office. Junior specialist appointments are available for 
those who are ineligible for senior specialist status. 

Specialists are appointed first to short-service commissions, 
but it is expected that regular commissions will be offered 
to all suitable candidates. 

The Director-General of the R.A.F. Medical Services has 
also communicated with the Registrars Group indicating 
that there are vacancies in the R.A.F. for specialists. 
Specialists in the R.A.F. are rewarded not by specialist pay 
as in the other Services, but by accelerated advancement. 

Specialists who are interested in, or are considering, 
appointments in the R.A.M.C. or R.A.F. are urged to seek 
further information from the Director-General of Army 
Medical Services, Lansdowne House, Berkeley Square, Lon- 
don, W.1, or from the Under Secretary of State, Air 
Ministry (M.A.1), Awdry House, Kingsway, London, W.C.2. 


SALARIES IN COLONIAL MEDICAL 
SERVICE 


The following improved salaries in the Colonial Medical 
Service can now be announced. 


Aden 


Director of Medical Services .. £1,750 
Surgical specialist st £1,600 by £50 to £1,700 
Medical officers £910 to £1,600 


(Medical officers with additional qualifications commence at 
£1,100.) 


The above salaries include expatriation pay and are effective ' 


from January 1, 1951. 
Northern Rhodesia 


Director of Medical Services .. £1,950 
Deputy Director of Medical 
Services d oa as -. £1,800 
Assistant Director of Medical 
Services ae “4 so She 
Senior specialist £1,800 


” £1,600 by £50 to £1,700 
£1,050; £1,050; £1.140 
by £45 to £1.590 


Specialist .. a he 
Special grade medical officer 


The above salaries include expatriation pay and are effective 
from July 1, 1950. 








DRUGS USED BY ANAESTHETISTS 


In future an anaesthetist who provides his own drugs at a 
domiciliary visit can have them replaced free through the 
hospital service. He can have them replaced from any 
hospital where he is on the staff. 








EMPLOYMENT OF M.O.H.s. 
RIGHT TO APPEAL TO MINISTER 


Under regulations which came into operation on July 1 the 
approval of the Minister of Health is no longer required for 
the individual salaries of medical officers of health. This 
requirement is abolished because of the existence now of 
national agreements or awards concerning the salaries of 
M.O.H.s. 

The regulations provide a right to appeal to the Minister 
for an officer who objects to a proposed variation in the 
terms of his appointment. 

These provisions are contained in the Sanitary Officers 
(London) Regulations, 1951 (S.I. No. 1021), and the Sanitary 
Officers (Outside London) Regulations, 1951 (S.I. No. 1022). 

Implicit in these regulations is the Minister’s acceptance 
of the Industrial Court award for public health medical 
officers. Clearly the Minister would not agree to a local 
authority paying a medical officer at rates lower than those 
set out in the award. 








REVIEW OF GENERAL PRACTICE 


The special committee of the B.M.A. which is investigating 
general practice has now started sending out questionaries 
to general practitioners. About 18,000 principals are being 
asked to take part in this section of the inquiry, but the 
questions are being split up among them. The doctors are 
divided up into groups of 500. Two questions are being 
sent to all of the 500 practitioners in one group, two different 
questions to the 500 in the next group, and so on: In this 
way each general practitioner will be asked to reply to only 
two questions, but over 100 questions can be asked. 

The questions cover a great many aspects of general 
practice. For example, doctors are being asked among other 
things whether they favour health centres, about their experi- 
ence of and attitude to midwifery, whether they have any 
ancillary help, about the amount of minor surgery they 
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undertake, about the attitude of their patients, about diffi- 
culties of getting patients into hospital, and whether they 
undertake any hospital work. The replies to many of the 
questions will give comparisons of work in general practice 
before and after the Health Service. 

Questionaries are also to be sent out later to consultants. 
Meanwhile the secretary of the committee, Dr. S. J. Hadfield, 
is visiting a random sample of about 200 practices to get 
first-hand information. The inquiry is being conducted 
under the guidance of an expert statistician. The committee 
hopes to be able to collate sufficient evidence to prepare a 
report for the Council in about nine months’ time. 


‘ 








N.O.T.B. ASSOCIATION 


The seventeenth meeting of the Main Committee of the 
N.O.T.B. Association was held on June 25. The present 
medical membership of the Association is 678, and 8 new 
medical members were welcomed. 


"Charges in Supplementary Ophthalmic Service 


The Committee discussed the implications of the recent 
charges in the Supplementary Ophthalmic Service and agreed 
that some charge should be made. The Committee noted 
that the examination remained free but that in future 
patients must pay £1 for two lenses and 10s. for one lens, 
and 3s. 4d. to 15s. 1d. for frames according to style. No 
charge will be made for school-children under 16 years of 
age, who are supplied with a free range of spectacles. In 
necessitous cases the Public Assistance Boards would meet 
the cost. It was agreed that the effect of the charges would 
undoubtedly mean a reduction in the number of cases seen 
but that it was too early to estimate the overall effect. 


Advertisements in the “ British Medical Journal ” 


The Committee considered advertisements in the British 
Medical Journal in which holders of the D.O.M.S. were 
asked to apply for posts as senior house officers, and agreed 
that the matter should be investigated. 


, Reduction of Examination Fee 


The Committee gave full consideration to the recent letters 
which have appeared in the Press urging further action on 
the reduction of the examination fee, but believed that the 
time for action would be after the consideration of the 
report from the special joint committee representing the 
Faculty, the Ophthalmic Group Committee, and the 
N.O.T.B.A. set up by the Ophthalmic Group Committee. 
This committee met on July 9. 


Signs at N.O.T.B. Medical Eye Centres 


The Committee noted that there was still some misunder- 
standing in some ophthalmic services committees and had 
recently found it necessary to correct a misapprehension 
over the use of signs at N.O.T.B. Medical Eye Centres. As 
the Committee had already taken legal advice on the use of 
this descriptive title no further action was considered neces- 


sary for the time being. 








TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
County Council—Durham. 


Metropolitan Borough Councils ——Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 


Non-County Borough Councils——Crewe, Dartford. 
Urban District Councils —Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 


GENERAL MEDICAL COUNCIL 
MEDICAL DISCIPLINARY COMMITTEE 


The Medical Disciplinary Committee of the General Medical 
Council met on July 10 and 11, under the chairmanship of 
Professor David Campbell, President of the Council, to con- 
sider a charge against Jack Michael Sinclair, registered as of 
Heaton Road, Newcastle-upon-Tyne, M.R.C.S.Eng., 1940; 
L.R.C.P.Lond., 1940 ; who was summoned on the following 
charge: 

“That being registered under the Medical Acts: (1) You, 
during the period beginning in or about December, 1948, and 
ending in or about May, 1949, behaved improperly to, and 
committed adultery on many occasions with, Mrs. Peggy 
May Kennedy ; (2) You stood in professional relationship 
with the said Mrs. Peggy May Kennedy at all material times. 
And that in relation to the facts alleged you have been guilty 
of infamous conduct in a professional respect.” 


The complainant was Chief Petty Officer Raymond 
Kennedy, R.N. The facts were presented to the Committee 
by Mr. S. G. Howard, K.C., with Mr. J. Macgregor, and 
Dr. Sinclair was defended: by Mr. N. Leigh Taylor, of 
Hempsons, solicitors, on behalf of the Medical Defence 


Union. 

This case originally came forward on May 24, when Mr Taylor, 
on behalf of the respondent, took objection to the charge on legal 
grounds. He pointed out that the charge was ambiguously 
worded. It was a principle of criminal law that every defendant 
should be charged on an indictment sufficiently specific for him 
to know what case he had to meet, and to ensure that he was 
not embarrassed in the preparation of his defence by absence 
of particulars. If this were a criminal court he would be entitled 
on such a charge to ask that the case be dismissed. 

The Legal Assessor pointed out that the charge could be 
amended. His advice to the Committee would be that there 
was no substance in the objection. While the Committee was 
not bound by the rules of the criminal court it would no doubt 
desire to act as a court of law, and in courts of law the indict- 
ments frequently had no specific dates, but mentioned a “ day 
unknown.” 

Mr. Leigh Taylor further objected that at present the only 
evidence in support of the charge was two statutory declarations, 
one from the complainant and the other from his wife. This 
was a case in which time was of the essence of the matter, because 
of all people likely to be able to account for their movements 
at a given date and time general practitioners were pre-eminent ; 
they were liable to be called out at exceptional times, and their 
records were preserved. Therefore if specific dates were given for 
the alleged offences these could probably be checked by evidence 
as to the practitioner’s movements on those dates, and it would 
be a great disadvantage to him if the persons who made the 
allegations were not themselves present to be cross-questioned. 


The Committee, after consideration in camera, announced 
that it had decided that the case should proceed. 


Chancery Court Judgment 


Mr Howard, in presenting the facts, said that at all 
material times Dr. Sinclair was in partnership with Dr. H. H. 
Goodman, of Heaton Road, Newcastle, and lived by him- 
self in rooms above the surgery of the practice, Dr. Good- 
man living some distance away. Mrs. Kennedy, a young 
married woman whose husband was in the Navy, had been 
Dr. Goodman’s patient for some years. In 1948 she went 
to him suffering from nervous depression, and saw his 
partner ; the partnership had begun in the summer of that 
year. They became increasingly friendly. At the end of 
January, 1949, Dr. Sinclair took her out in his car, and later, 
according to the woman’s story, sexual intercourse took 
place on about a dozen occasions. On one occasion the 
receptionist saw Mrs. Kennedy, after professional hours, go 
to the surgery, and on an occasion when Dr. Sinclair was 
suffering from influenza Mrs. Kennedy went to the surgery 
late at night and entered the doctor’s bedroom. Mr. Howard 
said that he proposed to take the statutory deposition of 
Mrs. Kennedy. Every effort had been made to serve a 
subpoena upon her without success. The statutory deposi- 
tion was made in Australia, where she had at that time 
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joined her husband, who was on service. There were many 
dicta of the Law Lords that such evidence was admissible. 
He also proposed to read the judgment of Mr. Justice Vaisey 
delivered in the Chancery Court in the case of Goodman v. 
— an action for dissolution of partnership in January, 
1951. 

Mr. Taylor submitted that the Committee was not entitled 
to accept this deposition, and, even if it was so entitled, it 
ought not to do so. This complaint was made 15 months 
ago. The statutory declaration was lodged in February, 
1950. The complainant in the case had, together with his 
wife, evaded service of subpoena. It was he who had 
originally brought forward the complaint, and now he was 
defeating Dr. Sinclair’s right to have him and his wife in the 
witness-box for cross-examination in order that the Com- 
nfittee might see what sort of persons they were and what 
sort of evidence they had to tender. As for the remarks 
of Mr. Justice Vaisey, these were no more than the opinion 
of the judge on the matters before him. The action was one 
for dissolution of partnership and was based on a number of 
matters, such as alleged gross neglect of the practice, which 
had nothing to do with what the present Committee had to 
consider. 

At this point a letter was read from the complainant 
stating that for the sake of his wife and himself he did not 
desire further publicity, nor did he intend to pursue the 
matter, “in spite of the offer of fifty guineas from the editor 
of ——” (a Sunday newspaper). In reply it had been 
pointed out to Mr. Kennedy on behalf of the Council that 
he had made his complaint from a sense of public duty and 
that it was the duty of the Committee to make inquiry, for 
which purpose it should have oral evidence. 

After a further session in camera, the Legal Assessor said 
that his advice to the Committee was that there was no 
doubt at all that the judgment delivered by Mr. Justice 
Vaisey was evidence of fact. It appeared that Mr. and Mrs. 
Kennedy were now in England, and it might be possible to 
serve them with subpoenas. In that case it was open to 
Mr. Taylor to ask for an adjournment. 

Mr. Taylor said that he did not think it right that he 
should be put in a quandary by reason of the failure of the 
“ prosecution ” to bring the evidence before the Committee. 
He could not understand why the complainant failed 
to pursue his complaint and evaded a subpoena. He 
felt that he was entitled to acquittal at this stage without 
being put in the difficulty of asking for an adjournment. 

The case was adjourned until July 10 with a view to a new 
effort being made to subpoena witnesses. 


Adjourned Hearing 


When the case was resumed on July 10 the first witness 
called was Dr. H. H. Goodman, of Heaton Road, Newcastle. 
In reply to Mr. Howard, after describing the arrangements at 
the surgery, he said that he took Dr. Sinclair into partnership 
in July, 1948. A year later he received a letter from Chief 
Petty Officer Kennedy, as a result of which, and of other 
matters, he started the proceedings for the dissolution of the 
partnership. After the receipt of that letter he and 
Dr. Sinclair never held any normal conversation. He agreed 
that one of the complaints he had made about Dr. Sinclair 
in the Chancery proceedings was that patients had tele- 
phoned to the surgery repeatedly and had been unable to 
get any answer. On several occasions he himself had called 
at the surgery between 9 and 11 p.m., and on two or three 
occasions after midnight, and had found no one there. He 
felt that Dr. Sinclair, apart altogether from this accusation 
of immorality, had grossly neglected the practice of the 
partnership. 7 

Mr. TayLor: You were the senior partner. You had been in 
this practice since 1930. Do you seriously say that for six months 
you said no word to this young man ? 

Dr. Goopman: I had already made up my mind that it was 
impossible to carry on. 


Dr. Goodman added that on two occasions Dr. Sinclair 
and he came to blows. One was when he found that 


Dr. Sinclair had unjustifiably opened some of his correspon- 
dence which was private and confidential. 

Mr. Taylor put it to Dr. Goodman that, knowing how one 
professional man should behave towards another, he should 
on receipt of the communication accusing Dr. Sinclair of 
impropriety have sought out his partner and confronted him 
with the accusation. Dr. Goodman replied that he would 
have done so, but he did not have a chance; he was in 
Edinburgh at the time. 

Dr. Goodman was also questioned with regard to an 
alleged request that Mrs. Kennedy should make a sworn 
statement, as he wanted to break off the partnership, believ- 
ing that Dr. Sinclair was not a fit and proper person to 
attend his patients. Dr. Goodman said that this was done on 
the instruction of his solicitor. 

Mrs. Peggy May Kennedy gave evidence that she was a 
married woman living with her husband at Newcastle. At 
the end of 1948 her husband went to Australia. After he 
had left she went to Dr. Goodman on account of headaches ; 
he prescribed for her, but later she consulted his partner, 
Dr. Sinclair. She described the growth of their friendship, 
how he had taken her to a cinema and out in his car. She 
said that adultery was committed on about half a dozen 
occasions. Presently she joined her husband in Australia ; 
he in the meantime had received an anonymous letter, and 
he. taxed her with the allegations about her conduct, and 
ultimately she confessed and they were reconciled. 

Miss Hornsby, receptionist, testified to an occasion on 
which she had seen Mrs. Kennedy visit the flat after 
professional hours. 


Doctor’s Evidence 


Dr. Sinclair in evidence declared that at no time had he 
committed adultery with Mrs. Kennedy. He first attended 
her in September, 1948. On only one occasion did he meet 
her on other than professional attendance ; this was when 
he took her to the theatre. She had told him she was lonely 
and had hinted that he should take her. There was no 
intimacy on that or on any other occasion. At a time when 
he was suffering from influenza and was in bed with a high 
temperature, Mrs. Kennedy, having learned that he was ill, 
telephoned to ask whether she could do anything for him, 
and insisted against his remonstrances on coming round to 
the flat. He told the receptionist to leave the door open so 
that he did not have to get up to answer it, and Mrs. Kennedy 
came, stood in the doorway of the bedroom, and again asked 
whether she could make him a hot drink or do anything for 
him. He told her that she was placing them both in an 
equivocal position and entreated her to go away, which she 
did. 

In cross-examination he said that he was not attracted by 
Mrs. Kennedy. After the theatre visit she telephoned him 
two or three times a week over a period of three months 
with a view to inducing him to take her out again, and she 
talked about imaginary illnesses. Asked why he did not 
appeal to his partner, Dr. Goodman, who was originally 
Mrs. Kennedy’s doctor, he said that they were not on speak- 
ing terms ; he never t2!ked to Dr. Goodman about anything. 

Mr. Taylor’s final speech for Dr. Sinclair lasted almost two 
hours. He repeated the objections he had made at the 
beginning to the way in which the charge had been presented. 
The observations of the learned judge (Mr. Justice Vaisey) 
had compromised a fair trial before the Committee. The 
judgment in that case (Goodman v. Sinclair) should never 
have been put in at all, and any member of the Committee 
who had read the report of that case should refrain from 
sitting. Although Dr. Sinclair on other grounds had not 
appealed against the judgment in the Chancery Court he 
must not be taken as accepting the findings of adultery. 

Mr. Taylor complained that Dr. Goodman had not acted 
as one might expect a senior partner, an older and wiser 
man, to act towards a younger colleague. He was not a 
man to whom Dr. Sinclair could go in his trouble. There 
was no evidence that Mrs. Kennedy wished to have an 
immoral association, ‘but she was lonely and wanted com- 
panionship. Mr. Taylor suggested that when she went out 
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to Australia, being confronted by her husband with the 
anonymous letter, she at last made a confession implicating 
Dr. Sinclair, but believing at that time that nothing more 
would be heard of the matter. He pointed out a number of 
discrepancies in her evidence. On cross-examination she 
had shilly-shallied, changed her story, failed to answer 
questions ; she was a completely untrustworthy witness. 

Finally he begged the Committee not to pay attention to 
Mr. Justice Vaisey’s observations. Mr. Justice Vaisey had 
not seen Mrs. Kennedy, and his view did not concern the 
Committee at all. 


Facts Found Proved 


After a short session in camera the Committee found the 
facts alleged against Dr. Sinclair to have been proved to its 
satisfaction. After further deliberation in camera and on the 
resumption of the public sitting the Chairman announced 
that, in the exercise of its powers under the Medical Act, 
1950, and the Medical Disciplinary Procedure Rules, 1951, 
the Committee had judged Dr. Sinclair to have been guilty 
of infamous conduct in a professional respect in relation 
to the facts alleged against him in the charge and had 
directed the Registrar to erase from the Register the name of 
Jack Michael Sinclair. 


[Under the Medical Act, 1950, at any time within 28 days of the 
service of a rfotification that his name shall be erased from the 
Register the practitioner may appeal to His Majesty in Council, 
and the erasure does not take effect until after the 28 days if there 
is no appeal, or, if there is an appeal, until it is dismissed or 
withdrawn.] 








CENTRAL HEALTH SERVICES COUNCIL 


The Minister of Health has made the following appointments 
to the Central Health Services Council for the period ending 
March 31, 1954 (names of members with medical qualifica- 
tions are in small capitals): 

Medical Practitioners—Dr. Harry Guy Dain; Dr. 
Horace Jouces; Dr. WiLLIAM GORDON MASEFIELD; Dr. 
WILLIAM NorMaN PIcKLEs ; Professor Sir HARRY PLATT. 

Persons with Experience in Hospital Management.—Sir 
Basil Gibson ; Mr. Hugh Nicholas Linstead. 

Persons with Experience in Local Government.—Dame 
Gwendoline Trubshaw ; Alderman William Ernest Yorke. 

Dental Practitioners. — Professor ROBERT VIVIAN 
BRADLAW. 

Persons with Experience in Mental Health Service.—Sir 
Cecil Oakes. 

Registered Nurses-——Miss Katherine Greenhill Douglas. 

Certified Midwives.—Miss Nora Bryan Deane. 

The Central Health Services Council has_ re-elected 


Mr. Fred Messer, M.P., chairman, and Professor Sir HENRY 
COHEN vice-chairman, for the current year. 





Questions Answered 








Charge for Board and Lodging 


Q.—/ am a resident senior house officer and remunerated 
at the rate of £670 per annum. I find that emoluments 
deducted for board and lodging amount to £155 per annum. 
Am I entitled to accommodation at the same rate as house- 
officers—i.e., at £100 per annum ? 


A.—The fixed charge of £100 for board and lodging 
applies only to appointments in the house-officer grade—i.e., 
those posts remunerated at £350-£400 and £450 per 
annum. In the case of resident appointments in all other 
grades (including that of senior house officer previously 
classified as junior registrar) the terms of service provide 
that the deduction shall be fixed at a sum equal to the value 
of the services provided. 


Correspondence 








G.P. Posts in Hospitals 


Sm,—Dr. George MacFeat has given us an able disser- 
tation on the family doctor (Supplement, July 7, p. 1). 
Like many other articles on this subject, his general idea 
and suggestions are admirable but largely impracticable at 
the moment. As a practitioner of wide and long experience 
I have witnessed the absorption of innumerable fields of 
work undertaken in general practice into the realms of the 
specialist. And now that private general practice is be- 
coming yery limited, there is no opportunity for G.P.s to 
undertake any treatment requiring moderate skill, time, 
care, and the possession of expensive instruments. If he is 
to earn a living he must try to satisfy the largest number 
of people he can and act as a fingerpost to hospital when- 
ever any procedure is required of a time-consuming nature. 

The only practical way of enabling him to take part in 
diagnosis and treatment beyond the most minor ailments 
is to give him an official status in the out-patient depart- 
ments of hospitals as a clinical assistant. (Some would prefer 
some other name, such as associate psactitioner, as they feel 
that their status might suffer.) From personal experience I 
am convinced that the majority of consultants would treat 
conscientious G.P.s as part of their team and would not 
make them feel like junior dressers, as some seem to think. 

Practitioners must be paid for their time as registered 
medical practitioners assisting in hospital, and it is only in 
this way that time for regular attendance can be demanded 
from the hospital or afforded by the G.P. Experienced 
practitioners should receive highér pay. These posts could 
be instituted very soon after a short experimental period. 
Hospital beds for general and maternity cases should be 
made available to the G.P. as soon as possible, 2nd no 
more G.P. hospitals should be taken over. But the provision 
of these beds, with all the will in the world, is bound to be 
slow, as also is the building of the health centres originally 
envisaged. In the case of maternity, I feel sure that more 
facilities for the G.P. could easily be arranged quickly if 
some homes for normal confinements were opened to those 
practitioners desirous of undertaking this work. 

I would like to warn Dr. MacFeat from advocating com- 
pulsory training in G.P. now that there is an extra com- 
pulsory hospital year before registration. I think com- 
pulsion is near the limit. We in Chelsea and Fulham are 
agreed that one year’s trainee assistantship should be under- 
taken before entry as a principal in G.P., but that is the 
maximum curtailment of freedom with which we are pre- 
pared to agree. I appeal to the G.M.S. Committee and the 
Central Consultants and Specialists Committee to come to a 
speedy agreement and get some G.P.s officially installed in 
hospital out-patient departments of a part-time sessional 
basis.—I am, etc., 


London, W.14. C. WaATNEY ROE. 


Work in General Practice 


Sir,—I have been following with great interest the corre- 
spondence in the Supplement concerning the status and 
remuneration of general practitioners under the National 
Health Service. It struck me that many of the statements 
made by your correspondents were open to doubt, as they 
were quite unsupported by relevant facts and figures. I 
therefore decided to make a detailed analysis of the work 
done in my own practice to see whether this might produce 
facts and figures which would illuminate the subject. The 
results are given below. 

The analysis covers four consecutive weeks during the 
month of April. April was chosen because my records show 
that the volume of work done during this month is a fair 
average of the volume of work done during the whole year. 
I took a period of four consecutive weeks because this period 
includes an average number of Sundays and half-holidays. 


— 
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My practice is mainly a town practice with a small amount 
of country work. My panel of N.H.S. patients is 1,812. I 
work single-handed without a partner or assistant. Before 
the N.H.S. the practice consisted of about two-thirds N.H.I. 
patients with their wives and families, and about one-third 
private patients with their wives and families. 

No major epidemics occurred during the period. I do 
about 12 confinements per annum, and one confinement 
occurred during the period. 

In the analysis only work done under the N.H.S. is 
included. “Visits” do not include visits to patients in 
hospital. “Consultations” do not include vaccinations and 
immunizations, for which fees are paid by the local authority. 
“ Consultations ” do not include the witnessing of signatures 
of patients to passports, applications for new ration books, 
pension book renewals, etc., where the witness need not 
necessarily be a doctor. Where two or more members of 
one family were seen at the same time in their house, one has 
been included in “ visits” and the remainder under “ con- 
sultations,” since it has been the custom in the past to charge 
the latter as “consultations.” “Genuine consultations ” 
include all patients coming to surgery who genuinely 
required examination, advice, or treatment. “Dummy 
consultations” include patients who only required repeat 
prescriptions, renewal of extra ration certificates, etc., 
“ Hours of work ” include clerical work, filing of letters, case 
notes, ‘phone calls, preparation and sterilization of equip- 
merit, etc. 

Analysis of N.H.S. Work Done During April 1-28 


Visits aa a aS és ae és 
Consultations : 
Genuine consultations .. be ee a. 2a 
Dummy consultations .. oe os i 
Total 5 De a wi .. 378 
Houts of work .. 7 ae .- 150} 
Late calls (included under visits) : 
Night calls (received while in bed) ... - 4 
Calls received after 10 a.m. (other than night 
calls): 


Genuine cases of accident or sudden illness 12 
Calls which should have been in ane 10a.m. 12 


Confinements .. és 1 
“'f s. d. 


Remuneration (based on March 31 cheque): 


Capitation (@ 4s. 1.789d. per aenmees 111 0 0 
Temporary residents .. , a a 
Maternity fees iF od ae 7 oe 
Mileage os “a oa ae 5° 1.64 

Total oe 135 9 4 


The average time spent per visit or consultation was 11 
minutes. As this included travelling, clerical work, and all 
other services it could hardly be reduced. 

Unless I am over-visiting or spending undue time over my 
cases, which I do not believe to be true, a practitioner with 
4,000 patients would have to work 83 hours per week. This 
means working every day of the week, including Sundays, 
for almost 12 hours per day. In other words he would have 
to work from 9 a.m. to 10 p.m. with half an hour for lunch 
and half an hour for supper. In addition he would have 
his sleep disturbed two nights every week. Is it in the public 
interest that this should be allowed ? Does not the accept- 
ance of 4,000 patients as a possibility greatly influence the 
standard of remuneration for G.P.s ? 

A hard-working dentist works from 9 a.m. to 1 p.m. and 
from 2 p.m. to 6 p.m., with Sundays off and a weekly half- 
holiday. Allowing for him spending an hour an evening 
for five nights a week at his books and correspondence, he 
will work a 49-hour week. My figures show that this would 
be the equivalent of the work done by a G.P. with 2,356 
patients. This G.P. earns £2,253 gross per annum, or £1,502 
net. What does the dentist earn? In making such a com- 
parison allowance must also be made for the disturbance 
factor in the doctor’s life (liability to be called out at any 
time of the day or night), his greater responsibility, the 
expense and longer duration of his training, and the greater 
risk of his being failed in his more difficult examinations. 


In this practice before the war the minimum fees were 5s. 
per visit exclusive of mileage and 3s. 6d. per consultation. 
One might reasonably have charged Is. for “dummy con- 
sultations.” With the present increase of work this would 
have earned me an income of £2,275 per annum. In fact, 
exclusive of mileage, I earn £1,534. Admittedly there was a 
small margin of bad debts in private practice, but I have 
quoted the minimum fees charged pre-war. The balance 
between those and the fees actually collected more than 
offsets ‘the bad debts, and probably even the minimum fees 
would by now have been raised to meet the ever-increasing 
cost of living. 

My veterinary surgeon charges me 7s. 6d. per visit and 
5s. per consultation for attending my dog. If I were paid 
the same for my work I should be earning £3,341 per annum. 
Perhaps, however, this is an unfair comparison, since in the 
official view most of my patients are “lower than vermin ” 
and it would be unreasonable to expect to collect from them 
what I am asked to pay for a dog. 

It will be noted in the analysis that about every second 
day I received a call after 10 a.m. which might well have 
been sent in by the prescribed time. This is a good deal 
below the average number of such calls received. Such calls 
usually mean revisiting a district already visited that day, 
and this means a very considerable loss of time and petrol. 
I find they are usually due to ignorance of the regulations. 
It is suggested that the following measures would effectively 
put a stop to the practice: 

(a) Notices to be published in the local press by executive 
councils monthly for a period of a year. 

(b) The last sentence of para. 2 (p. 2) of the ‘* Medical Card ” 
to be amended to read: “ When your condition requires a home 
visit, notice must be given to the doctor, if the circumstances of 
the case permit, before 10 a.m. on the day on which the visit 
is required.” 

(c) If after a year it is found that the public has not been 
educated, then the doctor should be allowed to make a charge 
of Ss, for such late visits. 


It would greatly interest me to know how closely my 
figures tally with those of other practitioners, and I send 
you this letter for publication in the hope that it will provoke 
further research into the subject.—I am, etc., 

Inverness. D. R. MACDONALD. 


The Public Health Award 


Sir,—Dr. Maurice B. Griffith (Supplement, July 14, p. 19) 
criticizes some remarks I made at the A.R.M. We on the 
Public Heaith Committee are always glad to receive and to 
give careful consideration to constructive criticism. 

At the Annual Representative Meeting in June I advised 
against the Darlington motion for several reasons. The 
Public Health Committee has in mind a number of methods 
of applying pressure on local authorities who are in default 
on the Industrial Court award. The ban on advertisements 
is but the first of these methods: the others, including a refer- 
ence to the Minister of Labour, will be employed at what 
is deemed to be the most opportune time. To tie any 
particular action to a prescribed date would be to limit 
unnecessarily the freedom of action of the Council. 

The policy of the Association is to accept advertisements 
for the Journal under the second award up to September 1, 
1951, in order to give local authorities reasonable time in 
which to arrive at a decision. It is therefore impossible to 
obtain complete information with regard to implementation 
until after September 1. The collection of information will 
take time—collation and analysis will take more time. To 
approach the Minister of Labour before full information is 
available would be unwise. 

Equally unwise would be to give an instruction to the 
Council to advise withdrawal of service. I am quite certain 
that the vast majority of public health medical officers would 
oppose a policy of withdrawal. In ‘considering this question 
it is essential to distinguish between withdrawal from service 
with an administrative authority and withdrawal of service 
from patients. The first might in future be advisable, the 
second never. 
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On the question of reference to the Minister of Labour, 
there are strong reasons, both legal and tactical, for deferring 
action for the moment. I should be glad to meet Dr. Griffith 
to explain fully what these reasons are, but I am averse to 
indicating publicly at present when our approach to the 
Minister of Labour will be made. 

Dr. Griffith considers that we should not have accepted 
the award of the Industrial Court. One goes to arbitration 
with the intention of accepting the decision of the arbiter 
and in the expectation that the other side will do likewise. 
If not. why go to arbitration ? 

If Dr. Griffith dislikes the award so much, it is perhaps 
permissible to wonder why he presses for more arbitration 
in order to have it enforced. 

Most public health medical officers rightly feel that the 
awards are in many respects far short of what is equitable ; 
that it was in the interests of the medical officers and morally 
obligatory to accept the awards ; that every legitimate means 
be used to get the awards implemented ; that a claim be 
pursued for improvement in the salary scales, in particular 
for those applicable to assistant medical officers. That is the 
policy of the Association. 

With regard to Dr. Griffith’s comments on the staff of the 
Association, there is unanimity among those who have 
observed the work of the staff in relation to salaries that 
they are to be highly commended for their very hard work 
and keen efficiency in preparing and presenting the case 
and in dealing with the great volume of work resulting from 
the application of the awards. I therefore reject unhesi- 
tatingly any actual or implied criticism of the staff in this 


‘ respect.—I am, etc., 


C. METCALFE BRowN, 


Manchester. Chairman, Public Health Committee. 


Compensation 


Smr,—There must be many of the younger practitioners 
who, like ourselves, were reluctant to buy a practice in the 
post-war years after demobilization and prior to the incep- 
tion of the National Health Service. The decision to buy 
was influenced by two factors: 

(a) The B.M.A. was adamant that the right to own one’s 
practice must be a necessary condition of joining the Service. 

(b) We were led to believe by the Government, and pat- 
ticularly by Mr. Bevan, that in the event of (a) not occurring 
we would receive immediate compensation on the grounds of 
financial hardship. 

It then appeared that there was little to lose one way or 
another and so we purchased a practice before the inception 
of the Health Service. 

Now the picture appears to have changed. Of (a) we 
would say no more. Of (b) we have recently discovered 
enough to make us extremely apprehensive of the fact that 
we have been duped. 

After much correspondence and one telephone conver- 
sation with an official of the compensation department at 
the Ministry of Health, it is very evident that, in his 
opinion, because part has been paid the Ministry have 
played their part, and because we are receiving 2}% interest 
on the balance we are therefore in a very happy financial 
position. Overdrafts at 5% would not appear to be 
reckoned in the balance, not to concern them in-the least. 

No amount of argument, protestation, or indignation had 
any effect on the complete indifference of the department. 
Plainly, unless more active steps are taken this department 
will go on quite blindly and blithely ignoring us and pay 
the compensation only when we retire or die. 

We have already communicated with our M.P. and have 


interested the Press in our case. No assistance has yet been 


sought from the B.M.A., because we feel that it ought not 
(if a citizen has individual rights) to be necessary and 
because we would prefer to avoid anything which will divert 
any effort from the main issue of remuneration. 

We would like to hear from practitioners in similar 
circumstances, and particularly from those who have been 
refused a further advance on application and from those 


who have succeeded in obtaining substantially more than 
seven-eighths of the agreed annual value of the practice—~ 


” We are, etc., 
5, Birmingham Road, J. M. LEEs. 
Walsall, Staffs. E. J. YATES. 


Compensation and ex-Service Doctors 


Sir,—I wonder if the ex-Service practitioners are really 
satisfied with the compensation which they are to receive for 
the loss of right to sell their medical practices. - 

Mr. Bevan, neither in his National Health Service Act nor 
in his Medical Practices Compensation Regulations, makes 
any mention of the ex-Service practitioner, although the two 
years on which compensation is to be based are the two 
years immediately following the war. Some practices would 
not suffer, provided that they had deputies who were able 
to accept new patients and hold the practice together. Those 
whose practices were dispersed among other doctors, 
especially if their practices were mainly private, would lose 
nearly all their patients. The protection-of-practices scheme 
‘only worked with insured patients, and this made no allow- 
ance for losses owing to deletions or inability to accept new 
recently insured patients, whose numbers would be greatly 
increased by full employment. These would naturally be 
accepted by the civilian doctors as permanent patients. 

Thus, owing to the fortunes of war, on April 6, 1946, the 
recently demobilized doctors with their tea-spoons, and the 
civilian doctors with their dessert-spoons, were ready to 
compete for Mr. Bevan’s mess of pottage in the shape of a 
global figure of £66m., the winners as a prize to be granted 
extra compensation at the expense of the losers. Nowhere 
except among thieves or on the racecourse has personal gain 
at the expense of others been treated with such equanimity. 

If the ex-Service practitioner, thinking that his post-war 
income was equal to his pre-war income, is content, let him 
remember that the National Health Insurance capitation fee 
had been increased by 50% and the fees for private patients 
on an average by a like amount. This increase would 
benefit the civilian doctors also. Their post-war figures 
would greatly exceed their pre-war figures, and they 
would also benefit by the rate of increase of practice ratio. 

I have no objection to their making an increased income 
both during and after the war, but, when their compensa- 
tion is assessed at the expense of those with smaller incomes 
due to their absence on war service, this is a different matter. 
If two doctors had an equal number of patients in 1939, the 
compensation of the absentee practitioner would be about 
half that of the acting practitioner. 

Mr. Bevan is a thing apart. I can quite understand him 
ignoring for a second time the fighting services. I cannot, 
however, understand why the British Medical Association, 


which sponsored the protection-of-practices scheme, should 


remain silent, especially as the results were not as expected 
(the returns for my private practice totalled about £2 10s. 
for six years). 

What did the B.M.A. mean when it said after consultation 
with the Ministry of Health that “all relevant circumstances, 
including the effect of absence during the war, would be 
taken into account in determining the value of goodwill” ? 
This statement, published in the British Medical Journal in 
1948, was as misleading as Mr. Bevan’s offer of arbitration, 
and serves only to deceive until the subject is forgotten. 

In theory there are two methods of having a case con- 
sidered for adjusted compensation : 

(1) Arbitration.—Mr. Bevan in his Medical Practices Compen- 
sation Regulations (Section 11) states that those not Satisfied with 
their assessment could appeal to arbitration. 

(2) Referring the claim to the Practices Ouenmensation Com- 
mittee.—The regulations empowered Mr. Bevan to refer any case 
“which in his opinion should be considered by the committee ” 
(Regulation 3). 


I am told on good authority that part of the duties of 
this committee were to consider cases of doctors whose 
practices had not fully recovered from the effects of the war. 
The majority of practitioners would assume that by either 
method the claims of ex-Service practitioners would be 
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considered on their merits and the compensation adjusted to 
remove any loss caused by their absence. 

What has actually happened? I have knowledge of only 
a few cases, but I presume that all have been treated in the 
same manner. 

In the case of one claim, which was taken to arbitration, 
no adjustment was made, because “under the regulations 
this cannot be done.” So much for Mr. Bevan’s arbitration 
insisted on by the B.M.A. 

Another practitioner in making his claim stated that he 
was an ex-Service practitioner, and produced figures support- 
ing his case. Here again no adjustment was made. Either 
Mr. Bevan did not think it fit that it should be referred, 
or the Practices Compensation Committee rejected it. It 
should be stated that Mr. Bevan would not know which 
claims belonged to ex-Service practitioners even if he had 
wished to refer them to this committee. They would have 
had to claim on their own initiative and outside the 
regulations. The regulations provided only for details as 
requested “in the form set out” or “in a form to the like 
effect.” 

I have made some inquiries, and I find that the facts are at 
variance with what I have been told. What is the true 
position? Have some doctors had _ under-the-counter 
service, or have we all been treated equally—i.e., in spite 
of what the B.M.A. has said, nothing has in fact been done ? 

Does the British Medical Association really agree with 
Mr. Bevan that the Services should be ignored, that each 
man in addition to his absence during the war should be 
penalized in proportion to the length of his service and to 
the degree of failure of the protection-of-practices scheme ? 

The present assessment of all practices belonging to 
ex-Service practitioners established before the war could be 
adjusted by ratios varying according to factors agreed after 
public discussion. This latter is essential where a fixed sum 
is being divided. Perhaps those concerned will make their 
views known, and if there is just cause for dissatisfaction 
I consider that the matter should be referred to the new 


Minister of Health.—I am, etc., 
Liverpool. A. R. UNSWorTH. 


*." The Secretary of the Practices Compensation Com- 
mittee writes: In stating that all relevant circumstances, 
including the effect of absence during the war, would be 
taken into account, the B.M.A. meant what the statement 
implies. It does not imply that an ex-Service practitioner 
could claim as of right to be assessed on pre-war income. 
Experience shows that such a method would have been 
unfair to a large number, if not the majority, of ex-Service 
practitioners. 

In dealing with ex-Service cases, the Practices Compensa- 
tion Committee has had virtually a free hand. Regulations 
provide that, in the case of any claim referred to it, “ the 
committee shall fix as the annual loss in respect of a practice 
such sum as they estimate fairly to represent the average 
gross yearly receipts.” It has been the practice of the 
Minister to refer ex-Service cases to the P.C.C. True, as 
Dr. Unsworth states, the Minister could not tell from the 
claim form that the claimant had been absent during the 
war, but if the doctor did not ask for this to be taken into 
consideration he had only himself to blame. In any case 
the facts would have been sought had he exercised his right 
of appeal. 

The committee has applied to all ex-Service cases a method 
of assessment designed to adjust the loss due to absence 
and which in its opinion would be fair to all. Since 
there might be anomalies in individual cases, it secured that 
the regulations should provide for arbitration. Clearly, with- 
out knowledge of the facts it would be impossible to 
comment on the assessment in a particular case, but 
Dr. Unsworth presumes that because no adjustment was 
made in a few cases no adjustment has been made in any. 
In fairness to the Practices Compensation Committee and 
to the arbitrator, this statement cannot be allowed to pass 


unchallenged. 


Association Notices 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1952 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1952, of prizes to medical 
students for essays submitted in open competition. The 
subject of the essays shall be: “ The Training of a Student 
in the Personal Relationship Between Doctor and Patient.” 


The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. A prizewinner 
in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom and the Colonial Empire at the 
time of submission of the essay is eligible to compete for a 
prize. If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be final. 
Should the Council decide that no essay entered is of sufficient 
merit, no award will be made. In determining the number and 
amount of prizes to be awarded, the Council will take into con- 
sideration the number of essays received. In 1951, 42 essays were 
received, and a first prize of £75 and two second prizes of £50 
each were awarded. 

It is suggested that essays should consist of from 2,000 to 5,000 
words. Essays must be typewritten or legibly written in the 
English language on foolscap paper, on one side only, must be 
unsigned, and must be accompanied by a note of the name and 
medical school of the entrant. Notice of entry for this com- 
petition is necessary, and a form of application can be obtained 
from the Secretary of the British Medical Association. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1952. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 





Diary of Central Meetings 
JULY 


25 Wed. Amending Acts Committee, 2 p.m. 
26 Thurs. General Medical Services Committee, 11 a.m. 
26 Thurs. Radiologists Group Committee, 2 p.m. 
26 Thurs. Conference of Radiologists Group, 3 p.m. 
27s«*Fri. Venereologists Group Committee, 11.30 a.m. 
27 «*#Fri. Ophthalmic Group Committee, adjourned 
meeting, 2 p.m. 
27 «=#Fri. Conference of Venereologists Group, 2.30 p.m. 
AUGUST 
2 Thurs. Subcommittee on Maladjusted Children, —en 


logical Medicine Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


SoutH Mipp.esex Drvision.—At Anchor Hotel, Shepperton, 
Monday, July 23, 8.30 p.m., special meeting. 

SOUTH WARWICKSHIRE AND RUGBY Diy db oe onions 
Hospital, Leamington Spa, Tuesday, July 24, (1) 3 ial 
meeting of the two Divisions+ (2) annual meeting “a uth 
Warwickshire Division to follow combined meeting. 





In introducing the Budget, involving expenditure in the current 
year of £3,839,977, in Tynwald, the Manx Parliament, the 
Lieutenant-Governor (Air Vice-Marshal Sir G. Brumet) 
announced that among the main items were £557,188 for health 
services, £337,125 for social services, and £500,000 for permanent 
housing and hospitals. He was satisfied that the need for houses 
and hospital accommodation fully justified the borrowing of 
£500,000. Tynwald approved a motion to raise a Government 
loan of £500,000, made up of £235,000 for housing, £220,000 for 
a children’s unit and operating theatre at Noble’s Hospital, 
Douglas, and £45,000 for a children’s villa at Ballamona Hospital. 
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THE SPECIAL CONFERENCE 


ARBITRATION : REQUEST TO THE MINISTER 


The Special Conference of representatives of Local Medical 
Committees was held at B.M.A. House, London, on 
Thursday, July 19. The chair was taken by Dr. W. Jopre 
(Blantyre, Lanarkshire), who was supported by Dr. S. Wand 
(Chairman of the Generdl Medical Services Committee). 
Almost every area in England and Wales, Scotland, and 
Northern Ireland was represented. After a long debate a 
resolution was agreed to, nemine contradicente, that, the 
Minister’s proposals being unacceptable, in that no provi- 
sion’ is made for the profession’s claim to be examined on 
its merits, the Minister be called upon to refer to arbitra- 
tion the determination of the proper size of the Central 
Pool, having regard to the recommendations of the Spens 
Report and to present-day money values, such arbitration 
to be arranged without further delay. 


Dr. Wand’s Statement 


Dr. WAND submitted the report of the General Medical 
Services Committee on the remuneration of general practi- 
tioners (Supplement, June 16, page 241). He said that he 
did not want to go back to any matter prior to the Special 
Conference of March 29 last. The present Minister had 
indicated that the representative of the Committee had made 
out a prima facie case. Discussion then took place with 
officers of the Ministry on the practice expenses inquiry. 
The Ministry insisted on 36.5% as the ratio of practice 
expenses, whereas the Committee’s actuary worked out 
the figure at 37.5%. In passing he mentioned the great 
amount of help which their actuary, Mr. Simmonds, had 
afforded. The Special Conference in March instructed 
them to proceed with negotiations and report back if they 
were likely to prove unfruitful. The Budget placed certain 
charges on patients in respect of eyeglasses and dentures, 
which precipitated a Government crisis and the resignation 
of Mr. Bevan. The new Minister, because of difficulties 
arising at the time, was unable to meet the full deputation 
within the time stipulated, but he met the Deputy Secre- 
tary and himself, and it was quite clear from their talk that 
the new moneys were going to be available. On May 9 the 
Minister met the full deputation—a difficult meeting lasting 


six hours. There emerged from that meeting certain infor- 
mation: (1) the “ceiling” to be placed on the Health Ser- 
vice, (2) the intention of the Minister to bring about some 
redistribution of incomes, and (3) an attempt to reduce the 
national drug bill. The Minister indicated his desire to have 
a Working Party to go into these points. 

They took occasion to remind the Minister that general 
practitioners had loyally abided by their terms of contract 
and had earned a full investigation and proper settlement 
of their claim. Spens had shown that long before the war 
general practitioners were underpaid and payment was 
always in arrear. In July, 1948, a sum had to be assigned 
as the capitation fee, but it was not known how the Service 
was going to work out, and it was right and proper that 
there should be some readjustment of that figure in the 
light of the circumstances of the day. The responsibilities 
of general practitioners, the 24-hour day, 7-day week, the 
fact that doctors’ families took a part in the Service by doing 
an enormous amount of unpaid work which did not appear 
to any extent in practice expenses—these and other points 
were all stressed. The increase of work was pointed out, 
also the position of the single-handed doctor vis-d-vis his 
consultant and dental colleagues, and the status of the 
general practitioner, which must inevitably be bound up 
with finance in a service where merit was shown by increased 
remuneration, as it was with the consultant in his merit 
award. 

The Minister's Ceiling 


Dr. Wand went on briefly to indicate the Spens recom- 
mendations, which the Minister had constantly but unavail- 
ingly been asked to implement. They told the Minister that 
they had knowledge of the difficulties of certain types of 
practice. They wanted to help the young man in practice, 
and to give him and others propér financial incentive. The 
frustration from which the general practitioner suffered was 
evident in practitally all age groups. The younger man 
had nothing to stimulate his ambition; the older felt that 
he was being exploited. They as doctors had been proud 
of the good name of general-practitioner medicine, and they 
were not going to be a party to any system which might 
have the result of making that type of medicine less good 
than it should be. 

He then read the letter sent by the Ministry to the Com- 
mittee on May 23 and by the Committee to the Ministry 
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on May 25 (these were given in full in the Supplement of 
June 16). The rejoinder by the Ministry on May 30 was 
to the effect that the maximum amount of additional funds 
which could be made available under the present circum- 
stances was £2m. a year. This £2m. was roughly one-ninth 
of the practice expenses as shown by the inquiry for the year 
ending March, 1950. It was well known how expenses had 
increased since that date—the increased cost of peirol, of 
tyres, and of every incidental of practice—so that the 
increase was not likely itself to be less than £2m., making 
the so-called “ offer” not an offer at all. 

With regard to the “ ceiling,” in his discussion with the 
Minister he had asked how the Government had managed 
to achieve a well-rounded figure like £400m., and he was 
told that the actual figure worked out was £398m., and was 
raised to £400m. to round it off. But if the estimates were 
examined it would be found that that extra £2m. had 
already almost disappeared. It was plain that at that time 
they had no intention of increasing general-practitioner 
remuneration. Other sections had to be satisfied. The 
increasing cost of drugs had to be met. If there was an 
epidemic and more hospital beds were occupied or fresh 
ones created, the cost had to be met. How could the 
Ministry in honesty say that there was a ceiling of £400m. 
to which general practitioners must be attached? All the 
various sections of the Service, if they did more work, had 
to have more pay, but the general practitioners were the 
“ left-overs.” On distribution, there was again a prejudg- 
ment. The effect of the Minister's proposals would be still 
furthgr to widen the gap between the general practitioner 
and the consultant. The young man might get a little 
more at first, but he would have no incentive in the future. 
The man with the big list would be doing just as much or 
maybe more work, but not getting as much money. On 
examining these proposals they would be forced to the con- 
clusion that they looked like the first step towards a full- 
time State-salaried service, and if they had suspicious minds 
they might see in them an intention to create a split within 
the profession. 


Prescribing Costs 


Dr. Wand asked the Conference to consider prescribing 
costs, which had gone up tremendously during the last 
12 months. If the drug tariff for the last quarter were 
compared with a year ago almost every item would be 
found substantially to have advanced. Moreover, there 
were now expensive antibiotics. It was only fair and right 
and part of their terms of contract to give their patients 
what was necessary for them regardless of cost. What he 
feared was that they would be faced with measuring the 
cost of drugs on the one hand and the capitation fee on 
the other. After all, it was the Government which had 
brought them into the Service ; it was the Government which 
had devised the Service, into which practitioners had entered 
believing that they would get an honest deal, and now the 
general practitioner all the time was being asked to carry 
the burden. Thus they got to a position as indicated in 
the Minister's letter in which general-practitioner remunera- 
tion might be dependent upon what the general practitioner 
prescribed for his patients. Did they think that was right ? 
What was going to be the doctor—patient relationship if it 
got abroad that, should a doctor prescribe a little less, he 
would get a littie more capitation fee? That was the only 
way it could be interpreted. He took issue on the question 
of over-prescribing. While hé believed that certain economies 
could be made if information were given to the young prac- 
titioner, economies of that kind would represent only a small 
proportion of the total cost and would constantly be eaten 
up by the increased cost of drugs and new drugs introduced. 
Moreover, machinery was available for dealing with doctors 
who over-prescribed. 

Well, their claim—what was it? They wanted a Working 
Party, to work entirely on the merits of the case. They 
agreed that there might be some financial limits, but these 
should be reasonable ones; and it should be known in 
advance what these limits were. They were constantly being 
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asked what amount they claimed ; but there were a number 
of factors in the situation still unknown, such as the exact 
number of doctors on the particular date, and they were in 
dispute as to total practice expenses. Indeed, they had an 
agreement with the Government that there would be a 
further inqhiry into the amount of practice expenses as at the 
present moment. Most important of all, betterment had 
never yet been determined. The amount of betterment they 
claimed originally was 70%. From current evidence it 
seemed unlikely that it was now less than 100%. In 
fact at this moment arbitration became primarily an arbi- 
tration to determine betterment. 

Excluding the question of extra work and the increase 
for practice expenses and for betterment as against the figure 
in the original document, their claim was several times that 
of the Minister’s maximum offer. 


““We have had inquiry after inquiry, one delay after another. 
We have been put off on a variety of pretexts. First, we had the 
White Paper on salaries, we had the wage freeze, now we have 
rearmament, and attached to rearmament we have the ceiling. 
During the whole of this time the general practitioner has loyally 
carried out his work without regard to fatigue or to the com- 
plications and difficulties of practice as they exist to-day. Can 
that be said of many other sections of the community who are 
constantly making claims ? We have had a raw deal. The offer 
you have before you represents probably no increase in remunera- 
tion, probably something approximating the increase in practice 
expenses. We have never had any indication from the Minister 
that our claim was unreasonable. We were told only that our 
maximum was attached to the ceiling. As to how far the 
Treasury has had anything to do with this, your guess is as good 
as mine.” 


A Good “ Press ” 


Dr. Wand said in conclusion that the recommendations 
which the Committee had made, and which were indicated 
in the document before the Conference, had received quite 
a good “ press.” He quoted from the Manchester Guardian: 


“‘ They [general practitioners] are not asking for a rise to meet 
the latest increase in prices but to meet the increase over 12 years; 
they are asking for what they regard as the fulfilment of a 
bargain made with Mr. Bevan four years ago on the strength 
of which they entered the Health Service. Not only are their 
incomes less, on average, than they had reason to expect when 
they entered the service; their work has turned out to be appreci- 
ably heavier. Again, they are not asking for a stated sum, but 
for an impartial opinion on what the sum ought to be.” 


There was also a sympathetic statement in the .coromist: 


“The doctors’ representatives are fully justified in their pro- 
posal for a Working Party and they ask that the amount of their 
remuneration should be settled by arbitration. They want their 
claim for a bigger central pool to be considered on its merits and 
not subject to conditions.” 


These newspapers could be regarded as_ representing 
common-sense public opinion. Some doubts had been 
expressed on the arbitration issue as to terms of reference. 
If. arbitration was agreed to by that Conference it would 
be understood that the Committee must be satisfied as io its 
completely independent character and freedom from outside 
influence, and the terms of reference must be satisfactory. 


“You have before you two alternatives. You can ask for 
arbitration or you can decide to resign from the Service forthwith. 
If you decide to withdraw from the Service now it must be with 
the full realization that the doctors at the periphery at this 
moment are willing in sufficient numbers to support us. You will 
have to consider in your minds whether they would be willing to 
come if arbitration had not first been tried. That is the responsi- 
bility of this Conference. It has this morning as great a respon- 
sibility as it has ever had in its history. But I have a great 
respect for its common sense and I know that its judgment will 
be fair and well considered.” (Prolonged applause.) 


A Resolution of Protest 


Dr. W. H. Hayes (Bristol) moved: 


That this Conference places on record its feeling of utter disgust 
that, after the prolonged negotiations which have been carried 
out with the utmost restraint on the part of general practitioners, 
the Minister of Health and the Secretary of State for Scotland 
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have refused to examine their claim on its merits, but have made 
it clear that general practitioners must be paid from whatever 
sum remains after other parts of the Service have been paid for, 
and have furthermore made the insolent suggestion that any 
increase in general-practitioner remuneration should be dependent 
on reduction in medicaments supplied to patients. 


After Dr. Wand’s speech he thought it only appropriate 
that the Conference should put forward some such state- 
ment as this. The greatest consideration had been shown 
to the new Minister. They had been instructed to take 
action, but because of his newness they had given him the 
opportunity to get in the saddle in the hope that he would 
deal with them fairly; and now they knew the outcome 
of their forbearance. There were strong expressions in the 
motion, but they should not be. afraid of hurting anybody’s 
feelings. 

Dr. A. B. Davies (Walsall) moved an amendment to make 
the motion read as follows: 

That this Conference places on record its profound disappoint- 
ment and dismay that, after prolonged and detailed negotiations 
and the fullest co-operation by the General Medical Services 
Committee in every type of inquiry, the Minister of Health and 
the Secretary of State for Scotland have refused to examine the 
claim on its merits and have made it clear that any new money 
for general practitioners must be paid from whatever remains 
after the costs of all other parts of the Service have been met. 
The Conference regrets also the suggestion that the remuneration 
of doctors should be dependent in any way on the reduction of 
costs of prescribing. 


The spirit behind the Bristol motion, he said, was excel- 
lent and a very appropriate preamble to the resolutions of 
action which would doubtless be passed by the Conference 
later in the day, but he was anxious that their indignation 
should not be spoiled by errors of statement or by phraseo- 
logy which at a later stage in the negotiations might be 
damaging to them. It was stated in the Bristol motion that 
general practitioners were to be paid from the residues ; 
this was not the case: it was only the new money that was 
to be found in that way. As regards the adjective “ insolent,” 
the new Minister had never been insolent, though it would 
perhaps be true to say that he had been rattled. The 
better adjective might be “impudent” in the sense that 
the Minister’s answers were dictated by political and finan- 
cial expediency. 

Dr. C. W. MARSHALL (Devon and Exeter) said that with 
every sympathy with Bristol he did not think that resolu- 
tions of this sort at the present stage assisted constructive 
thinking. 

Dr. W. WooLLey (Bristol) said that Dr. Wand’s speech was 
the best support they could wish for, for the word “ dis- 
gust” did describe their feelings, and what could be more 
“insolent” than the suggestion that they should have 
money by withholding medicaments from their patients ? 
Walsall’s was a more polished edition of the Bristol motion, 
but the time had come to take off the gloves. 

Dr. FRANK Gray (London) said that the Conference was 
called to decide on action, and it was not going to be helpful 
to pass wordy motions of any sort when they had a most 
important and responsible decision to take. Both motion 
and amendment said that the Minister had “ made it clear.” 
In other words they invited the Conference to say that 
something was established, when in fact it was something 
to which they would never in any circumstances agree. 

The Walsall amendment was carried, also as the substan- 
tive motion. 


The “ Resignation ” Policy 


Dr. G. D. THomMpson (Lancashire) then moved a resolu- 
tion around which the main debate of the day centred : 


That, negotiations with the Ministry having now broken down, 
the Conference instructs the General Medical Services Com- 
mittee to obtain and place resignations in the hands of Executive 
Councils on September 29, and thus implement the decisions of 
the last three Conferences. 


He said that, if they asked for arbitration, what they 
would get, if anything, was a Court of Inquiry, the court 


consisting of members hand-picked by the Government. 
How could they insist on safeguards? They could ask, 
but the court would be of the Government's own choosing ; 
and once they had made the offer public it would be very 
risky for the profession to refuse it. They had talked this 
matter over at three Conferences, and had said they would 
resign ; but they never had resigned, and each Conference’ 
meant that there was £1,000 less in the “kitty” for pur- 
suing the fight. Surely the arrangements should now be 
complete for resignation. Let there be no more talk of 
“resignation if...” He did not think they need stand 
out for 80% of resignations. If only half the practitioners 
came out it would be decisive. 

Dr. D. O’DriscoLt (Blackburn) supported the motion. 
Practitioners in his area were absolutely disgruntled. Notice 
of withdrawal should be given by September 29, to take 
effect as from December 31. 

Dr. P. J. Grppons (Liverpool) also supported. The Con- 
ference must not tie its hands by the resolutions set out in 
the Committee’s report. He had the impression from the 
report of the proceedings of the Annual Representative 
Meeting that the Industrial Court was a true court of arbi- 
tration and the one to:aim at, but normally, to get this 
court, it would be necessary to work through Whitley Coun- 
cil machinery, and the general-practitioner section in the 
Service had not a Whitley Council in being. Therefore they 
could not have the Industrial Court owing to their present 
set-up. There were other forms of arbitration, so called, 
which they could well do without, as, for example, a Court 
of Inquiry, of which they had had experience, or the 
National Arbitration Tribunal. These were courts in which 
they could have no confidence whatever. In order to safe- 
guard themselves and their future he appealed for support 
for the Lancashire resolution asking for resignations to be 
placed in the hands of Executive Councils on September 29. 

Dr. WaND said that his committee would not be prepared 
to agree to any form of arbitration which did not satisfy 
them in all respects as to its fairness in constitution and the 
nature of its terms of reference. He thought he had made 
that perfectly clear. With regard to what Dr. Gibbons had 
said, Whitley was in existence, but so far as the general- 
practitioner side was concerned it had not been found neces- 
sary to use it because the ordinary method of direct nego- 
tiation with the Ministry had been available to them. They 
could not claim an “ industrial dispute” without going to 
Whitley, and Whitley was there if necessary. 


The Whitley Machinery 


Dr. D. P. STEVENSON (Secretary of the Committee), in reply 
to questions, explained the various ways in which arbitra- 
tion might take place. On the suggestion being put to 
the Minister it would be perfectly possible, with his consent, 
for the dispute to be referred to any type of existing arbi- 
tration laid down under the Industrial Disputes Act or the 
Conciliation Order or indeed some independent board of 
arbitration or court of inquiry. They had reason to believe, 
from experience in the public health field, that the Indus- 
trial Court was a body from which they would get a just 
consideration of their claim. If the Minister decided to 
appoint some other form of inquiry it would be necessary 
to be satisfied with the composition of the body selected. 

Let it be assumed that the Minister refused to give con- 
sent to arbitration. The profession could then do one of 
two things : it could immediately call together Committee A 
of the Medical Functional Council of Whitley. Some two 
years ago the General Medical Services Committee appointed 
a number of its members as members of the staff side of 
Whitley ; members on the management side were already 
appointed. The dispute not being settled in Committee A, 
the staff side would wish to refer the matter to arbitration 
through the Industrial Court. If the management side 
agreed the dispute would stand referred, the two sides would 
agree to terms of reference, and the dispute would be heard 
by the court, with or without counsel. But such a procedure 
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required the consent of the management side. There was 
no reason to believe that that consent would be withheld. 
Such consent had been freely given on previous occasions 
in Committees B and C. If the approval of the manage- 
ment side was not abtained a second course would be a 
resort under Order 1305, which was set up during the war 
to prevent strikes and lock-outs. The order was still in 
existence, though the Trades Union Congress was trying to 
get it modified, and certain modifications had been more 
or less promised by the Minister of Labour; but these 
were unlikely to materially affect the issue so far as 
doctors were concerned. Under that order it was illegal 
for any body of workmen to organize a strike until the 
dispute had been lodged with the Ministry of Labour. 
Advice of eminent counsel had been sought, and it was his 
view that doctors were to be regarded as “workmen” 
within the meaning of the Order and therefore could not 
engage in organized withdrawal of service without being 
governed by Order 1305. arbitration was invoked under 
this Order it would be nec ry to inform the Minister of 
Labour of the existence of-a dispute. The Minister must 
then satisfy himself that all reasonable steps had been taken 
to ensure conciliation through such means as were avail- 
able. Then, the Minister being satisfied, he must refer the 
dispute (save in grave circumstances of national emergency) 
to the National Arbitration Tribunal within a period of 21 
days. During that period it was illegal for the profession 
to withdraw service. If the Minister did not refer the dis- 
pute within the 21 days then an organized withdrawal was 
perfectly legal. If he did refer it the National Arbitration 
Tribunal was bound to hear the dispute. The decision of 
the tribunal was binding subject to ratification by Parlia- 
ment, but Parliament would be under a moral obligation—so 
counsel had informed them—to honour the award. 

A large number of questions were asked from the body 
of the meeting concerning Whitley personnel, and at a 
later stage the names of those appointed on both sides were 
given. The CHAIRMAN (Dr. Jope) said it was becoming 
obvious that possibly the quickest road to arbitration, if arbi- 
tration was desired, was to authorize their representatives 
on the General Medical Services Committee to seek such 
arbitration forthwith. Failing satisfactory results it might 
be necessary to collect resignations and hand these in. That 
would precipitate a dispute, which would then be referred, 
he thought, to the Industrial Court. If they sought to obtain 
arbitration at this moment by withdrawal of service the 
result might be to delay matters. It might be more expedi- 
tious to ask the executive to seek immediate arbitration. 

Dr. WAND said it should be made quite clear to the Con- 
ference that if immediate resignation were decided upon it 
would be against the law, and they would have to take 
whatever consequences there might be. (Voices: “Why 
not ? ”’) 

Dr. Tatpot Rocers: Is it illegal for us to collect 
resignations and say to the Minister “We have these 
resignations ” ? . 

The CHAIRMAN: It is quite legal to collect resignations and 
keep them in readiness. 


Resignation or Arbitration ? 


Dr. J. A. PripHAM (Committee) said that the Conference 
agenda was heartening. Here were resolutions from all 
parts of the country framed with the idea that sooner or 
later it would be necessary to hand in collective resignations. 
The question was whether they should immediately start 
collecting resignations or first ask for arbitration. He 
believed it would be best first to ask for an agreed method 
of arbitration. If the Minister assented to arbitration they 
would have gained straight away an important point. By 
agreeing to arbitration the Minister would have removed the 
ceiling. He would have done far better to have agreed to a 
Working Party on the profession’s terms. On the other 
hand, if the Minister refused arbitration there would be a 
situation such as would arouse the profession and enlist the 
sympathy of the public. 


Dr. F. M. Rose (Preston) pleaded that the Conference 
had an opportunity—perhaps the last opportunity it would 
ever have—of showing that it meant business. If it meant 
business it would support the Lancashire motion calling for 
resignations. If it did not, it would stand committed to this 
queer course of arbitration, and nobody knew exactly where 
that would lead them. “It is up to this Conference to cut 
the Gordian knot. If you are not prepared to resign, then 
you are finished.” 

Dr. W. F. Hupson (Oxfordshire) was doubtful about the 
necessity for the high target of resignations—80% or more 
—which had been mentioned. He was a member of his local 
executive council, and he knew the chaos which occurred 
when even one resignation took place. At the last Confer- 
ence Dr. Wand had said, “* Next time when we say we resign, 
we resign.” He believed that time had now come. 

Dr. WAND directed attention to the terms of the Lancashire 
motion. He had regarded it as calling for resignation in 
place of arbitration, but in the earlier debate the view had 
seemed to be expressed by some of its supporters that it 
really formed part of the machinery for obtaining arbitration 
of a certain character. On what plane was this resolution 
to be taken—resignation with all that it meant and implied, 
or resignation as a means of obtaining a certain kind of 
arbitration ? 

Dr. G. D. THompson, the original mover of the Lancashire 
motion, said that in his constituency they regarded the 
resolution as meaning exactly what it said, but’if they could 
get what they wanted through arbitration so much the better. 
It was merely an attempt to load the pistol. 

Dr. W. W. FuLTON (Glasgow) asked what was the earliest 
date at which they could achieve a settlement of their dispute 
if they asked for arbitration. 

Dr. STEVENSON replied that if everything went according 
to plan under the method of the Whitley Council and the 
Industrial Court a decision should be reached by October 
or November. 

On further questions being asked about the Whitley 
machinery, Dr. WAND expressed the opinion that heavy 
weather was being made of this and confusion was being 
caused. On the general practice side they had never had 
occasion to go to Whitley, because they had the machinery 
ready for discussing disputes direct with the executives of 
the Ministry. 

Dr. J. C. ARTHUR (Gateshead) said that the statesmanlike 
thing to do was to try arbitration first, and only to use the 
method of resignation if they failed to get satisfactory 
arbitration. In that event they would be sure of a much 
larger volume of resignation. 


The Alternative to Arbitration 


Dr. FRANK Gray (Committee) thought there was some 
danger of losing sight of the wood for the trees. Lancashire 
was putting up resignations as an alternative to arbitration. 
What the profession was asking for was a fair deal. It was 
convinced of the fairness of its cause and was prepared to 
submit that cause to the decision of an impartial body. It 
had a great deal of public support for its attitude. The pro- 
posal of the Committee was to put the onus on the Minister. 
With regard to the body which was to carry out the arbitra- 
tion, it must be an impartial body, not susceptible to 
ministerial influence, whether before, during, or after the 
hearing. If the Conference thought the G.M.S. Committee 
was capable of getting the right sort of body, then leave it 
to the Committee ; if the Conference had not that much 
confidence in the Committee, then let it be kicked out 
straight away. If the Minister refused arbitration it would 
show that he dare not have his case examined impartially. 
The Lancashire motion was a threat, and English people 
did not like threats. The case for arbitration should be 
put to the Minister straightforwardly and fairly and he 
should be left to decline it if he wished. 

Dr. J. S. M. Orp spoke against the Lancashire motion. 
They had no right to pass a resolution advocating resigna- 
tion unless they had a plebiscite behind them. Dr. W. W. 
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FULTON (Glasgow) said that what they wanted was a fair 
deal, but the matter was not as simple to the public, who 
thought they were just asking for more money. They had an 
opportunity to choose their ground if they bided their time. 
This was not mere procrastination, it was strategy. 

Dr. Howre Woop (Isle of Wight) said that Lancashire was 
supposed to be forward-looking, but it had not come up to 
its usual form that day. He could speak for a considerable 
number of practitioners on the south coast, where a group 
conference had been held that week. They were of opinion 
that this was not the moment to collect withdrawals of 
service. They also felt that there would be no doubt about 
this issue if they were to offer arbitration to the Minister and 
he turned it down. If they deci-ed on resignation that day 
their guns would go off at half-cock. 


Lancashire Motion Negatived 


At this point a motion that the question be now put was 
carried, which ruled out further debate. Dr. WAND, however, 
pointed out that he had had no chance of speaking in this 
important debate—one of the most important debates that 
had taken place in that Conference for many years, so 
important that if they had to sit till midnight they should 
go on with it. But the Conference in its wisdom had 
decided to stop this most important debate at a point at 
which he for one was still not clear about what was at issue. 
There had been handed to him a form of words which he 
thought would more clearly enable the Conference to form a 
definite opinion. It was as follows: 

“That unless a suitable form of arbitration is agreed by 
September 25 the General Medical Services Committee be 
instructed to obtain and place resignations in the hands of 
executive councils immediately after that date.” 


That form of words might have satisfied the Conference 
as a means of giving a complete answer to the Lancashire 
resolution. (Applause.) He was against the Lancashire 
resolution as it appeared at the moment. (At this point the 
applause was so general that Dr. Wand said he was satisfied 
that was the majority view and that he need say no more.) 

The mover of the Lancashire resolution, Dr. THOMPSON, 
said that he thought the form of words suggested by Dr. 
Wand might possibly meet the wishes of his constituents. 
On the other hand, as this was not a formal amendment, 
something must be done with the Lancashire motion. He 
asked leave to withdraw it. 

Dr. Dain, on a point of order, said that it was not com- 
petent to withdraw a motion after it had been agreed that 
the question be now put. 

The Lancashire motion was then put and negatived 
(numbers not taken). A motion in the name of Preston 
recommending the tendering of resignations was also 
withdrawn. 


Reference to Arbitration 


Dr. WAND, without a further speech, moved as a recom- 
mendation of the Committee: 

That as the Minister’s proposals set out in the Ministry’s letter 
of May 23 are unacceptable, in that no provision is made for 
the profession’s claim to be examined on its merits, the Confer- 
ence calls upon the Minister to refer to arbitration the determina- 
tion of the proper size of the Central Pool, having regard to the 
recommendations of the Spens report and to present-day money 
values; such arbitration to be arranged without further delay. 


An amendment by Brighton substituting the date “not 
later than August 31 ” for the words “ without further delay ” 
was met by the objection that August was administratively 
a dead month, and the amendment was lost. 


The Effective Date 


Dr. A. CAMPBELL (Lancashire) moved, in a slightly differ- 
ent form, the words to which Dr. Wand had referred in 
speaking on the last resolution. He moved them not as an 
amendment but as an addition cr rider to the main resolu- 
tion, the understanding being that this would be an instruc- 


tion to the Committee and not for presentation to the 
Ministry. The words were as follows: 

“And that the General Medical Services Committee be 
instructed that unless a suitable form of arbitration is agreed by 
September 25 steps be taken immediately to put into operation 
the machinery for obtaining and placing in the hands of executive 
councils the resignations of general practitioners in the National 
Health Service.” 


He said that what Lancashire was perturbed about was the 
type of arbitration. . 

Dr. A. C. E. Breacu said that it seemed to him of the 
utmost importance that the effective period for which resigna- 
tions operated should start at the beginning of next year. 

The instruction moved by Dr. Campbell as an addendum 
to the main recommendation was put and carried. 

Several amendments proposing dates were withdrawn from 
the agenda as a result of this decision. 

Dr. D. E. YARRow (Kent and Canterbury) moved as an 
addition to the main recommendation, “ And that the case be 
put to the court of arbitration by counsel.” Arbitration was 
a legal procedure and it would be most desirable to emp!oy 
experts. Dr. O. Y. LyLe (Southend) supported the motion. 
Dr. WAND said that, on balance, this was probably the right 
way to proceed, but the terms of reference were not known, 
and he thought the decision on the best way to put the 
case should be left to the Committee. The Kent and 
Canterbury addition was lost. 

In the course of some slight remaining discussion on the 
main recommendation Dr. R. S. THuBRON (Sunderland) 
moved that the acceptance of arbitration be subject to the 
proviso that the tribunal was set up by the Lord Chancellor 
and presided over by a judge of the High Court. Dr. WaNnp 
pointed out that no judge of the High Court could accept 
such a presidency, and a representative urged that discretion 
be left to the Committee in all these matters. The Sunder- 
land motion was lost. 

Dr. A. C. E. BREACH was anxious that in any statement 
made to the Press it should be quite clear that the representa- 
tives of the profession would require to be satisfied with the 
terms of reference and the independent status of the tribunal. 

In reply to a question, Dr. STEVENSON said that the Con- 
ference itself had formulated ‘no policy with regard to the 
80 or other per cent. of resignations required for effective 
action. In June, 1950, the Conference instructed the Com- 
mittee to make preparations for withdrawal of general prac- 
titioners in certain events, but such policy as existed was put 
forward on the instruction of the Committee. 


Call for Arbitration Endorsed 

The recommendaion of the Committee calling upon the 
Minister to refer to arbitration the determination of the 
proper size of the Central Pool, having regard to the recom- 
mendations of the Spens report and to present-day money 
values, such arbitration to be arranged without further delay, 
was put to the meeting and carried nemine contradicente. 
The addendum instructing the Committee to take action 
unless a suitable form of arbitration was agreed by 
September 25 had already, as stated, been carried. 


Retrospective Application 

Several motions were on the agenda calling for retrospec- 
tive application of the award. One in the name of the Isle 
of Wight, by Dr. Howie Woop, was selected: “ That the 
terms of reference to arbitration should include not only 
the proper size of the pool in 1951, but also what it should 
have: been in 1948, 1949, and 1950.” This was supported 
by Dr. F. J. ROBERTSON (Newcastle-upon-Tyne)> Dr. WAND 
asked whether, if this were passed, it would mean that an 
offer of arbitration must be refused even though all the other 
terms of arbitration were agreed. If it did not mean that, 
he saw no reason for the motion. What was proposed was 
the policy of the Conference, which was pressed at every 
possible opportunity. 

Dr. Howie Woop said that he was perfectly prepared to 
refer the matter to the General Medical Services Committee, 
and this was agreed. 
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Distribution of Central Pool 

Dr. WAND moved as a recommendation of the Committee : 

That once the proper size of the Central Pool has been 
determined by arbitration, the General Medical Services Com- 
mittee be authorized to resume discussions with the Minister in 
order to apply a form of distribution which is in accordance with 
the recommendations of the Spens Committee and which will 
enable the best possible medical service to be available to the 
public. 


He said that they must not prejudge the issue. They 
would discuss the matter with the Minister and then come 
back to the Conference. The alternatives were for the 
Committee, after discussion, to come back to the Confer- 
ence, or for the Committee to have power to go ahead. 
He thought the Conference would like to discuss it before 
it was finally agreed. 

Dr. C. S. O’FiyYNN (Sheffield) moved to authorize the 
Committee, once the proper size of the Central Pool had 
been determined by arbitration, to apply a form of distri- 
bution in accordance with the Spens recommendations and 
which would enable the best possible medical service to be 
available to the public. Dr. WaANp said that he took it that 
the object of Sheffield was to get things done quickly, but 
as the amendment stood it could not be implemented. The 
intention would be kept in mind. The Sheffield amendment 
was withdrawn. 

The Committee’s recommendation was agreed to. 


The A.R.M. Vote 


Dr. A. R. McCWuInney (Warwickshire) moved a resolu- 
tion expressing regret at the action of the Representative 
Body in taking a vote on the remuneration issue prior to 
consideration of this matter by the Conference of Local 
Medical Committees. Dr. Wand, very properly, gave a 
report to the Representative Body, but the Representative 
Body should not have voted. The consequence was that 
such headlines appeared in the press as “ 400 Doctors Agree 
to Arbitration.” The Representative Body had usurped the 
authority of the Conference. 

Dr. R. W. McConnet (Buckinghamshire) pointed out that 
the Representative Body represented all sides of the 
profession, and neither the Conference nor any other 
body could tell the Representative Body what it should 
vote on. 

Dr. Frank Gray said that questions affecting general prac- 
titioners should come to that Conference first, and then, 


when the Conference had decided on its course of action, - 


should go to the Representative Meeting to gather the sup- 
port of the whole profession. The reason why this matter 
went to the Representative Body first was, frankly, that the 
Conference was not willing to meet early in June. He 
hoped the motion would be thrown out, because to carry 
it would suggest disunity in the profession. 

Dr. H. H. D. SuTHERLAND (Committee) said that this 
appeared to him to be a mischief-making motion. Time 
schedules were excellent, but it was not possible always to 
adhere to them, and the opportunity of bringing this matter 
before the Representative Body was one that could not be 
neglected. 

Dr. WAND said that the timing was such as to make it 
impossible to get the periphery fully informed on this 
subject so as to enable the Conference usefully to be held 
before the Annual Representative Meeting. Resolutions on 
remuneration were already on the agenda of the Represen- 
tative Body before the General Medical Services Committee 
had discussed the matter. Had these resolutions been dis- 
cussed without the information which he was able to give 
some most appalling decisions might have been made. The 
Representative Body passed a general resolution of support 
for general practitioners in any action they undertook. If 
the Press emphasized certain negative factors instead of 
positive ones, that was inevitable. 

The motion was withdrawn. 


Other Business 


On a motion by Bath it was agreed that in submitting 
the profession’s case to arbitration it should be clearly 
stated as essential for the pool to be related accurately to 
the number of practitioners in the Service and reviewed from 
time to time. 

Norfolk proposed “That any attempt on the part of the 
Minister to lower the permitted number of patients on 
doctors’ lists be strenuously resisted.” Dr. C. W. MARSHALL 
(Devon and Exeter) thought that this would tie the hands 
of the Committee, and moved the addition of the words 
“ Unless such action is accompanied by a satisfactory increase 
in the capitation fee.” Dr. W. M. KNox said that they 
were all agreed that there must be some redistribution, and 
to tie the hands of the negotiators would wreck any possi- 
bility of coming to an agreement with the Minister. 
Dr. WaND said that this cut across the whole of the line 
they had taken with the Ministry that the case must be dealt 
with on its merits, the yardstick being Spens. It was agreed 
to pass to the next business. 

Dr. A. SHERLOCK (East Suffolk) urged that the B.M.A. 
should make use of local press facilities, committees being 
formed to promote the use of the local press to bring 
home to the public the position of the general practitioner. 
Dr. A. M. MAIDEN (Lindsey) said that they had something 
on these lines in Lincolnshire and it had proved successful. 
Dr. H. G. Dain (Chairman of the Public Relations Com- 
mittee) reminded East Suffolk that it had a public relations 
secretary in Dr. Roy Webb, of Ipswich. The thing they 
were asking for they had already got and did not know 
it. Dr. SHERLOCK withdrew his motion and any implied 
criticism in it. 

A motion by Norfolk that the B.M.A. should take steps 
to publicize as widely as possible the fact that the Confer- 
ence had called on the Minister for arbitration was carried, 
as also was a motion by Leicester and Rutland, that in the 
event of arbitration breaking down and resignation being 
decided upon there should be a central policy governing 
the withdrawal of service. 

This was the last of the 50 motions and amendments on 
the agenda, and, with a vote of thanks to its Chairman, the 
Conference ended at 5.30 p.m., having sat from 10.30 a.m. 
By an early decision of the Conference the lay press were 
excluded, but a statement was issued to press representatives. 








ADVERTISEMENTS OF VACANT 
| APPOINTMENTS 
SCRUTINY BEFORE PUBLICATION 


In order to protect members of the Association an important 
task carried out at B.M.A. House is the scrutiny of all 
advertisements of vacant appointments submitted for publi- 
cation in this Journal. Great care is taken to ensure that 
any post advertised in the Journal provides terms which do 
not conflict with agreements between the medical profession 
and the employing authorities or with the policy of the 
Association. Some information about this procedure is given 
below. 
Details of Procedure 

An advertisement is not published if it conflicts with any 
decision of the Representative Body. Its terms must be in 
accordance with recognized salary scales approved by the 
Council of the B.M.A., or conform with agreed terms and 
conditions of service or with modifications made through 
the Whitley Council or by agreement with Government 
departments or other organizations. No advertisement of a 
public medical appointment is accepted for publication 
unless the salary offered is clearly stated in the advertisement. 
This procedure often necessitates correspondence with the 
advertiser, and the advertiser often agrees to remove 
ambiguity or to bring the terms of the appointment in 
question into line with agreed conditions. 
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Every week about 300 advertisements for hospital posts 
come in. The greatest number recently received in one day 
was 112. All are scrutinized to ascertain whether they are 
in accordance with the terms and conditions of service of 
hospital medical staff and any other agreements between 
the Ministry of Health and the profession. Information is 
often sought from individual members or secretaries of 
regional consultants committees, and hospital management 
committees or regional hospital boards may be approached 
directly. 

If sufficient information about an overseas appointment 
is not available at B.M.A. House, it is sought from the 
B.M.A. Branch or the medical association in the country 
concerned. 

The same care is taken with small advertisements of a 
more personal character. For instance, an advertisement for 
an assistant from a principal who asked that the applicant 
should “state salary required” would not be published. 

Every effort is made to expedite publication, but careful 
scrutiny takes time and delay is sometimes unavoidable. 








STANDING ADVISORY COMMITTEES 


The Minister of Health has made the following appoint- 
ments‘to the Standing Advisory Committees for the period 
ending March 31, 1954 (names of members with medical 
qualifications are in small capitals): 


Standing Medical Advisory Committee—Dr. Harry Guy Dain; 
Dr. Horace JouLtes; Dr. WiLLtAM GORDON MASEFIELD; Dr. 
WILLIAM NorMaNn PICKLES; Professor Sir Harry PLatr; Mr. 
SOMERVILLE HASTINGS. 

Standing Dental Advisory Committee—Professor ROBERT 
Vivian BraDLAw; Mr. CoLin Victor ARMITAGE; Professor 
HUMPHREY FRANCIS HuMPHREYS; Mr. DONALD EDGAR Mason; 
Dr. James ARTHUR Moopy; Mr. TERENCE GEORGE WarD. 

Standing Pharmaceutical Advisory Committee—Mr. Paul 
Dobson; Mr. John Gilmour; Mr. John Capel Hanbury; Mr. 
John Bradburn Lloyd; Mr. JoHn Herbert Wood. 

Standing Ophthalmic Advisory Committee—Mr. OGILVIE 
MAxXwe_L DuTHiE; Mr. REGINALD AFFLECK GREEVES; Mr. 
Stanley Maurice Wells; Mr. Frank Max Wiseman. 

Standing Nursing Advisory Committee—Miss Nora Bryan 
Deane; Miss Katherine Greenhill Douglas; Mr. John David 
Benton; Miss Elizabeth Mary Downer; Miss Lucy Amphlett 
Dorothea Evans; Miss Eva Mary Hillier; Miss Jane Ethelwyn 
Thomas. 

Standing Maternity and Midwifery Advisory Committee.—Miss 
Nora Bryan Deane; Mr. Eric West Scorer; Mr. ARNOLD 
WaLKER; Miss Mary Williams. 

Standing Tuberculosis Advisory Committce.—Sir Basil Gibson ; 
Professor Sir Harry Pratr; Miss Margaret Stewart Coltart; 
Dr. FrepertickK Hatt; Dr. JoHN CHISHOLM HAMILTON 
MACKENZIE; Dr. WILFRED SHELDON. 

Standing Mental Health Advisory Committee—Dr. WILLIAM 
GorDON MASEFIELD; Sir Cecil Oakes; Dame Gwendoline Trub- 
shaw; Mr. Claude Bartlett; Dr. E>warp JoHN Mostyn Bow.psy ; 
Mrs. Kate Florence McDougall. 

Standing Cancer and Radiotherapy Advisory Committee.— 
Dr. Horace Joutes; Sir HAaRoLD EDWARD ARNISON BOLDERO; 
Dr. CutHBert E. DuKEs; Sir STANFORD CaDE; Mr. JoHN ARTHUR 
STALLWORTHY; Mr. CHRISTOPHER JOHN LESTER THURGAR; Pro- 
fessor RoBERT MILNES WALKER; Professor BRIAN WELLINGHAM 
WINDEYER. 








TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: , 

County Council—Durham. 

Metropolitan Borough Councils—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils.—Crewe, Dartford. 

Urban District Councils——Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 


DURHAM COUNTY COUNCIL 


The Association’s dispute with Durham County Council is 
now a stage nearer settlement. The council’s emergency 
committee, which met on July 19 to consider the county 
health service, is recommending the council to refrain from 
asking applicants for medical posts about union member- 
ship. The committee is also recommending that the indus- 
trial court award of higher salaries for medical officers 
should be implemented. This is welcome news, as it was 
because of a persistent refusal to meet the B.M.A. on these 
points that the council’s recent advertisement for four 
assistant school medical officers was the subject of an 
Important Notice in the Journal. During the five weeks for 
which these posts were advertised there was not a single 
application from a member of the B.M.A. 





Heard at Headquarters 








A Conference of Action 


Everybody said it was the most important Conference in 
the long series of Panel and Local Medical Committee 
Conferences which stretch back to 1913, when the first 
Conference was held at Brighton during the Annual Meet- 
ing of the B.M.A. Everybody said that the debate on arbi- 
tration or immediate resignation was the most important 
ever held. But certainly there was less of a set debate 
about it than usual. Relatively few speakers came to the 
rostrum with their set speeches, and indeed out of 50 motions 
or amendments on the paper something like 30 were not 
taken at all. On the other hand, there were so many ques- 
tions from the body of the hall as to drive the Chairman to 
say at the end that he hoped no successor of his would 
ever be so harassed. In fact, it was a Conference out for 
action and very impatient of words. There was no window- 


dressing. It was true that Dr. Wand said the main debat. 


must continue till midnight if necessary, but there was no 
chance of its going on till midnight: it finished soon after 
tea-time. 

Long Drawn Out 


Very different it was from the early days—the ancient 
days of National Health Insurance—when it was not un- 
common for these Conferences to sit all round the clock. 
Then, as now, the capitation fee bulked largely, but it was 
not talked of in millions ; rather was it a question of demand- 
ing sixpence on, or, more likely, resisting one-and-sixpence 
being taken off. Yet, listening back, one does not seem to 
remember representatives getting up—although they may 
have done so—and demanding that the question be now 
put, or greeting a new speaker with cries of “ Vote!” or 
moving to proceed to the next business, and no one ever 
got up and called attention to the fact that there was not a 
quorum, because there always was. Indeed, it was not un- 
usual for the proceedings to be varied by the appearance of 
Whitehall at the Connaught Rooms or wherever the Con- 
ference was held. Thus in 1916 Sir John Anderson, then 
the young secretary of the Insurance Commissioners (for 
there was no Ministry of Health at that time), came along 
and was catechized for an hour. In 1923, after the Con- 
ference had talked all day, it packed off half a dozen of 
its members to seek an interview with the Minister of 
Health there and then, and they came back with the usual 
unsatisfactory answer to a Conference still in session until 
nearly midnight. 

History Over Again ? 

Sir Alfred Mond, later Lord Melchett, was the Minister 
of Health on that occasion, and as stubborn as they made 
them. He had threatened to reduce the capitation fee from 
9s. 6d. to 8s., and when the delegates saw him he amended 
the offer to 8s. 6d. for three years or 8s. for five. Such was 
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the bargaining in those days. When the delegates came 
back to the Conference both these offers were refused ; resig- 
nations were called for; 97% were collected, and the 
Minister then amended his offer to 8s. 6d. for five years 
or a Court of Inquiry. The Court of Inquiry was accepted ; 
the resignations were withdrawn, and: the award of the 
Court, thanks to the pleading of Sir Henry Brackenbury, 
was 9s., which was regarded as a great victory, although to 
be sure it was a reduction of sixpence on what the doctors 
were then getting. To-day the representatives would refer 
all that to the General Medical Services Committee and 
catch the evening trains. Is it that practitioners have lost 
their interest in collective affairs ? That would be a sad mis- 
reading of the situation. Rather is it that there has grown 
up a certain impatience with words, a desire to cut the 
cackle. It is true that it is through argument that proper 
action is shaped, but in the case at issue at this last Con- 
ference all the arguments were stated long ago. 


Mixed Metaphor 


A speaker at the Conference : “It is the Minister's ceiling 
that sticks in our throats.” . 


The New “G.M.C.” 


The new Medical Disciplinary Committee, which has now 
got into its stride and disposed of its first big case, is not 
greatly different from the old G.M.C. It is odd at first to 
see only fourteen members sitting where forty sat before, 
half of them sitting, by the way, with their backs to the 
witness box. The usual court procedure is now followed, 
such as the taking of the oath, and the question to the 
defendant, after the facts have been proved against him, 
whether he has anything to say why judgment should not 
be passed according to law. One point of difference is that, 
when the verdict comes to be considered, instead of the 
“jury ” retiring, it is parties and strangers who do so. Yet, 
although the procedure is similar to that of a court of law. 
the statement is still made, wnen certain points arise, “ We 
are not a criminal court,” which is confusing to the unin- 
structed. Certainly the penalties which this body can impose 
are heavier than those within the power of most courts. It 
cannot take away a life, but it can take away a livelihood. 


L.C.C. Fees 


The L.C.C. has been reviewing the remuneration of 
medical practitioners visiting rect:perative holiday homes, 
homes for the aged, and residential establishments for 
children. The remuneration for regular and routine atten- 
dance of practitioners at establishments maintained by local 
authorities may be by annual salary or sessional fee at the 
authority’s discretion. Visiting medical officers under the 
L.C.C. are in most cases paid by salary, and experience has 
shown that the work does not lend itself to sessional pay- 
ment. The council proposes, therefore, to continue to pay 
salaries. The remuneration recommended is based on the 
number of hours a week spent at the establishment on work 
done over and above that carried out under the National 
Health Service, and is to be £75 a year for one hour a week, 
£125 for two hours, and an addition of £50 for each hour 
over two. Before the National Health Service came in, the 
council, in cases where ten or more children were boarded- 
out in one area, had an appointed doctor who made an initial 
statutory examination, gave medical treatment as required, 
and made two examinations each year, for which he was paid 
22s. 6d. a child, plus 7s. 6d. if the child was resident more 
than two miles from his surgery. After the Act came in 
the engagements of appointed doctors lapsed, and foster 
parents were encouraged to place children on the list of the 
family doctor. The agreement now provides for a fee of 
25s. to be paid for the initial medical examination and of 
12s. 6d. for subsequent annual medical examinations, these 
fees to include both examination and report. Lectures by 
practitioners on first-aid, home nursing, and child care and 
hygiene in elementary courses are to be paid at the rate of 


one and a half guineas for an hour, with proportionate 
additional payment for time in excess of one hour. 


Dialogue of Shades 


The Osler Club had a delightful evening when the Vice- 
Chancellor of Cambridge, Dr. S. C. Roberts, gave a talk 
on a bookish and donnish figure, the Rev. James Beresford 
(1764-1840). It was full of those curious observations and 
whimsicalities which would have been so greatly to the 
enjoyment of Osler himself. One little-known passage from 
the writings of Beresford described a dialogue between 
Johnson and Boswell in the other world. The Encyclo- 
paedia Britannica says that Johnson's biographer died in 
1795 “worn out by the violence of his pleasures,” but 
another statement is that he died of over-indulgence in the 
Cornish drink “ Mahogany.” This puzzled Johnson, who 
assumed at first that Boswell had died from a blow on the 
head by a piece of furniture. Boswell explains that 
“ Mahogany” is a composition of gin and treacle, which 
was commended to him by several of his friends. 

Poz: What, Sir, and did you give up the happiness of health 
and the dignity of man to the importunity of fools by swallowing 
a compound that would disgrace the carousals of swine ? 

Boz: Why, Sir, I thought that as each ingredient was good in 
a sober state they could not be bad in union. Gin, they told me, 
was at least wholesome, if not palatable, and what schoolboy, 
they asked, has not licked his lips over a roll with treacle ? 

Poz: Why, Sir, saponaceous substances are wholesome and 
acids are palatable. Would you, therefore, because your friends 
present and explain it, have received into your body a Jixivium 


of soap and vinegar ? 

Boz: You have convinced me in a single sentence that I was 
too easy in my acquiescence. I wish the temptation had but 
occurred during your lifetime. 

Poz: Then, Sir, have you considered the ludicrous pheno- 
menon which the nature of your exit must have introduced into 
the bills of mortality ? 

Boz: Why, no, Sir, I confess I had not seen any particular 

Poz: Why, Sir, in consequence of your preposterous martyrdom 
to this loathsome composition, the weekly catalogue of maladies 
which depopulate the capital had probably run thus: 


Died this week : 


Of consumption .. . 

Of apoplexy ... 

Of fever, etc. ... 

Of excessive ‘* Mahogany ” 1 


The Osler Club had a good evening, fully in accordance 
with its traditions. 








Questions Answered 








Examinations and Textbooks 


Q.—As a junior registrar, am I entitled to claim income- 
tax allowances in respect of examination fees and the pur- 
chase of medical textbooks ? 

A.—The High Court has in several decided cases drawn 
a distinction between expenses incurred “in the perfor- 
mance of the duties ” and those which are incurred in order 
to put the individual concerned into a position in which he 
can perform them. The expenses in question fall under the 
latter category and are not allowable. A further objection - 
is that they are in the nature of an outlay of capital to 
produce future benefit, and for that reason could not legally 
be allowed. 

Fee for Piercing Ears 

Q.—1 have to-day pierced a woman's ears so that she may 
use the appropriate ear-rings. She is on my National Health 
Service list. Am I at liberty to charge a fee ? 

A.—This point was recently referred to the Ministry of. 
Health, and it was agreed that piercing a woman’s ears for 
cosmetic purposes could not be regarded as “ medical treat- 
ment” within the meaning of the Act and its regulations. 
A fee may therefore be charged. 
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Correspondence 








Grading of S.H.M.O.s 


Sir,—In the Supplement of June 23 (p. 257) I note that 
the long-deferred review of the grading of S.H.M.O.s will 
take place at the end of this year and at the latest during 
“the early months of 1952.” This suggests that nearly a 
year may elapse before regrading is completed. 

I do not think that it is adequately realized that there 
are many men in this grade, senior in years and with 
families of public-school age, who for the last three years 
have been struggling desperately to make both ends meet. 
They have been battling on in the hope that before the 
end of this year the regrading would have been completed 
and their salaries adjusted. Many, like myself, have realized 
every available asset. And now, with our capital exhausted 
and overdrafts extended to the limit, we can only hope to 
keep going for a short time longer. 

There are many of us whose appeals will fail, and we 
shall then have to admit defeat, give up our specialties, 
and endeavour to find places in general practice or go 
abroad. We cannot possibly survive the best part of another 
year. 

May I earnestly plead with our representatives to press 
this matter forward urgently and to insist that the regrading 
of S.H.M.O.s must be completed before the end of this 
year ?—I am, etc., 


South Mimms, Middlesex. T. W. STEPHENS. 


No Future 


Sir,—Over the past three years I have tried to find an 
opening in general practice—without success. During this 
time I have held three assistantships, two of which I have 
been obliged to leave after asking for a partnership. 

After qualifying I set myself out deliberately to train for 
G.P. work. I did over two years in a wide variety of house 
jobs, and have had nearly three years in general practice. 
I am now 30 years old, with a wife and child. 

Financially my medical career works out as follows: 


Debit: 








£ 
Parents’ expense in putting me through medical 
school .. - ud r a « Sa 
Price of car (an essential item still being paid off 
on the “ never-never ”’) aa me is 630 
Removal of furniture from job to job... ard 70 
1,900 
Credit: 
Salary for two years in house jobs os ssh 400 
Salary for three years in G.P. 2 - .. 2,200 
2,600 


Thus I find that by the age of 30 my medical skill and 
knowledge have earned me exactly £700. I have applied for 
no fewer than 22 practice vacancies without result. I have 
quite lost count of the phone calls I have made and letters I 
have written after “ assistantships with view,” but I can list 
18 doctors whom I have interviewed in various parts of the 
country, involving myself in a total of 3,140 miles of travel- 
ling. For all these openings there were dozens of applicants. 
I was successful in getting only one of these jobs, and it 
turned out a dismal failure. 

What is wrong? Now I have quite a good record, varied 
and useful experience, and good references. I am not 


repulsive to look at, and if I have an offensive odour at least 
my friends have never told me. To what, then, can one 
attribute this despair-provoking lack of success ? 

It is, of course, largely a question of the size of the pool. 
There is not enough money for us. (There is, however. 
enough money to pay 40 extra pen-pushing clerks at the local 
hospital management committee.) “The G.P. is not being 


paid for what he does” is the cry. Now that sounds very 
funny to us £700 to £800 per annum boys with no security 
and no future, doing half the work and more of practices 
with incomes of £4,000 to £5,000. 

The B.M.A., to which we pay an ill-spared 6s. 6d. per 
month, is not really interested in us. An assistant group of 
under 2,000 cannot stand up to a pressure group of 19,000 
principals, and thus we see in the British Medical Journal 
such suggestions as that the £2m. offered by the Ministry for 
G.P. remuneration would be swallowed up in correcting for 
practice expenses. Note the Journal does not suggest that 
some of it could be used to alleviate the lot of those of us 
who, like us, have not bought any clothes for over a year, 
have not had a drink for over a year, and who have now 
had to give up smoking in order to make ends meet. 

At least the Socialist Govern:nent has at last, judging from 
the Minister’s letter, realized our plight, even if the B.M.A. 
has not. 

Older doctors tell me of their early struggles. At least 
they had the privilege of being allowed to go into debt and 
then working towards a sure goal. They did not have the 
poor living standards, housing difficulties, and intense 
competition for openings with lack of choice that we have. 
If they are now feeling the pinch, have they any conception 
of what we are feeling ? One has only to look through the 
Journal assistantship advertisements to see plenty of well- 
trained men with family responsibilities looking for openings. 

For myself I would leave medicine altogether, but of 
course I have no capital and no training for any other job, 
and must keep up an income and a home for my family. 
I can neither get on nor get out, and remain 

STUCK IN THE MupD. 


Home Maternity Services 


Sir,—Can nothing be done to restore to some degree of 
sanity the domiciliary maternity service as it exists at 
present ? After a suitable flourish of trumpets around July, 
1948, and some months’ delay, in time certain general prac- 
tit. ners became “approved” by their executive councils 
and allowed to undertake domiciliary midwifery cases. 
Almost at the same time it became apparent that the county 
council midwife was to be the key person for domiciliary 
cases. She was to undertake the normal midwifery, and 
everybody concerned hoped that the G.P. would display his 
usual courtesy and tact and give her every facility and of 
course send her all his cases. Many eminent authorities 
stated that in their opinion the G.P. was not fitted to 
undertake midwifery and they condemned (rightly) the 
“‘ occasicnal ” obstetrician. 

The result—in London at any rate—is ludicrous. The 
mother who books a midwife attends for her antenatal 
examinations at a local clinic where the doctor in charge is 
a specialist in public health—a doctor who undertakes no 
practical midwifery, one who never sees his patients during 
their labours, and one who, although holding diplomas in 
sanitary science or public health, may not have had any 
postgraduate experience in midwifery whatsoever. 

Now, should the mother develop some abnormality during 
her labour, the midwife, duty bound by the rules of the 
C.M.B., must send for medical aid—from the “ approved” 
G.P. He, although deemed unfitted for normal midwifery, 
must perforce deal with the abnormal. 

Should a G.P. be still determined, despite opposition, to 
book a normal case, conducting his own antenatal examina- 
tions, etc., he immediately comes under pressure to fill in 
quite a complicated form so that the midwife receives all 
clinical data about the patient. But he, poor chap, has no 
courtesies paid to him ; he cannot even obtain routine blood 
W.R., Rh-factor determination, or straight radiograph of his 
patient. It is true, in some areas, that he may come to some 
arrangement with his local hospital and obtain these under 
the counter, so to speak, but there is no actual provision 
made for these to be done when required. 

If the G.P. undertakes the whole case he is paid by the 
executive council ; if he attends a case at the request of a 
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midwife he is paid by the county council and at a different 
rate. If he is called to a case that needs a blood transfusion, 
he sends for an emergency squad provided and paid for by 
the regional board: three different executive bodies—fine 
evidence of careful planning. 

Under such conditions it is obvious that there are no 
facilities to help the G.P. obstetrician become efficient, nor is 
there evidence of the desire of any competent authority to 
do so either. Yet, the strangest irony of it all, without the 
G.P. the scheme as it stands now would fall down, for in 
tne abnormal case the midwife will have only two courses 
left: (a) send the case to hospital; (b) call a specialist 
obstetrician to her case. In case (a) the hospital bed state 
is bad enough without this impossible burden, and in case 
(b) the specialist would just not be available. 

It is my personal opinion that there must be a place for the 
G.P. in domiciliary midwifery provided that he, on his part, 
takes the necessary steps to keep in practice and up to date 
and that he works in harmony and team-work with the 
midwife. To make such an affair practicable I would 
suggest that an area should have a quota of G.P. obstetri- 
cians—men who have had special postgraduate experience 
and who attend suitable and properly organized refresher 
courses each year. These G.P.s should run their own ante- 
natal clinics in conjunction with the midwives and in close 
harmony with the local hospital responsible for obstetric 
cases in the area. The consultant obstetrician at this hospital 
could be responsible for the supervision of the area and for 
advice when needed. The remuneration of such G.P.s should 
be sufficient to allow them to cut down their N.HLS. list 
by half so-as to allow them the necessary time. 

Without such a scheme the muddle will go on. The stan- 
dard of midwifery among G.P.s will remain static, and I 
venture to suggest that the present maternal and infant 
mortality rates will not be reduced. Surely after three years 
of a national health service somebody should try to 
organize a proper, wise, and co-ordinated domiciliary 
midwifery service.—I am, etc., 


London, S.W.11. IAN SAMUEL. 


Unnecessary Documentation 


Sir,—In order to save a general practitioner’s time (since 
few of us can afford a secretary) in unnecessary documenta- 
tion I make the following practicable suggestions. 

(1) Abolish the identity number from the temporary 
resident form. A ridiculous and irritating waste of time is 
caused while a visitor hunts through handbags, wallets, etc., 
to find a ration book or identity card. I really cannot believe 
that this number is necessary in medical documentation at 
all. All my medical record envelopes have the identity 
number inscribed (sometimes quite illegibly), but only about 
10% have the patient’s date of birth completed. 

(2) What possible sensible reason can there be for filling 
up a continuation card (E.C. 7 or 8) on behalf of a visitor? 
In theory these go to the executive council, which shuffles 
and deals them to other executive councils, which re-shuffle 
and re-deal them back to the patient’s own doctor. Since 
Government departments are involved, there is an inevitable 
time lag in these processes. Recently I had one arrive in 
winter months with “ Sunburn—calamine ” inscribed thereon 
and dated three months previously. 

As I have only had about six of these cards in all over the 
last two years, I assume that most doctors have taken this 
matter into their own hands and do the sensible thing— 
namely, in the rare cases where something happens to a 
patient on holiday which the home doctor should know 
about, they write direct to that doctor and post the letter or 
give it to the patient to bring. It is equally foolish to inform 
the patient’s own doctor of some trivial ailment as it is to 
inform him of some serious ailment weeks too late. 

(3) Why on earth do we have to put on National Insurance 
certificates the nature of the disease ? Is it not enough that 
a doctor certifies the patient unable to work ? The confiden- 
tial aspect of the nature of the illness is also a very relevant 


point. What possible good can such information provide ? 
Surely none of our medical statisticians are analysing these 
countless certificates, for such work is patently an utter waste 
of time. Only the first certificate would be valid for such 
an analysis, and the diagnosis must often then be uncertain. 
Subsequent intermediate certificates must vary throughout a 
disease, either because of the evolution of the diagnosis or 
because a doctor cannot remember how on earth he worded 
it last time. 

One of my “ first” certificates of “ malaise” was misread 
by a locumtenent who was taking over for my holiday, with 
the result that the intermediates during my absence were 
styled “ malaria.” This seemed to produce no comments, not 
even, I fear, a smile, from the authorities. I trust this 
error has not caused any confusion among any vital 
statisticians.—I am, etc., 


Littlestone, Kent. P. M. VICARY. 


Shameful Injustice 


Sir,—Under this heading you print a letter from Dr. H. R. 
Cline (Supplement, June 30, p. 301). -I suffered a similar 
injustice during the recent ‘flu epidemic, when, owing to 
working 12 to 14 hours a day, I could not deal with accounts 
as regularly as is my custom. I sent in a claim for atten- 
dance at a maternity case, but it was nine days over three 
months, so was refused. 

Now is it right to call it a claim? It is a statement of 
account for services rendered. What would a tradesman 
say if I declined payment for work done because he sent in 
his account after more than three months ?_ I should quickly 
get a solicitor’s letter. 

In the following instance the boot is on the other foot. 
The executive council propose to mulct me of 5s. 10d. for 
prescribing “ bemax” for a patient who died shortly after- 
wards. Their notice is dated exactly one year after my 
prescription. Even if I so wished, I cannot refuse payment, 
as they are my creditors and can deduct it from my 
remuneration. But surely what is sauce for the goose (that’s 
me) should be sauce for the gander.—I am, etc., 


Liverpool. F. R. CRADDOCK. 


Mileage Payments 


Sir,—The economics of the mileage payments are puzz- 
ling. During 1950-1 I was paid £219 17s. gross as mileage. 
My practice is semi-rural. Superannuation was deducted 
during part of the year on 65% of this and during the 
remainder on 50%, implying that these proportions 
represented profit. 

To keep two old cars on the road has cost me £415 during 
the same period, so that I have in fact sustained a loss of 
£196. 

Other men’s experiences might be interesting. It is 
probable that with an 8-h.p. post-war car one could con- 
scientiously visit one’s country patients without sustaining a 
loss, but I do not think that £219 would leave one with a 
profit of £107 10s.—I am, etc., 


Launceston, Cornwall. 


DONALD M. O’CONNOR. 


POINTS FROM LETTERS 


Unofficial Strike 

Dr. J. Hitton (Fareham, Hants) writes: The British Medical 
Association has been negotiating with Ministers of Health for 
the past three years: result—verbiage. Could we not try an 
unofficial strike while our leaders enjoy themselves being states- 
men? One never knows, it might be more effective. 


Too Many Certificates 


Dr. L. H. Eunson (Tipton, Staffordshire) writes: The contempt 
with which the G.P. is held is due to his readiness to dish out a 
doctor’s note for one shilling for any circumstance. I have 
been disagreeing with you on this point and telling you about 
same for the last 25 years, and you are no nearer to it yet. 
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H.M. Forces Appointments 








TERRITORIAL ARMY 
Royat Army Mepicat Corps 


Lieutenant-Colonels W. H. Wolstenholme, O.B.E.. T.D., and 
W. E. Tucker, M.B.E., have been granted the acting rank of 
Colonel. 

Major A. G. Flemming, O.B.E.. has been granted the acting 
rank of Colonel. 

Majors J. S. H. Wade, M.C., F. C. Rodger, and I. C. A. D. P. 
Graham, T.D., have been granted the acting rank of Lieutenant- 
—— 

Major (Honorary Lieutenant-Co!onel) J. Duguid, R.A.R.O., 
be Major. 

Major S. Griffin has relinquished his commission, retaining the 
rank of Major. 

Captains (acting Majors) C. T. A. Burgess, O.B.E., S. R. F. 
Whittaker, E. J. Ewell, and H. G. Floyd to be Majors. 

Captains C. C. Wright, J. S. B. Mackay, G. H. Sanderson, 

. N. Craig, J. H. Stranger, J. P. Senior, and W. J. Atkinson to 
be Majors. P 

Captains A. G. H. Clay, J. A. Ward, and R. Lamb to be 
acting Majors. 

Lieutenant C. O. Carter to be Captain, and has been granted 
the acting rank of Major. 


TERR'TORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MEDICAL Corps 


Colonel G. D. Kersley, T.D., from —. List, to be Colonel. 

Lieutenant-Colonels F. ‘ Bettley, toh. J. Maciver, P. G. 
McGrath, T. D. Pratt, R. A. Read, T.D.. A N. Rudd, T.D., 
J. A. Perpoli, M.C., ar W. A. Law, O.BE., from Active List. 
to be Lieutenant-Colonels. 

Lieutenant-Colonel G. L. Malcolm-Smith, T.D., having attained 
the age limit of liability to recall, has ceased to belong to the 
T.A.R.O. 

Majors (Honorary Lieutenant-Colonels) C. E. Unsworth, D. 
Thomson, J. C. Sinclair, J. M. Tait, and D. Campbell have ceased 
to belong to the T.A.R.O. 

Majors (Honorary Lieutenant-Colonels) E. G. R. Grant, T.D., 
C. Adamson, and E. H. Marsha!!, D.S.O., T.D., having attained 
ah gee of liability to recali, have ceased to belong to the 

Majors (Honorary Lieutenant-Colonels) R. W. Power, T.D., 
and R. G. Morrison, T.D., having exceeded the age limit of 
liability to recall, have ceased to belong to the T.A.R.O. 

Majors W. G. Love. T.D., and R. S. Taylor, O.B.E., T.D., from 
Active List, to be Majors, and have been granted the honorary 
rank of Lieutenant-Colonel. 

Majors E. S. Kirkhouse, T.D., G. E. W. Wolstenholme, O.B.E., 
J. R. Hamerton, T.D., J. E. Wells, J. McM. Macfie, C. C. Wright, 
and A. J. Daly, from Active List. to be Majors. 

Captains (Honorary Majors) E. C. Ostler and R. A. E. 
Hammond have ceased to belong tq the T.A.R.O. 

Captain (acting Major) T. E. Jones-Davies, from Active List, to 
be Captain, and has been granted the honorary rank of 
Lieutenant-Colonel. 

Captain (acting Major) A. S. Barling, from Active List, to be 
Captain, and has been granted the honorary rank of Major. 


REGULAR ARMY: EMERGENCY COMMISSIONS 
Roya ArMy MEDICAL Corps 


Captain K. Damodaran has relinquished his commission, and 
has been granted the honorary rank of Major. 

Lieutenant (War Substantive Captain) S.L. Mitra has relin- 
quished his commission and has been granted the honorary rank 


of Major. 
COLONIAL MEDICAL SERVICE 


The ea YD: appointments have been announced: N. R. 
Gupta, L.R.F.P.S.Glas., B. Kersham, M.B., B.S., and 
Mohamed Mazhar, M.B., B.S., D.T.M., Medical Officers, Aden; 
R. K. Richardson, L.R.F.P.S.Glas., and Mrs. D. M. Landreth- 
Smith, L.R.C. P.&S. Ed., Medical Officers, Grade “ B.” Trinidad ; 
J. Taylor, M.B.. D.P.H., D.T.M.&H.. Senior Medical Officer, 
Seychelles; W. ‘A. L. Tucker, F.R.C.S., D.T.M.&H., Surgeon 
Specialist, Aden: A. A. Alderdice, M.B., BS., M.R.C.P., Medical 
Superintendent, Mulago Hospital, Uganda; me. €. Armstrong. 
M.B., B.A.O., D.P.H., Assistant erTd of Medical Services. 
Gold Coast; J. S. Meredith, M.B.. M.R.C.P., Medical Specialist, 
Tanganyika; D. W. Beckett, M.B.. Medical Officer, Zanzibar : 
J. E. Holgate, M.R.C.S., and. A. Chrzaszcz, M.B., Medical 
officers, Nigeria; H EE. Brawn, M.R.C.S., Medical Officer 
(temporary). Pathology, . a A. Currie, M.B., Temporary 
Medical Officer, Nigeria ; M. Daly, M.B., B.A.O.. Medical 
Officer, General Hospital, "thickelen: Miss E. M. Doherty, 
L.R.C.P.&S.1., Lady Medical Officer, Nigeria; D. S. Gideon, 
M.R.CS., D.L.O., Medical Superintendent (temporary), 
Barbados; R. C. Nauth-Misir, M.B., Medical Officer, British 


Guiana, 


B.M.A. LIBRARY 


The following books have been added to the Library: 


Alexander, D. D.: Arthritis and Common Sense. 1950. 

American Cancer ‘Society : Collected Reprints, 1946-7. 1951. 

Andersson, I.: Introduction to Sweden. 1950. 

Babkin, B. P.: Pavlov: a Biography. 1951. 

Baron, A. L.: Handbook of Antibiotics. 1950. 

Bartlett, Sir F.: The Mind at Work and Play. 1951. 

Berman, C. Primary Carcinoma of the Liver. 1951. 

Berry, H.: Me Relating to Mental Treatment and the Health 
Service. 1951. 

Blair, V. P., and Ivy. R. H.: Essentials of Oral Surgery: Fourth 
edition. 1951. ; é 

© Bleuler, E.: Dementia Praecox or the Group of Schizophrenias. 


Brierley, M.: Wy are in Psycho-analysis. 1951. 

Brocklehurst, J. 1 ey. in Old People. 1951. 

Collis, A. T., dad Poole, V E.: These Our Children: An Account 
of the Home Life and Social ee of Children in an 
Industrial Slum District. 1950 : 

Color Atlas of Pathology: Prepared under the auspices of the 
U.S. Naval Medical School. 1951. ’ 
Davenport, H. W.: The ABC of Acid-base Chemistry. Third 

edition. 1950. 

De Allende, I. L. C. and Orias, O.: Cytology of the Human 
Vagina. 1950. 

Diethelm, O.: Treatment in Psychiatry. Second edition. 1950. 

Elgood, C.: Medical History of Persia and the Eastern oe 
from me. —. Times Until the Year a.p, 1932. 1950. 

Emmens, C. (Editor): Hormone Assay. 1950. 

Evaluation of intvatial Disability. 1950. 

Farber, S. M.. et al.: Cytologic Diseases of Lung Cancer. 1950. 

Fuchs, A.: Diseases of the Fundus Oculi: With-Atlas First 
English edition. 1951]. 

Garner, J. F.: An ABC of Public Health Law. 1951. 

Graubard, D. J., and Peterson, M. C.: Clinical Uses of Intra- 
venous Prucaine. 1951. 

Greenblatt, M., Arnot, R., and Solomon. H. C. (Editors): Studies 
in Lobotomy. 1951. 

Hargrave, J.: The “¥* aot Soul of Paracelsus. 1951. 

Harvey, W. C., and Hill. H.: Milk: Production and Control. 
Third edition. 1951. 

a. H.: Physiotherapy in Obstetrics and Gynaecology. 

Herms, W. B.: Medical Entomology. Fourth edition. 1950. 

Hoch, P. H., and Zubin, J. (Editors): Anxiety. 1950 

Jones, A. M.: Heart Disease in Pregnancy. 1951. 

Khorozian, K. G.: The Microkaryocytes, the Fourth Corpuscles 
and their Functions. 1951. 

Kidd, J. G. (Editor): Pathogenesis and Pathology of Viral 
Diseases. 1950. 

Learmonth, Sir J.: Contribution of Surgery to Preventive 
Medicine. 1951. 

Loose. H. S., et al.: Anopheles and Malaria in the Near East. 

Lorand, S.: Clinical Studies in Psychoanalysis. 1950. 

Marple, C. D., and Wright, I. S.: Thromboembolic Conditions 
and their Treatment with Anticoagulants. 1950. 

Marvin, H. M., et al.: You and Your Heart: A Clinic for Lay- 
men on the Heart and Circulation. 1950. 

Mouriquand, G., and Savoye, J.: Pneumonie et Pneumopathies 
Aigués de l’Enfant. 1950. 

Neame, H., and Williamson-Noble, F. A.: Handbook of 
Ophthalmology. Seventh edition. 1951. 

— L.: Tropical Nutrition and Dietetics. Third edition. 


Royal Northern Operative Surgery. Second edition. 1951. 

Smith, K. M.: Introduction to the Study of Viruses. 1950. 

Swedish Institute: Public Health and Medicine in Sweden. 1950. 

Tassman, I. S.: The Eye Manifestations of Internal Diseases 
(Medical Ophthalmology). Third edition. 1951. 

—— A.: Tuberculosis and other Problems of Pediatrics. 
1950. 

Zorn, B.: Die Pathogenese des rheumatischen Syndroms im 
Lichte der Nebennicrenrindenhormone. 195 





The Minister of Health and Secretary of State for Scotland 
have issued a Statutory Instrument (No. 1200, 1951) under the 
Monopolies and Restrictive Practices (Dental Goods) Order, 1951. 
which comes into operation on July 30. The new Order renders 
unlawful certain kinds of agreement, which may be described 
broadly as those relating to the collective enforcement of resale 
prices in respect of dental goods, and those the effect of which 
is to restrict the number of persons carrying on business as 
suppliers of dentak goods. The Order leaves untouched the right 
of an individual to fix and maintain retail prices in respect of 
goods which he supplies. 
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Association Notices 





SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 
is established by the Association for the promotion of 
systematic observation, research, and record in general prac- 
tice. The competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the .regulations governing 
the awards: 

1. The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Clinical Prize, wili be awarded for 
the second best essay submitted. 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on_ previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.), not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere will not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinper in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a sealed envelope, enclosing the candidate’s name 
and address, firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Association. 

11. Inquiries relative to the prizes should be addressed to the 
Secretary. ' 


NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical. Association is prepared 
to consider the award of the Nathaniel Bishop Harman 
Prize in the year 1952. The value of the Prize is approxi- 
mately £100. The purpose of the Prize is the promotion of 
systematic observation and research among consultant mem- 
bers of the staffs of hospitals who are not attached to recog- 
nized medical schools. It will be awarded for the best Essay 
submitted in open competition. The work submitted must 
include personal observations and experiences collected by 
the candidate in the course of his practice. A high order 
of excellence will be required. -. No study or essay that has 
previously been published in the medical press or elsewhere 


will be considered eligible for the prize. Any registered. 


medical practitioner who is a consultant member of the staff 
or senior hospital medical officer of a hospital in Great 
Britain or Northern Ireland and who is not a member of the 


staff of a recognized undergraduate or postgraduate medical 
school is eligible to compete. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of his essay, the decision of the Council shall be final. 

Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the Prize will not be awarded 
in 1952, but will be offered again the year next following 
this decision, and in this event the money value of the Prize 
on the occasion in question shall be such proportion of the 
accumulated income as the Council shall determine. 

The writer of the prize-winning essay may be required to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section 
of the Annual Meeting of the Association. Each essay must 
be typewritten or -printed in the English language and must be 
distinguished by a title and a motto. The essay must not bear 
the name of the writer, which should be sent with the essay in 
a sealed envelope bearing only the motto on the outside. It 


‘is suggested that essays should consist of from 3,000 to 10,000 


words. The title of the proposed essay and the motto should 
be notified in writing to the Secretary by December 1, 1951, and 
a form for this purpose can be obtained from the Secretary. 
Essays must reach the Secretary, British .Medical Association 
House, Tavistock Square, London, W.C.1, not later than March 
31, 1952. Inquiries relative to the prize should be addressed to 


the Secretary. 
MIDDLEMORE PRIZE 


The Middlemore Prize, which consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic medi- 
cine or surgery. The Council of the British Medical 
As:ociation is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “ The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” ; 

Essays submitted in competition must reach the Secre- 
tary, British Medical Association, British Medical Associa- 
tion House, Tavistock Square, London, W.C.1, on or before 
December 31, 1951. Each essay must be signed with a 
motto and must be accompanied by a sealed envelope 
marked on the outside with the motto and containing the 
name and address of the author. In the event of no essay 
being of sufficient merit, the prize will not be awarded in 
1952. 





Diary of Central Meetings 
AUGUST 


2 Thurs. Subcommittee on Maladjusted Children, Psycho- 
logical Medicine Group Committee, 2 p.m 


28 Tues. Central Ethical Committee, 2 p.m. 


SEPTEMBER 
26 Wed. Special Meeting of Council, 10 a.m. 


Branch and Division Meetings to be Held 


FincHLeY Diviston.—At Finchley Memoria! Hospital, London, 
N., Friday, July 27, 8.45 p.m, annual general meeting. 

Wootwicu Division.—At Shakespeare Hotel, Powis Street. 
Woolwich, S.E., Friday, July 27, 12.45 p.m., special meeting 


Meetings of Branches and Divisions 


HonG Konc BRANCH 

The Hong Kong Branch now has over 200 members. This year 
the Branch has offered a prize of $300 to fifth- and final-year 
medical students in Hong Kong for the best essay on the subject: 
“The Future Shape of Medical Services in Hong Kong.” The 
books of the Branch have now been deposited with the University 
of Hong Kong, where they are to be housed in future. The 
Branch has made a protest against the passing of the Medical 
Act, 1950, on the grounds that it conflicts with assurances given 
by the Government that. doctors who are not normally registrable 
but who were map I registered and serving in Government 
posts in the Colony would not later be allowed registration. 

The annual dance of the Branch was well attended. 
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PITFALLS OF PLANNING* 


BY 


A. LAWRENCE ABEL, MLS., F.R.C.S 


As we enter upon the fourth year of the National Health 
Service it may not be amiss to pause for a few moments 
and ask ourselves if all is well with the medical care 
of the sick and the provisions for the health of the 50 
million people who inhabit these islands. In this con- 
nexion I suggest that we look at the plans which we, 
as a profession, have put forward during the last 40 
years, and compare them with the plans which the 
politicians have put into effect. 

If we are to believe the many expressions of opinion 
that the working out of these plans has not been all 
that could be desired, we would do well to ask what 
have been the pitfalls and difficulties and how they can 
be put right. 

As far back as 1909 the Annual Representative Meet- 
ing evolved “ A Scheme for a Public Medical Service,” 
and the following year approved an interim report, 
which included a draft scheme for the promotion of 
a national provident medical service. In 1911 Mr. Lloyd 
George introduced the National Health Insurance Bill, 
which led to the provision of a General Practitioner 
Service for the care of sick workers up to a certain 
income level. No hospital service was provided for 
those workers, nor were their dependants or workers 
of higher income levels provided for In 1919 the 
Ministry of Health was set up by Act of Parliament. 


Early B.M.A. Plans 


In the years between the wars the British Medical 
Association and others published more plans for an 
improvement in the medical services for the nation: 
as long ago as 1920 the Scottish. Board of Health 


*Presidential address given before the Metropolitan Counties 
Branch on July 10. 








expressed the view that the organization of national 
health service should be based on the family and on 
the family doctor ; that “ the first essential is not institu- 
tional but personal service.” The B.M.A. Voluntary 
Hospital Committee in 1921 suggested the regionaliza- 
tion. of hospitals and that advisory—not autocratic— 
bodies should be set up to correlate the work in each 
region and of all regions. The B.M.A. published “ An 
Outline of a National Maternity Service” in 1929, and 
in 1936 “A General Medical Service for the Nation.” 
Some of the statements made in the latter, 21 years ago, 
are worthy of recollection. 

“ The relations between doctor and patient are so intimate 
that both doctor and patient rightly resent any outside inter- 
ference. Such interference is bad for the doctor, and worse 
for the patient. It is bad for the doctor because his whole 
training, and the traditions of his profession, tend to foster 
the idea of personal responsibility, and this can be under- 
mined only at the risk of rendering the doctor less efficient. 
It is worse for the patient because he is a sick person, whose 
cure depends very largely on complete confidence in the 
doctor, and this confidence is built up to a great extent on 
psychological factors which are disturbed by the intrusion of 
outside agencies. The Association pleads on behalf of the 
poorer sections of the community that they should have the 
same consideration in this matter as is demanded as a matter 
of course by the more wealthy sections of the community. 
There is no more reason why any third party should come 
between the patient and his medical adviser than between the 
individual and his spiritual adviser.” 

Another statement was, “ The patient should be able 
to feel that the doctor is his doctor, acting whole- 
heartedly and independently on his behalf.” This is of 
especial interest to-day, when there is a threat to make 
the doctors’ remuneration dependent upon economy in 
prescribing 

Similarly, with reference to political interference we 
said: ‘“ Experience in other countries shows the danger 
of outside interference taking a political form In some 
European countries it is not unknown for the selection 
of doctors to be governed by political reasons and for 
the system to be made the play of party politics. In 
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this country such a tendency is not known, and would 
be fought, as abhorrent to every professional ideal and 
contrary to the interests of the community.” 

The same report, in comparing the National Health 
Insurance with other European systems, maintained that 
in many ways it was a superior and certainly a more 
contented service, because “the management and con- 
trol of the professional side of the work and the disci- 
plining of doctors have been entrusted to the profession 
itself.” It emphasizes that in order to secure an efficient 
service the profession should “exercise collective 
responsibility ~ 

Attention was called to the tendency for a doctor 
employed under a system to be regarded as the “ official 
doctor,” resulting in a sharp distinction between those 
doctors in the system and those who remained in pr’. ate 
practice, with the inevitable tendency of the well-ic do 
and of the more independent-minded members ot the 
working classes to avoid the official doctor. 

The same plan also stressed that “the desire of even 
poor people to provide for thems- is a deeply rooted 
and laudable instinct which shou: always be encour- 
aged” To-day this is not only being discouraged, it is 
being completely destroyed. 

The need for liaison between general practitioners and 
consultants was also realized at that time, as the report 
says: “It is essential to increasing efficiency that as 
many doctors as possible should be able to take part 
in hospital work, and should be encouraged to do so. 
This would widen their experience and knowledge, and 
would bring them into closer contact with their 
colleagues. They would learn from each other. They 
would be stimulated by the sense of fellowship in a 
common purpose, and the benefits thus obtained would 
be passed on to their patients.” 


In 1936 “ The Hospital Policy of the Association * 


was published. It lays down as fundamental that there 
should be accommodation in all districts for the treat- 
ment of patients by general practitioners ; that the medi- 
cal staffing should ‘be such as meets with the considered 
approval of the profession, and that, so far as is possible, 
ali the hospitals should be available for purposes of 
medical education. In contradistinction to this, there 
are to-day so many blots on the copybook as to ‘be too 
numerous to mention, but the burnt-offering on the altar 
of impersonal centralized control which, most stinks to 
high heaven ‘is the Kingston Victoria Hospital. 

From 1931 to 1941 we published plans of “ The Prob- 
lem of the Out-patient,” a revision of the “ General 
Medical Service for the Nation,” and dealt with 
“Industrial Health in Factories.” In June, 1941, the 
draft interim report of our Medical Planning Commis- 
sion was published, and a tragedy occurred during those 
difficult days of the war in that no final report ever 
saw the light of day and, that ‘e Association had 
therefore no yardstick of its own definitive scheme 
permanently available. 


The Cold Hand of Bureaucracy 


The Association has called attention for many years 
to the undesirability of direct Government control in 
so personal a service as medicine. It has expressed the 
view that the intrusion of politics and the “.cold hand ” 
of bureapcratic control might be disastrous and inimical 
to the wise and humane administration of a personal 
service. 


Through all these schemes and p!ans emphasis was 
continually laid on the need for the medical services to 
be evolved gradually, step by step, “by adaptation, 
augmentation, and re-orientation of existing services,” 
and for improvements to be brought in by evolution and 
not by revolution. 

I have said enough to show that up to the middle of 
the last war it was in the main we ourselves who made 
the plans ; indeed, one might wonder if we ourselves 
have not been guilty of too much planning. However, 
few, if any, outside the profession took any notice. 

It was only during and since the last war that the 
various Governments began to formulate bigger and 
bigger plans, entailing greater and greater control of 
the medical services and of the medical personnel of 
the nation. As these plans are so well known to all of 
us a detailed statement of them is unnecessary. 

We can pass on to ask ourselves, What are the differ- 
ences between the evolutionary ideas of our own pro- 
fession and the plans forced down our throats by the 
politicians ? 

First, the difference between the politicians’ and the 
profession’s planning has been that the politicians 
demanded a medical Utopia overnight. Before the 
advent of the National Health Service the profession 
was doing its best, and better than many other countries 
in the world, to meet the major needs of the population 
with the resources it had. It never claimed to do the 
impossible. No one can provide Utopia overnight. The 
politicians guaranteed to provide anything and every- 
thing for anybody and everybody. They promised the 
earth, and cannot deliver it. Now that they have proved 
that they are unable to give what they said they would, 
their policy has failed. 

Secondly, I must remind you of some points in the 
philosophy of the “welfare state ~ which have been 
incorporated in the planning of the N.H:S. 

In the first place we must recognize that all politicians, 
of whatever shade of opinion, have promised “ free ~ 
medical care for the whole nation. They took expert 
advice on what a comprehensive service would cost, and 
that advice, not obtained through this Association, was 
£200m. a year. We know that last year the cost of the 
Service approached £500m., so “free” medical treat- 
ment has become one of the most expensive items, of 
the Budget and a source of jeopardy to the national 
economy. It has meant that the medical services, which 
were working very well before, now cost infinitely more, 
and that the plans have gone seriously wrong. Even 
to-day, after three years of the N.H.S., many people 
do not realize that their medical care is costing them 
far more than it did before. They do not realize that 
the Service is only “ free-at-the-time,” and they think 
that someone else is paying for it. And many of them 
think that the whole of their insurance contribution is 
going towards the Health Service, whereas, in fact, the 
amount so going is only about 10d. a week. Less than 
10% of the cost of the Service is borne by this part of 
the contributions ; over 90% of the cost is borne by 
the taxpayer. This means that the sense of personal 
responsibility is being whittled away—a most: serious 
thing for the spiritual and moral fibre of any 
nation. 

A second principle of the welfare state is that those 
in authority do not trust anyone to spend his own 
money. They therefore collect all, or nearly all of it, 
and spend it for him. This takes away from the 
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individual a very large proportion of responsibility for 
what he does for himself. It is even almost impossible 
for him—until it is too late—to find out how his money 
is being spent. So he has lost his freedom of action, 
and has become a veritable slave of the bureaucrecy. 

This brings me to a third principle of the sc -zalled 
welfare state—the need for control. I do not need to 
stress the hundred and one ways in which our lives— 
as well as our money—are to-day controlled. I do not 
deny that a measure of control is desirable and neces- 
sary. In fact, our profession during the working of 
the N.H.I. recognized this need, and showed that we 
are not only prepared but anxious to control ourselves. 
We have shown ourselves to be thoroughly capable in 
this matter, and it has been done and done well, with 
such little interference from the authorities that har- 
mony and happiness existed. How did this state of 
affairs come about ? Because all interested parties were 
democratically represented on the bodies which exercised 
control. Because control was not carried out just at the 
whim of any political party. Because no regulation was 
made without their own full agreement. Because in the 
main they were treated with fairness and equity. Because 
they could resign at any moment, and still find plenty 
of other work to do. Because the vast majority of the 
doctors were fulfilling a vocation and were jealous of 
their good name, their reputation, and the high age-old 
traditions of their calling. Because they themselves in 
a fully democratic fashion were controlling themselves, 
and never felt that a bureaucracy or a political party 
was Ordering them about. 

In contradistinction to being made to feel that we are 
partners and free labourers in the service of the sick, 
we are made to feel servile and controlled. 


Promise and Fulfilment 


We may now, I think, consider what improvements 
on the one hand, and what pitfalls and difficulties on the 
other, have arisen as a result of the planning. 

Every person, whether British or a foreign national in 
this country, has the right to the services of a family 
doctor, and that service is “ free-at-the-time.” A very 
large proportion of the public favour this system. There 
is little doubt, however, that there is much thoughtless- 
ness and imprudent greed in the use of the Service. 
Many are stupid enough to ‘believe that because they 
pay nothing at the time they are getting something free. 
The scramble for the material benefits of the Service 
is partly responsible for the increased costs. 

We are anxious to see that the public receive that 
intangible thing good medical care—which means early 
diagnosis and early and good treatment—and that they 
should not lose this birthright for a mess of pottage. 

The Exchequer has at last realized that this country 
cannot afford to make available the unbridled use of 
such an essential service. 

Another good thing which the plans were intended to 
bring about was that the doctors would have more time 
for the care of the health, in addition to the illnesses, of 
the people. It was hoped that the removal of a financial 
barrier would enable the doctor to see patients earlier 
in the course of their illness, and would bring him into 
more intimate touch with the normal and near normal. 
If, however, he is overworked, and required to carry out 
much non-clinical work in the way of certificates and 
form-filling, and if there are seldom opportunities for 


indulging in the real work for which he was trained, his 
clinical excellence will suffer. If, owing to a propor- 
tion of his time being taken in non-important matters, 
his day’s work is disorganized, then those who are really 
ill cannot be attended to. The plans envisaged that the 
doctor would’ be happy and not frustrated in his work, 
but in many instances this dces not obtain. The plans 
were meant to make it more easy for a young doctor 
to get into practice, and give him an easier time once 


he is established. In many cases this is not so. The - 


planners promised that they would carry out the recom- 
mendation of the Spens reports, and that the doctors 
should be able to earn in the Service the same (or 
greater) financial reward as they did before, with pre- 
war values translated to the present day. All know 
what has happened to that plan. The plans included 
ample facilities both for postgraduate study and for 
relaxation, but in many instances this has not come 
about. 
The Hospital Service 


With regard to the hospital service, the repeated 
suggestions of the profession that hospitals should ‘be 
grouped have been adopted. The regionalization of 
hospitals is an economy of man-power, and means 
better experience for the specialist, who therefore gives 
the patient the benefit of a better opinion, and ensures 
better care for the patient. At least, that is what the 
plans promised. Does it always come about ? 

The State has assumed financial responsibility for see 
ing that hospital beds are where they are needed and 
that they.are properly equipped. We have pressed for 
something like this for many years, and it is what the 
politicians guaranteed. But those of you who have had 
experience of bureaucratic promises, whether oral or 
written, know what a difference exists between the 
promises and what actually comes about. To-day in 
many areas it is more difficult for a patient to get into 
hospital. In some places there are waiting-lists of from 
12 to 18 months. Great difficulty is often experienced 
in getting accommodation for an emergency, for the 
aged, and for the chronic sick ; so that, although I say 
it is good for the State to assume financial responsi- 
bility, this is true only if the promises are fulfilled. 

The planners promised that everything should be done 
to encourage the specialist not only to be happy in his 
public work but also to carry out his private practice 
under the same roof. In the administration of the plan 
the number of private beds has been diminished, the 
charges have rocketed, and the effect has been that in 
many districts private practice for the specialist has 
almost disappeared. 

The private wards and private blocks attached to the 
former voluntary hospitals were in the main donated by 
the public, so that those of lower income limits who had 
sufficient self-respect to wish to hold up their heads and 
pay their way, so far as their means allawed, and who 
had been thrifty and hard-working enough to be able 
to afford extra comforts at home when well, could 
obtain similar comforts’ in hospital when sick. These 
private and semi-private facilities have been, and are 
being, gradually removed from the reach of those for 
whom they were provided, and yet the Government 
promised that hospitals should be utilized so far as was 
possible for the purposes for which they were set up. 


If a reasonable charge and not an exorbitant one was_ 


made, many hospitals could be restored to their original 
use, and the Exchequer would benefit enormously. 
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With regard to hospital finance, this now depends on 
public finance. During the first year of the Service the 
Minister ordered a 10% cut in hospital expenditure, and 
recently ordered a further 20% cut in expendable 
hospital moneys. Someone must suffer—the patients, 
or the Service, or the consultants, 

Since I wrote these lines a few days ago, the senior 
medical staff of at least two teaching hospitals have been 
told that they must make “voluntary” cuts in their 
salaries. : 

The consultants, in common with all doctors, were 
promised that their terms of service and remuneration 
would be based on the Spens report. This was denied 
at the last meeting of the Whitley Council by several 
members of the management side. This must either be 
due to ignorance of, if it does not receive an official 
refutation, be one ‘of the worst breaches of faith which 
we have experienced. 

One can only hope that this is the view of a few, and 
not of the management side as a whole, but the position 
must be closely watched. 


A Tragic Aspect 

Having considered some special examples of the 
effects of planning, let us now turn to some general 
observations. 

The first was summed up by Dr. Wand (the general 
practitioner’s great leader) at the meeting of the Repre- 
sentative Body a short time ago, when he said: “ The 
Government plunged headlong, against our advice, into 
a comprehensive medical service.” This is perhaps the 
most tragic aspect of the matter, and, partly because of 
the bigness and partly because of the suddenness of the 
scheme, many of the pitfalls have arisen. It meant that 
many doctors entered the Service because of the black- 
mail of economic pressure. It meant that many entered 
the Service with ill-will, whereas with tact, careful 
negotiation, and reasonable compromise our help and 
goodwill would have been assured, because from first to 
last the main object of the profession was to spare no 
energy to establish the best possible health service for 
the nation. 

In this connexion I quote words of Miss Jennie Lee, 
as reported in Hansard for June 21. Speaking in the 
Debate on the Government’s Capital Investment pro- 
gramme, she asked: “Will the Chancellor of the 
Exchequer please try a little harder to meet the real 
fear in many of our minds that by trying to do too 
much too soon he will not get as good a defence pro- 
gramme as otherwise he would ; and will he also keep 
in mind that if he wants the best results he needs the 
co-operation of men and women as well as machines— 
men and women who really understand what he is trying 
to do and what he has got to do? ” 

We said the same thing to the planners many times. 
Would that she had talked in her sleep four or five 


years ago 


Some General Reflections 


Time does not permit me to disclose to you all the 
pitfalls of gigantic planning. That suffering is often 
bound to occur in order that a plan may be carried 
out will be agreed by all. Sometimes it is the com- 
munity that suffers, sometimes it is the doctor ; but too 
‘often it is the one for whom the plan was meant to 
function to avoid suffering—the patient. 





Another sad consequence lies in the fact that men 
meeting collectively for the administration of a plan 
are prone to make decisions which bring such hardship 
and misery to the lives of other men as not one of 
them, acting alone, would ever be party to. 

The bigger the plan the greater the cost would appear 
to be, and the more impersonal. A large officialdom is 
out of touch with the individual workers. Although the 
officials are usually clever people on smali matters, many 
of them are ignorant and hopeless in big matters. So 
we have come under the control of inexperts, and are 
subject to remote authority 

Another general reflection is that after three years 
the Government, feeling that it has got you in its grasp, 
gets dustier and dustier in its attitude towards you. If 
you are an independent profession the Government 
listens to you, listens with respect, and sometimes even 
takes advice. A wise Parliament has already begun to 
make changes. The Minister, in his letter of May 23, 
recognizes “the difficulties which many doctors are 
known to be experiencing.” We look forward with 
confidence to such further amendments that Dr. Wand 
will no longer be able to tell him that there is “con- 
siderable frustration, that the young man was feeling 
and saying that there was nothing to go for, and that 
the man who was established felt that he was being 
exploited,” and that there will no longer be the need 
for him to tell the Minister “that it was his business 
to see that there was no such frustration in the ranks 
of general practice, as would make it less good than it 


should be.” 


How to Improve the Service 


How can the plans be improved? First, we must 
ask another question: How is it possible to get back 
into the people a sense of moral responsibility for their 
medical care? 1 believe the answer is that only by 
making a payment, if only a token payment, at the time 
of the receipt of the service will each individual be made 
to feel that he himself is responsible for the careful use 
of that service. But, you will say, we as a professional 
body have always stipulated that there shall be no 
financial barrier between the patient and the treatment 
he aeeds. I agree. “Barrier” is a strong word—it 
means an iron curtain ; but “ no financial barrier * does 
not mean that there should be no financial charge 
whatever. 

How much, let us ask, constitutes a barrier? I am 
reminded that out of the weekly contribution to national 
insurance the general practitioner receives less than 24d. 
I am reminded that 20 cigarettes cost 3s. 6d., and each 
cigarette costs a little more than 2d. The family doctor, 
therefore, out of your contribution receives the equiva- 
lent of one cigarette a week ! Would the equivalent of 
one or two cigarettes charged for the container of the 
medicine constitute a financial barrier ? Would the 
equivalent of three or even six cigarettes constitute a 
financial barrier for a prescription or for an x-ray 
examination ? 

The Government recently announced, through no less 
a person than the Prime Minister, its acceptance of 
the policy thatels. should be charged for each prescrip- 
tion. Had it had the moral courage to implement 
that policy, there would have come about overnight a 
new sense of personal responsibility, a new awakening 
of moral integrity, a complete alteration in the 
economics of the Service, a saving, according to 
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Mr. Attlee, of £10m. a year. It would have proved 
a financial deterrent to any irresponsible or frivolous 
use of the Service. It would have largely restored the 
independence of the doctors. It would have meant that 
each family took a more intelligent interest in its own 
minor ailments ; it would have eased the heavy burdens 
of the family doctor, and given him more time to attend 
to matters of health in addition to those of sickness. 

I am reminded of the Government doctor in Africa 
inoculating the population against yellow fever. 
Although the service was free, and they were told it 
was free, each and every one insisted on paying his 
penny or twopence, in gratitude for the white man’s 
magic. These men had enough sense of moral responsi- 
bility to feel unable to accept “ something for nothing.’ 


Token Payments 


Secondly, what can be done to ensure that the people 
do not retain the idea that someone else is paying for 
the Service, but are made to realize that they are paying 


_for it themselves ? The answer is, I believe, the same: 


that a token charge for many more of the details of the 
Service should be made. At last the Government is 
making a token charge for teeth and spectacles. This 
principle could be extended. A charge could be made 
for the container of the medicine, and a charge for the 
prescription, both of which are levied in the Isle of Man. 
Similarly there should be a token charge for an x-ray 
film, and a hotel-charge for a hospital bed. Even a 


‘weekly 5s. hotel-charge for a hospital bed would increase 


the public’s responsibility, care, and thoughtfulness in 
the usage of hospital beds. Because I Know of no 
boarding-house that will put you up for 5s. a week, I 
suggest that a higher figure a week would be reasonable, 
except of course where even this sum would constitute 
a financial barrier, as the Prime Minister suggested in 
the case of old-age pensioners in relation to the pre- 
scription charge. 

There is some case to be made out for the individual 
doctor being allowed to charge a fee for the first consul- 
tation in any particular illness. I realize the difficulties 
of this, and it might be better to have a small charge 
for each consultation. If every general practitioner were 
allowed to charge only half a crown, or even 5s. (the 
equivalent of less than 30 cigarettes), for each first 
consultation, it would constitute a direct award for his 
work, would ease the load of the Exchequer and of the 
taxpayer, and the community would be protected against 
itself. 

I fail to understand why we should have only a 
subsidy for food, and not a subsidy but a total pay- 
ment for medical care. A  first-instance consultation 
fee would lead to a more intelligent and responsible 
usage of the Service by the patient and an infinitely 
healthier doctor—patient relationship. 

~] am aware that there are those who declare that it 
is immoral to receive a direct fee, and that all doctors 
should be dependent on the State. I maintain that the 
converse is true. I would argue that we, as doctors, are 
most concerned that a patient should have a direct posi- 
tive sense of his own responsibility. We know how vital 
it is to have a response by the patient for his own wel- 
fare. He must be interested in his own recovery, for 
without this he might as well spend the rest of his days 
in a Government hospital. An essential part, therefore, 
of therapeutic treatment is that it should include a token 
transaction. 


Position of the G.P. 


f 

What is needed in the field of general practice ? Let 
us again cite what Dr. Wand said at the Representative 
Meeting a few days ago. The Minister of Health had 
recently written agreeing that the Spens report remains 
the basis of the remuneration of the general practitioner. 
He required that there should be a ceiling of £400m. on 
the whole Service, and a redistribution of the G.P. pool 
dependent upon a reduction of the drug bill. The 
doctors said they had given the fullest co-operation and 
earned the right to a just settlement ; that their responsi- 
bility was second to none, as they were on duty 24 hours 
a day, seven days a week. They claimed that their status 
has a definite financial bearing and that their merit can 
be measured only by remuneration. 

The doctor’s net remuneration of less than 24d. a 
week is subject to tax, and is continually falling on 
account of increasing expenses. Spens said that a 
definite proportion of doctors should earn £2,500 a 
year at pre-war values; and, let me add, only in the 


last few days has the Chancellor told us that 27s. pre- ~ 


war is to-day worth 13s. 

We have repeatedly asked, What in the opinion of the 
Ministry of Health implements Spens ? Unlike jesting 
Pilate, we have waited three years for an answer which is 
still not forthcoming. Dr. Wand and his G.M.S. Com- 
mittee want to solve the difficulties of the young man 
who is entering and who has entered practice, to ease 
the burden of work and frustration, and to do away 
with the feeling that there is nothing to aspire for. 

Good and steadily improving doctoring was practised 
in the past, and we are anxious to keep it good. 

The profession maintains that its first duty is to its 
patients, and that it is highly improper that the amount 
of professional remuneration should be dependent upon 
the economics of prescribing ; they do not want their 
remuneration to be dependent upon depriving patients 
of necessities. 

The paltry £2m. which the Ministry has offered is 
probably far less than the increase in practice expenses 
which has also been promised, and therefore the offer 
of the addition of this amount to the pool is no real 
offer at all - 

The practitioners welcome the werking party which 
the Minister suggests, provided it examines the subject 
on its merits, on the basis of the Spens report, and 
reaches an early settlement, because this is in the best 
public interest. They want full and untied discussion 
on all aspects of their claims. They want arbitration 
on the betterment factor, which was originally 70% 
above pre-war values, but is now, according to the 
Chancellor, over 100%. They want to give the public 
a really happy atmosphere of service and to do away 
with the serious distrust which exists in the minds of so 
many of the people. 


The Consultants’ Requirements 


What is required by the consultants ? The Central 
Consultants and Specialists Committee, democratically 
elected by the consultants of the Health Service, together 
with the Royal Colleges and Corporations in joint con- 
sultation, have expressed very definite views. 

In the first place, they want to function as full part- 
ners in the hospital service, and not as subordinates. 
They see the hospitals being run more and more by 
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salaried administrators, both lay and medical. In many 
hospitals the representative staff medical committee 
-has little influence, or may not even be recognized. In 
spite of repeated requests medical committees are not 
statutorily established. : 

For ages a spirit of partnership has existed between 
the lay and medical elements in hospital work. For 
many generations hospitals have been founded, have 
been maintained, and have flourished in this spirit. Now 
we are faced with the growing danger that instead of 
being partners we may become subordinate employees. 
At the present time the teaching hospitals appear to be 
much better off, but nevertheless the Ministry has far 
too much control, and teaching hospital staffs should 
not be left in ignorance of the dangers that threaten 
them. 

In the second place, consultants want to have a much 
greater say in the choice of their own colleagues. The 
present methods of making medical staff appointments 
are most unsatisfactory. Except in some of the teach- 
ing hospitals the medical staff now no !onger have the 
official opportunity of recommending appointments to 
their board. Appointments are made on the recom- 
mendation of a mixed lay and medical committee, with 
a lay chairman, and with minimal representation of the 
senior staff, who often have not had the opportunity of 
even examining the applications, and seldom, if ever, 
have the official right to see the candidates. This 
disturbance of the traditional method of making 
appointments has made the future of hundreds of 
junior staff very «uncertain, and their present state is 
one of despair. The consultants’ representatives are 
now grappling with the Government on this point, but 
the result is still uncertain. Meantime there is a 
tremendous loss, both to the profession and to the Ser- 
vice, from the discouragement of keenness at the present 
time and of excellency and security for the future. 

In the third place, the consultants have always shown 
themselves to be anxious to be the constant advisers to 
the Government. We have frequently said that we want 
to help ; that our advice is always ready if only the State 
will receive it. Our real object is the best service, and 
this is shown by the fact that we have not been behind 
other members of our profession in never sparing 
ourselves. I would like to make it clear that we want 
something else than—or in addition to—the professional 
advice given to.the Minister through the Central Health 
Services Council and its standing committees. These are 
bodies whose members are nominated by the Minister. 
There should be, in addition, machinery for continued 
consultation between the profession’s representatives and 
the Minister and his department. 

The registrar problem went wrong because the 
Government formed its own. ideas on a subject it 
knew nothing about, instead of being guided by the 
profession. Its decisions earned widespread public 
derision. But still we have to fight to be continually 
consulted and for the Government to accept the advice 
of the elected members of the profession. The con- 
sultants therefore want it. agreed that regulations are 
drawn up by the Ministry not only after consultation 
with the profession but after agreement with them. 


Democratic Election 


Lastly, and most important of ali, we want a free 
democratic election to all stages of the partnership. We 
want the senior medical staff of each hospital or hospital 
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group to have its own statutory committee, with the 
right to elect from among their number representatives 
to the hospital management committee, in the same way 
as happily obtains between the teaching hospitals and 
the boards of governors. 

The consultants would like to see a reawakening of 
local interest in hospitals on the part of the lay public, 
and the lay members of hospital management com- 
mittees democratically elected. In parenthesis I may 
say that this local interest would be increased if the 
right to appeal for voluntary help—both financial and 
personal service—were restored to the local hospitals. 

The consultants want the hospital management com- 
mittees to elect both lay and medical representatives to 
the regional board, so that all workers, from below 
upwards and from above downwards, could develop a 
regional and not a parochial outlook for the Service. 
Such a democratically elected regional board would 
welcome similarly elected representatives of universities, 
local authorities, and general practitioners, so that the 
fullest co-ordination and co-operation may be achieved, 
but would close its doors to appoirtees by a political 
party. If all statutory and advisory committees were 
democratically elected they would have a great moral 
force, which is so sadly lacking in many committees 
and boards to-day. 

I have already mentioned the demand, and the reasons 
for the demand, for a more equitable arrangement with 
regard to the charges for private beds. 

If we set about the job of using our influence to 
promote the best for the health of our people in a 
constructive spirit, we shall so interpret the enabling 
Act that we shall be enabled to do the work for 
which we have been trained free of the shackles of 
bureaucracy, and we shall save the politicians from 
themselves and our sons and successors from the 
politicians. 

If the art, the science, the practice of medicine are 
to be crippled and stultified and frustrated by the bane- 
ful influence of elections we are lost indeed. If the 
doctor, while he exposes his own body to the dangers 
and fatigues of hard and conscientious medical work, 
sees the very fountain of his strength becoming more 
and more blocked by corrupt regulations, and hears 
the mirth and riot of ignorant and luxurious laymen 
drowning the groans and complaints of the sick, the 
suffering, the tuberculous, and the aged, and the moan- 
ings and discomfiture of his colleagues regarding their 
departing glories, he will cease to follow medicine as a 
vocation. 

The Ministry may control his body by their regula- 
tions at the expense of human suffering, but they cannot 
control his soul. They have not controlled the heroic 
ardour of our love for humanity, but the flesh is weak. 
Injustices are increasing, and cannot quickly be for- 
gotten. A free and liberal profession must see to it 
that it is never stifled by the juggernaut of jealous and 
jejunal jargon, by rigid regulation, by repeated refusals, 
by incessant insults, by partial promises permanently 
postponed, and by the baneful blunders of bureaucratic 
bewilderment. 


Conclusion 


I nave tried to show how wide of the mark are those 
who say the profession had no plans, and: how much 
better our plans would have been. I have tried to show 
some of .-the disasters that have happened to medicine 
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in the last three years—due, in my view, largely to the 
very vastness of the plans and the suddenness of their 
introduction. 

I have suggested some remedies where things have 
gone wrong, and | believe that a return of a sense of 
responsibility by the patient, and an increased responsi- 
bility by the doctors, are the master keys to the solu- 
tion of many of our difficulties. Let me close with some 
words of Abraham Lincoln: 


You cannot bring about prosperity by discouraging thrift. 

You cannot strengthen the weak by weakening the strong. 

You cannot help the wage-earner by pulling down the 
wage-payer. 

You cannot further the brotherhood of man by encourag- 
ing class hatred. 

You cannot help the poor by destroying the rich. 

You cannot establish sound security on borrowed money. 

You cannot keep out of trouble by spending more than 
you earn. 

You cannot build character and courage by taking away 
men’s initiative and independence. 

You cannot help men permanently by doing for them 
what they could and should do for themselves. 








REVIEW OF REGISTRAR ESTABLISHMENTS 
REPORT BY THE JOINT COMMITTEE 


During the last six months representatives of the Joint 
Committee of the Royal Colleges, the Royal Scottish 
Corporations, and the Central Consultants and Specialists 
Committee have been discussing with officers of the Ministry 
of Health the principles of junior hospital staffing. Con- 
siderable progress has been made in these discussions, and 
it is now possible to report a number of important changes 
in the proposals for the review of appointments to the 
registrar grades which were made by the Ministry last 
November in Circular R.H.B. (50) 106. 


The Original Proposals 

This circular stated that the grades of registrar and senior 
registrar were to be regarded as training grades for potential 
consultants (or senior hospital medical or dental officers) 
and that the total number of appointments in these grades 
should therefore be closely related to the number of 
vacancies for consultants likely to be available annually. 
For senior registrars who had completed their training in 
England and Wales the number of such vacancies was un- 
likely to exceed 150 a year for some years to come. On 
this basis it appeared that the number of training posts in 
England and Wales should not exceed 600 in the grade of 
senior registrar and 1,100 in the grade of registrar, whereas 
the actual number of -appointments in each grade was up- 
wards of 1,400. Regional boards and boards of governors 
were therefore asked to consider urgently together what 
training posts should be provided in each regional area 
within the maximum total number for the area as specified 
in the circular; and to take the earliest possible steps to 
bring the numbers of registrars and senior registrars into 
accordance with the new establishment by limiting recruit- 
ment to the two grades, restricting the reappointment of 
first-year registrars and first- and second-year senior regis- 
trars, and terminating the appointment of registrars at the 
end of their second year and of senior registrars at the end 
of their third year of training. Where, however, the work 
of a hospital necessitated an alternative appointment to 
replace a senior registrar, an existing senior registrar who 
was not reappointed as a trainee might be offered an 
appointment for one year only as a. temporary senior 
registrar at his present salary. Alternatively, a suitably 
experienced general practitioner might be appointed as a 
part-time clinical assistant, this being intended as the long- 
term method of meeting staffing difficulties in the senior 


registrar field. 


Discussions with the Joint Conmnittee 


These proposals were received with considerable alarm, 
both because of the difficulties likely to be caused to the 
hospitals by the loss of about 40% oftheir staffs in the two 
registrar grades and because of the serious hardship 'ikely 
to be experienced by many displaced registrars for whom 
suitable openings in other fields of medical work woull by 
no means be readily available. At a meeting in January, 
however, the representatives of the Joint Committee were 
assured by the Ministry that the figures in the circular were 
intended only as “ target ” figures and were subject to adjust- 
ment in the light of the proposals of the boards and the 
results of an independent, survey of hospital medical staffing 
which was being conducted by medical teams throughout 
the country. 

Since that time there have been a number of meetings with 
officers of the Ministry at which the views of the Joint 
Committee have been explained and discussed. The com- 
mittee has urged that there should be a larger increase in 
the number of consultant posts than the relatively small 
annual expansion envisaged by the Ministry. It has pro- 
posed that three years in the senior registrar grade should 
be the minimum and that the period should be variable, 
with four and a half years as the average. While consider- 
ing dt desirable to maintain competition for consultant vacan- 
cies, the committee has agreed that the number of senior 
registrars annually completing their training should be 
related roughly to the number of such vacancies, so that 
a practitioner appointed to this grade may have a reason- 
able prospect of becoming a consultant. 

On the other hand, the committee has contended that the 
grade of registrar should no longer be regarded solely or 
even primarily as a training grade for potential consultants, 
but rather as one providing experience which will prove of 
value in many fields of medical work, including general 
practice. It has proposed, therefore, that the establishment 
of registrars should be determined by the needs of the 
hospitals without regard to the career prospects of the posts 
in the hospital field. At the same time it has urged that 
those registrar posts which have been wrongly designated 
as such should be regraded, and that the needs of the hos- 
pitals for “ pairs of hands’ ‘should not result in an inflaticn 
of the registrar establishment by the indiscriminate labeling 
of posts in this grade. The Committee has also stressed 
the importance, in view cf the considerable “ wastage” at 
the registrar/senior registrar level which its proposals would 
entail, of measures being taken to facilitate entry to other 
fields of work, and particularly to general practice, of those 
registrars who have no wish or no opportunity to con- 
tinue in whole-time hospital posts with a view to becoming 
consultants. 

Finally, the Committee, while maintaining strongly that 
the basic team in hospital clinical departments should con- 
sist of consultant, registrar, and house officer, has agreed 
with the Ministry that some flexibility is desirable in certain 
specialties and certain types of long-stay hospital. In psychi- 
atry and pathology, for example, a relatively extensive use 
of the grades of S.H.M.O. and J.H.M.O. may. be appropriate. 


The’ New Proposals 


Although the discussions with the Ministry have con- 
tinued at intervals since January, only recently have the 
requirements estimated by regional boards and boards of 
governors become available and made it possible to arrive 
at some definite conclusions. It has now been agreed that 
the period of training of a senior registrar should normally 
be four years, though-in certain cases it may be longer, 
particularly in specialties such as neurosurgery, plastic sur- 
gery, and thoracic surgery. This extension of the tenure of 
the post: will great facilitate the exchange of senior regis- 
trars between teaching and non-teaching hospitals, which 
both the Miffistry and the Committee consider most desir- 
able; and it permits of the establishment originally pro- 
posed being considerably increased without any consequent 
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increase in the annual outflow from the grade. It has now 
been decided that the establishment in England and Wales 
should be 960 instead of the 600 suggested on a three-year 
training basis. In the calculation of the new figure account 
has been taken of certain other considerations, and particu- 
larly of the likelihood of an increase in consultant vacancies 
in the near future as a result of the recently revised policy 
regarding extension-of contracts, beyond the age of 65 
(Supplement, July 7, page 5). 

The number of senior registrars estimated as necessary by 
the boards is approximately 1,100, but it was pointed out 
by the Ministry that some of the estimates seemed excessive. 
For instance, a relatively small region had claimed a larger 
number than was thought necessary by a region with a con- 
siderably greater population. The Joint Committee is satis- 
fied that, in all the circumstances, the figure of 960 is reason- 
able. The increased establishment will be of great assistance 
to the hospitals and will considerably ease the hardship that 
is bound to arise in the transitional period, while the annual 
outflow of fully trained setior registrars will be maintained 
at a level which will offér reasonable prospects of consul- 
tant status to those entering the grade, allowance being made 
for a satisfactory degree of competition. 

According to the latest figures available the total number 
of senior registrars now exceeds 1,500. There are between 
500 and 600 in their third year, a large majority of whom can 
now hope either to obtain consultant posts on completing 
three years in the grade or to be offered a fourth yedt of 
training. »The numbers in the first and second years are 
still considerably in excess of the proposed establishment, 
but the increase from 600 to 960-will make it possible for 
a larger proportion of them to be carried on for a second 
or third and eventually a fourth year ; and those no longer 
required within the training establishment will be allowed 
to hold purely temporary appointments at their present rate 
of salary if they are still needed for the work of the hos- 
pitals. It is not intended to leave so.many of the present 
senior registrars on the training. ladder as to inhibit the 
intake of recruits in the first year. 


Distribution Between Specialties 


A small working party composed of officers of the 
Ministry and representatives of the Joint Committee has 
considered what should be the percentage distribution of 
senior registrar posts between specialties for the next few 
years, and has made provisional decisions which are neces- 
sarily empirical and not to be interpreted with undue rigidity. 
The working party was guided by statistics showing the 
present distribution of consultants and S.H.M.O.s, the 
distribution of those who would reach the age of 65 by 
1959—i.e., those born before January 1, 1895—and the distri- 
bution of senior registrars suggested by the boards. The pro- 
visionally agreed percentages add up to 95.5, so that there 
is a margin which will permit of small increases in particular 
specialties where a need is shown. The shares of the totals 
to be allocated to the different regions. will now be discussed 
by the Ministry with the individual regional boards and 


boards of governors. 


Registrars 

The Ministry has agreed that, in the light of general 
guidance which it proposes to offer, the regional boards and 
boards of governors should be allowed for the time being 
to fix their own establishments of registrars in accordance 
with the needs of the hospitals. It remains to be seen 
whether a sufficient number of practitioners will be attracted 
to this grade, now that the conception of the grade as solely 
or mainly a training grade for potential consultants has 
been modified. In the opinion of the Joint Committee the 
answer to this question will depend on what can be done to 
improve the prospects for ex-registrars, especially in general 
practice. 

It is proposed that the establishment of registrars should 
be reviewed when the reports of the teams n@W examining 


the staffing of hospitals become available. Meantime the 
Joint Committee will continue its discussions with the 
Ministry regarding further measures—particularly the 
employment of clinical assistants—which may be necessary, 
despite the new decisions reported above, to meet the staffing 
needs of the hospitals. 

The registrar problem in Scotland is being discussed with 
the Department of Health by the Joint Committee for 
Consultants and Specialists (Scotland), which -maintains a 


"close liaison with the Joint Committee in London. 








GENERAL MEDICAL SERVICES 
COMMITTEE 


ACTION FOLLOWING SPECIAL CONFERENCE 


An all-day meeting of the General Medical Services Com- 
mittee—the thirteenth such meeting since the last Annual 
Conference—was held at Headquarters on July 26 under 
the chairmanship of Dr. S. Wand. 

It was reported that the resolution of the Special Con- 
ference calling upon the Minister to refer the remuneration 
issue to arbitration had been sent to the Minister and an 
acknowledgment had been received. A question was on the 
order paper of the House of Commons in the following 
week, and this might be the occasion for the Minister to 
intimate his decision. 

The Committee discussed the appropriate action to be 
taken in certain eventualities. The Chairman suggested that 
if the Minister refused the request the Committee would 
immediately have to be called together to take collective 
responsibility. If, on the other hand, he assented, with or 
without qualification, it would be well to have certain nomi- 
nated members of the Committee available to consult with 
the Minister on terms of reference and other matters, the full 
Committee being called together if necessary. The following 
accordingly were nominated to receive the Minister’s reply 
and take appropriate action: Dr. Wand (Chairman), Dr. 
H. Guy Dain, Dr. Frank Gray, Dr. E. A. Gregg. Dr. W. M. 
Knox, and Dr. Talbot Rogers. 

It was also decided to reappoint the personnel of the staff 
side of Committee “A” of the Whitley Council. The 
following (involving one or two necessary changes in 

rsonnel as compared with the original appointments in 
1949) were nominated to the Medical Functional Council: 
Dr. Wand (Chairman of Committee), Dr. E. A. Gregg 
(Chairman of Council), Dr. Angus Macrae (Secretary of 
the Association), Dr. W. M. Knox (Chairman of the Scottish 
G.M.S. Subcommittee), Dr. E. A. Jenkins (representing 
Welsh practitioners), and Dr. D. P. Stevenson (Secretary 
of the Committee), and the following were in addition 
nominated to form the staff side of the Committee of the 
Whitley Council dealing with General Medical Services: 
Dr. J. A. Brown, Dr. C F. R. Killick, and Dr. I. G. 
Innes. 

Discussion also took place on the resolution of the 
Conference that unless a suitable form of arbitration had 
been agreed by September 25 immediate steps should be 
taken to put into operation the machinery for resignation. 
The Chairman said that the British Medical Guild must 
obviously be informed officially of this decision, and he 
thought the Council of the Association: might be requested 
to instruct Guild secretaries to overhaul their machinery 
and be prepared for action in the event of such action 
becoming necessary. Local medical committees would be 
kept informed of instructions to Guild secretaries. Asked 
about the interpretation of the Conference resolution, the 
Chairman said that in his view it meant that within a few 
days—say a week or two—after September 25, if no suitable 
form of arbitration had been conceded, resignations should 
be collected, ready to be placed in the hands of executive 


councils. 
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Sanctions against Patients 


In reporting on certain matters which had been discussed 
with the Ministry since the last meeting, the Chairman drew 
attention to a resolution of the recent Annual Representa- 
tive Meeting deploring that a doctor could not obtain from 
the patient concerned remuneration for loss of time and 
recovery of expenses incurred in meeting a complaint which 
was eventually proved to be unjustified. It was pointed out 
by an officer of the Ministry that the award of costs against 
a patient would require an amendment of the Act, but the 
suggestion of the A.R.M. was noted by the Ministry in view 
of any action which might be taken on the general question 
of sanctions against patients. The deputation from the 
Committee was assured that the proposal would be con- 
sidered in relation to any amending Act and brought up 
at a high level. 


Central Health Services Council Committee 


The Committee considered what. it should report to the 
Annual Conference concerning the invitation to submit evi- 
dence to the Central Health Services Council Committee 
(the Cohen Committee) which has been set up to study 
general practice. It was agreed without dissent to recom- 
mend to the Conference that evidence be submitted. The 
question arose again about evidence tendered by local medical 
committees. The Chairman suggested that local medical 
committees should be notified that this recommendation was 
not to be interpreted as rescinding the request origina!ly 
made to them not at present to offer evidence on their own 
account, though he added that there was no reason why 
study groups should not be formed, if desired, to look at 
this problem. The role of the Executive Councils Associa- 
tion in this matter was also referred to. It was pointed out 
that while medical evidence should go through the General 
Medical Services Committee, there were a number of techni- 
cal administrative problems which could be rightfully dis- 
cussed through executive councils. It was agreed that 
consultation should take place between representatives of 
the two bodies on their respective spheres of interest in 
the presentation of evidence. 

Dr. Frank Gray suggested strongly that it shouid be a 
recommendation to the Conference that local medical com- 
mittees be requested not to give independent evidence. He 
had never heard it suggested that they should go to an official 
committee other than as a central body representing a uhited 
profession. This view obtained in the Committee, with one 
dissentient. - 


The Medical Practices Committee 


At the previous meeting of the Committee a deputation 
from the Kent and Canterbury Local Medical Committee 
attended and presented a complaint against the Medical 
Practices Committee, mentioning in particular five cases in 
which what they considered to be arbitrary action had been 
taken. The Medical Practices Committee now presented a 
memorandum dealing with these specific cases in which the 
action of the Committee was said to be at variance with 
the advice tendered by the executive council in consulta- 
tion with the local medical committee. The Committee also 
pointed out that no regard had been paid to the hundreds 
of cases in which its decision did coincide with the advice 
it had received from the local bodies. It was agreed to 
transmit the reply to the complaining local medical com- 
mittee for its comments. 


Filling of Vacancies 


A note of a meeting between representatives of the 
Ministry, the Medical Practices Committee, and the General 
Medical Services Committee on the filling of vacancies was 
considered. As a result of its discussion this tripartite meet- 
ing had suggested adding a condition to the terms of service 
that a doctor would not, without consent, provide medical 
services from the premises of an outgoing doctor for a 
period of one year after the vacant practice had been 
officially taken over; also that an undertaking be obtained 


from applicants for a vacant practice that, if the practice 
premises were-available and they wished to buy them, they 
would pay the price approved by the Medical Practices 
Committee and would take effective steps to acquire the 
premises within two months of officially taking over the 
vacant practice. This was proposed in order to check the 
abuse of the Act and protect the doctor selected for the 
vacant practice from unfair competition from another doctor 
who had secured the practice premises. 

Some members felt that the two months mentioned was 
too long. It was agreed that if the option was not taken 
by the succeeding practitioner within two months the vendor 
should be at liberty to sell the house to- whomsoever he 
pleased, and the person to whom it was sold would be able 
to conduct medical practice therefrom. The Committee felt 
that there was no solution to this difficulty which would 
satisfy everybody, and that the arrangement proposed would 
prevent abuse with the minimum of. interference to the 
vendor. 

Other Business 

A long letter was read from the Ministry on the question 
of distribution of the local mileage fund. The letter set out 
the main considerations which guided the Ministry in giving 
advice on the concrete cases submitted to them. Dr. C. F. R. 
Killick, as chairman of the Rural Practitioners Subcom- 
mittee, expressed himself satisfied with what was put forward 
in the letter. 

It was stated that the Ministry had agreed, in the light of 
discussion and of additional information, to review the ques- 
tion of adding crépe bandages to the list of specially expen- 
sive appliances. 

A discussion arose on a resolution trom the Southampton 
Division asking the Committee to inquire from the Ministry 
whether the statement of the amount of compensation to 
be paid to practitioners should be regarded as suitable 
security for any loan to be issued by banks. Members of 
the Committee mentioned instances of severely hit doctors 
who were unable to obtain advances even to meet their 
income-tax payments. It was agreed that the matter be 
taken up with the Ministry with a view to the liberation of 
a certain amount of money for this: purpose or to obtaining 
authority for banks to make loans. 








WORLD MEDICAL ASSOCIATION 


At the recent meeting of the Council of the World Medical 
Association held in Geneva, the Secretary-General reported 
that as a result of action by the General Assembly of the 
United Nations a small group of 21 Greek children had 
been repatriated to their homes from Yugoslavia. All States 
harbouring Greek children have been asked to return them 
to their parents. 


Post-mortem Examinations 


The Assistant Secretary for Asia reported a resolution 
of the 27th All India Medical Conference, proposing inten- 
sive propaganda amongst the public to the end that more 
material should become available for post-mortem examina- 
tions. The All India Conference further resolved that all 
bodies, where diagnosis was not definitely established, 
should be made available for post-mortem examination ; 
that all bodies not claimed by relatives within a prescribed 
time should be presented to anatomy departments ; and that 
members of the medical profession should be Tecomimended 
to donate their bodies for dissection. 

The Medical Association of Japan and the Western 
German Medical Association were admitted to member- 
ship of the World Medical Association. 

The Committee on Medical Care.and Allied Subjects 
recommended that National Medical Associations should 
be encouraged to organize programmes to control fraudu- 
lent advertising and to educate the lay public relative to 
self-medication, and to suppress cultists (i.e., unqualified 
individuals practising medicine). 
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TUBERCULOSIS AND DISEASES OF 
THE CHEST GREUP 


The annual conference of the Group, under the chairman- 
ship of Dr. Peter Edwards, was held at.the Taylor Institu- 
tion, Oxford, at July 18, at the conclusion of one of the 
sessions of the Festival Year Conference on Tuberculosis 
and Diseases of the Chest organized by the British Tubercu- 
losis Association and other bodies (see Journal, p. 296). 
Some. 50 members of the Group attended. 

A report on the work of the Group Committee during 
the past session was presented to the conference, and a 
discussion on two matters arising from the report occupied 
the major part of the meeting. 


Caest Physicians and Local Authorities 


The first was remuneration of chest physicians for services 
to local health authorities. The conference was reminded 
that this was part of the general problem of the remunera- 
tion of practitioners whose services were shared by regional 
hospital boards and local authorities. The problem had 
been referred some time previously to a Joint Subcommittee 
of Committees B and C of the Medical Whitley Council. 
Owing to delay on the management side no meeting of the 
subcommittee had yet been held, but the staff side had held 
meetings and had formulated proposals. The policy of the 
staff side was that a medical officer holding one of these 
“dual” appointments should have a single contract under 
the employing authority on whose duties he was mainly 
engaged, and his remuneration should be the appropriate 
whole-time clinical rate as laid down under the terms and 
conditions of service of hospital medical and dental staff. 
The staff side had recognized that, in the case of chest 
physicians particularly, the single contract with the regional 
board was the only right course, as their duties for local 
authorities were to such a large extent clinical and in fact 
indistinguishable from their regional board duties, to which 
they were so closely linked. 

The conference was very strongly of the opinion that 
chest physicians who undertake work for local authori- 
ties as well as for regional hospital boards should be under 
contract with the board only and be remunerated according 
to their clinical grading under the terms and conditions of 
service of hospital medical and dental staff. 


Review of S.H.M.O. Appointments 


The second item which was discussed at length related to 
senior hospital medical officers. The Group Committee’s 
report under this heading dealt with the agreed arrangements, 
in relation particularly to the diseases of the chest specialty, 
set out in R.H.B. (50) 96 (see British Medical Journal, 1950, 
2, Supplement, p. 162) regarding future posts in the S.H.M.O. 
grade. It also dealt with recommendations on the impend- 
ing review of original S.H.M.O. gradings made by the Group 
Committee to the Joint Committee which had been discuss- 
ing the subject with the Ministry of Health. The confer- 
ence was informed that since the report had been prepared 
these discussions had been concluded and the Ministry had 
just issued its circular on the arrangements for the review 
(Supplement, July 21, p. 21), the main object of which was 
to pick out those in the S.H.M.O. category who had as a 
result of further experience since their initial grading now 
achieved consultant status. Unfortunately the Ministry had 
not agreed that there should be a centrally appointed body 
to undertake the review, but the review would be under- 
taken by committees appointed regionally. The Joint Com- 
mittee, it was stated, had resisted the suggestion that these 
committees would be of the same composition as those 
which made the original gradings, and the Ministry had 
pa to recommend that the regional boards should 
appoint fresh committees.’ Every S.H.M.O. would be 
entitled to apply for regrading, but it did not follow that 
if the application was successful he would be paid as a 
consultant while holding his present post unless that post 
was established as a consultant appointment. Those who 


were upgraded would, however, have enhanced prospects of 
being successful in their applications for consultant posts 
elsewhere. 

The conference discussed ways in which jn suitable cases 
applications could be sponsored—for instance, by the Group 
Committee—but it was pointed out that it was the policy of 
the Central Consultants and Specialists Committee to deal 
with principles rather than individual cases. 

Members of the Group protested against the Ministry’s 
policy that S.H.M.O.s who were upgraded should not receive 
consultants’ remuneration unless and until they held con- 
sultant appointments. 


Miscellaneous Matters 


The report of the Group Committee to the conference 
dealt with a number of other matters, including the 
following: 

Wide publicity had been given to the committee's report 
on tuberculosis and the National Health Service which had 
been published towards the end of 1950 (see British Medical 
Journal, 1950, 2, 1382). 

Difficulty was being experienced by chest physicians over 
the question of fees for examinations and reports required 
by employers on prospective employees, some local authori- 
ties claiming that this was part of the preventive work for 
which chest physicians were remunerated by the authority. 
The Group Committee would consider the matter further 
once the more important issue of remuneration for “ dual ” 
appointments had been settled. 

The Group Committee had recommended that no 
advertisements for J.H.M.O. appointments in chest clinics 
should be accepted for publication in the British Medical 
Journal while the question of junior hospital staffing was 
under discussion between the Joint Committee and the 
Ministry. 

The Group Committee had expressed to the Central Con- 
sultants and Specialists Committee its support for repre- 
sentations which had been made with the object of obtaining 
more favourable terms for whole-time officers in respect of 
travelling allowances, car and telephone expenses, etc. The 
question of study leave and expenses for conferences had 
also been raised with the Central Consultants and Specialists 


* Committee. 


Group members in Northern Ireland had been experi- 
encing difficulty regarding grading and their contracts with 
the Northern Ireland Tuberculosis Authority, and the Group 
Committee had given all possible support to the Council 
of the Northern Ireland Branch of the Association in the 
matter. 

Suggestions had been forwarded to the Amending Acts 
Committee of the Association about minor modifications 
considered by the Group Committee to be desirable in the 
administrative arrangements for the tuberculosis service. 

The Ministry’s attention had been called to a case which 
had been referred from a mass radiography unit direct to 
a chest clinic without consultation with the general practi- 
tioner, and had promised to bring the point to the notice 
of those concerned. 

The problem of recruitment of nurses to sanatoria had 
been discussed with representatives of the Royal College 
of Nursing, and possible solutions had been put forward. 
The position would continue to be watched. 

The Council of the Association had expressed its support 
of the work of the British Student Tuberculosis Foundation, 
and Dr.- Peter Edwards and Dr. C. K. Cullen had been 
nominated to represent the Association on the council of 
the Foundation. 








PUBLIC HEALTH AWARD 
IMPLEMENTED BY MANCHESTER 


Manchester has now implemented the two awards of the 
Industrial Court for medical officers in the Public Health 
Service. 


—— 
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Correspondence 








The G.P. and the Laboratory 


Sir,—I read with great interest the article on “ The G.P. 
and the Laboratory ” by Dr. John B. Penfold (Supplement, 
July 14, p. 12). I agree very heartily with much that he has 
written, but I would like to move the emphasis a little. 

It is essential that the general practitioner should have 
access to a pathology department and to the pathologist at 
aH times. Without the help of a pathologist and his depart- 
ment even a consultant is lost ; so much more important is 
it that the G.P. should have this co-operation. In my 
experience free access to the department has not- been 
abused, and in my opinion the fear that it might be is 
groundless. The general practitioner is really an extension 
of the hospital out-patient department, and the more 
patients who can be adequately treated in out-patients and 
the extensions the fewer will be the trivial calls on hospital 
beds, which are so jealously guarded. 

The calls on the pathology ce7artment here, which is 
freely available to specimens, patients, and the general prac- 
titioners themselves, are reasonably steady and are fairly 
uniformly distributed over some 140 practitioners. It is 
necessary to have an appointments system for patients who 
are sent up for investigation; without an appointments 
system the work is uneven and cannot be a-ministered 
efficiently. The appointments system is worked. by the 
laboratory concerned. 

In practice, near!y always, the general practitioner sends a 
case to the laboratory because he is puzzled by symptoms 
that seem to have little or no clinical foundation. In other 
words, he wants the patient investigated. Immature house- 
men have similar difficulties, but are less resourceful than 
the average general practitioner (who is often widely experi- 
enced) and get into difficulties more readily. The help of the 
pathologist—who is familiar with the difficulties found at 
all levels—is equally available to the neophytes and to those 
widely experienced in clinical medicine. Much of the 
frustration experienced by general practitioners in their work, 
and the hostility of hospitals, can be overcome by intelligent 
and sympathetic responses by the pathologists to all appeals 
for help. 

Perhaps in time we will hear less of the famous remark 
of the frustrated lady doctor, “ Radiology is so difficult,” 
and the anachronistic reply of the celebrated Dr. Johnson, 
“Would to God, madam, it were impossible.”—1I am, etc., 


FRANK MARSH, 
Director, Pathology Department. 


Epping, Essex. 
St. Margaret’s Hospital, 


Prescribing in General Practice 


Sm,—How nice it was to read in the Supplement of June 
30 (p. 297) about the visits by regional medical officers to 
various G.P.s, and how sweet all concerned were about it all. 
What utter clap-trap. I suggest, Sir, that this write-up should 
have been confined to the propaganda sheets of the Ministry 
of Health. We were warned by some astute minds that after 
the appointed day we might be required to police the 
Service. So now we are told that the doctors are responsible 
for excessive drug bills, and an ex-Cabinet-Minister made 
it clear in a recent statement that this was the official view. 
This statement was given much publicity in the lay press. 
There was no evidence that I saw that our publicity depart- 
ment made any effort to counteract this slander on the G.P.s. 
There was a comment on it in an annotation in the Journal 
of May 12 (p. 1070). 

The people who should bear the responsibility for extrava- 
gance in prescribing are those who preached loud and long 
that everyone was entitled, without cost, to every comfort 
and solace they required when ill. Those of us who had 
twenty or thirty years’ experience in general practice before 
the “day” and had reasonably disciplined patients could 
resist the demands for glucose, etc., on E.C.10 forms. Pity 
the man new to practice with a list too small to allow 


pecuniary comforts who cared not risk losing the good will 
of clamouring patients. His visit by the investigating officer 
of the Ministry (R.M.O.) will not, I imagine, be conducted in 
such a spirit of bonhomie as those already reported by you. 
—I am, etc., 
Batley, Yorkshire. 


Remuneration by Hours of Work 


. §1R,—I beg space to make some observations on the impasse 
in which the profession now finds itself at the present moment 
—three years after our sell-out. One thing is quite apparent, 
and that is that our chance of any improvement in condi- 
tions, pay, and status is less likely to be effected now than 
it was three years ago. I see no possibility of the profession 
acting as a whole, because conditions of practice differ so 
widely all over the country that no two Divisions appear to 
be able to agree on what action should be taken. We are 
not under the control of the executive ; the executive can 
only carry out the wishes of the whole ‘profession. I have 
noted the wide differences between the different Branches 
and Divisions in their motions for inclusion in agenda for 
the Special Conference of Representatives of Local Medical 
Committees held on July 19, 1951, and all have the same 
ultimate purpose—i.e., improving the lot of the whole of the 
profession. I see no reason why a date should not be fixed 
after which each Branch or Division would take what action 
it thought best in order to secure fair treatment for the 
profession. 

Let Lancashire put their resignations in the hands of the 
Minister. Some other area might increase prescribing or 
withdraw from all committees or cut down rigidly on 
prescriptions. If we wait for unity of action in this pro- 
fession we will be waiting until Doomsday. We have missed 
our chance too often, and the Minister knows only too well 


a3. FITZPATRICK. 


that all our threats of mass action are very unlikely to be © 


effected, but many pin-pricks all over the country are a 
different matter. 

I think a solemn warning should be issued to parents and 
all would-be medica! students that the profession holds very 
little future. Those of us who commenced medical studies 
before 1939 have cost our parents something less than £3,000, 
including loss of earnings, whereas nowadays we can expect 
the cost to be around £5,000 until qualification, after which 
one will require some help unless one is prepared to wait 
until one is over 30 years old before contemplating marriage. 

All general practitioners’ remuneration should in future 
be estimated on an hourly basis, as it compares very 
unfavourably with that of the lowest-paid workers in our 
community. The general practitioner, after paying all 
expenses incidental to fulfilling his contract, can have £1,000 
per annum and is earning less than 2s. 6d. per hour 
calculated on a 24-hour basis, as the doctor must accept 
responsibility for that period. 

I was discussing pay and conditions of service with two 
trade unionists, both of whom are now retired, and this is 
what they consider is an adequate remuneration for a 
doctor: 9 a.m. to 6 p.m., 6s. per hour ; 6 p.m. to 10 p.m., 8s. 
per hour ; 10 p.m. to 9 a.m., 10s. per hour ; and that was to 
be paid for being on call. They agreed with me that they 


‘would like their doctor to see them whether they were ill 


at 2 a.m. or 2 p.m. That remuneration was less expenses, of 
course, subject to income-tax. I consider that the profession 
would be very pleased if evening and night calls were paid 
for at the above rates. 

I wonder why no statement has been issued to show how 
much the health of the country has improved over the past 
three years. I will conjecture that, apart from gallons <f 
useless or nearly useless medicine, etc.. no person has 
obtained any service of real value which he did not receive 
before the advent of this service, and I wonder if we shall 
ever get back to the standards of care and courtesy that we 
gave before the advent of the service, when we were people 
of a little dignity before we became * * public convenience 
No. 1 "—almost the only one for which it is not necessary 
to pay something for its use.—I am, etc., 

Newport Pagnell, Bucks. W. J. Hastincs Sayers. 
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Prescribing Costs 


Smr,—We are being asked to reduce the cost of our 
prescriptions for our patients to facilitate an adequate 
remuneration for ourselves. In my opinion the public 
is not sufficiently aware of the fact that we are being bribed 
and blackmailed in this way. I do not think that any doctor 
is prepared to reduce the cost of his prescriptions in order 
to get more money for himself.—I am, etc., 

Stoke Gifford, Bristol. P. H. KEPPICH. 


‘Hospital and Home Services 


Sim,—Dr. Avery Jones's timely and stimulating paper 
(Supplement, July 14, p. 9) will appeal to all general practi- 
tioners to whom the problems of liaison between all 
branches of medicine, and the increasing problem of the 
chronic sick and infirm, are subjects of great concern. If I 
may make a constructive criticism, it is that Dr. Avery Jones 
has tended to equate the problem of liaison with that of 
the chronic sick, whereas this is only one of many facets 
of the Heaith Service in which such liaison is essential— 
for example, school and maternity medical services, hospital 
management, and the domiciliary scheme, to name but a 
few. Much of the discussions of the Middlesex Local 
Medical Gommittee concern themselves with difficulties 
arising out of this lack of liaison, affecting the working of 
the Service in all its aspects. 

As he states in the footnote, a liaison committee has been 
formed in this area served by the Central Middlesex Hospital, 
and it was largely due to the initiative of Dr. Avery Jones, 
with the backing of the county medical officer, Dr. Perkins, 
that this “ Health: Services Liaison Committee (Central 
Middlesex Group)” came into being. The committee, by 
electing a general practitioner as chairman, has done honour 
to the G.P.s of the area, and this is especially pleasing in 
view of the insidious tendency to denigrate the status of the 
G.P. everywhere. Dr. Avery Jones’s remarks on this point, 
and his stress on the need to reorientate the status of the 
G.P. in an upward direction, will surely commend themselves 
to all of us in general practice, especially to those who are 
anxious to retain responsibility for their patients through- 
out, and not to turn their surgeries into sorting-offices, even 
if this means more work. (That they should be properly 
paid for this is indisputable, but I will not allow myself to 
be tempted into a digression on this thorny subject.) 

We have found at our meetings that the G.P. view has 
been given full and sympathetic consideration, and that, 
most important, only the highest standard of general practice 
has been taken as a standard in all discussions. This was 
stressed at the outset, and was at once accepted by the other 
members. 

The composition of the committee is fully representative, 
consisting of nominees of the hospital medical committee in 
its chairman and three other members (including part- and 
full-time consultants) ; four general practitioners nominated 
by the local medical committee ; nominees of the local health 
authority (area medical officers of Willesden and Acton, and 
the deputy county medicah officer, who kindly acts as secre- 
tary); and a representative of the Social Medicine Unit of 
the M.R&. 

Gur meetings have been attended by a senior member of 
the county welfare staff, always well informed and most 
helpful, and anybody who can help us in the particular 
matters under discussion has been invited to attend. Our 
terms of reference as a non-statutory committee have been 
left as wide as possible and are summarized in the phrase, 
“To promote the smooth working of the health services in 
the area.” We realize that the committee’s value is in direct 
raiio to the practicability of its recommendations, and that 
pious resolutions of only academic value are useless. The 
committee is a live one and is anxious to make its impact 
felt in all cogent matters within its ambit. It has been an 
j teresting and stimulating experience to be present at meet- 


ings where plain speaking and airing of views have saved 
endless hours of frustrating correspondence and have cut 
across incredible lengths of red tape. 

I hope that this recessarily brief accouat of this com- 
mittee’s work will stimulate interest elsewhere, and may lead 
to the establishment of similar committees in other areas. 
This is specially desirable at a time when we all deplore the 
widening gap between the G.P. and the hospital on the one 
hand, and the G.P. and the consultant on the other, as 
voiced at the recent A.R.M. And, if I need an excuse for 
taking your valuable space, the desire for closer co-operation 
between all branches of the Health Service, to the great 
benefit of all, must be my excuse.—I am, etc., 


London, N.W.10. M. Munpy. 


Ship Surgeon’s Fees 


Sir,—Dr. N. J. Cook's letter (Supplement, May 12, p. 202) 
makes a body’s heart bleed: as little as 1s. 13d. per item of 
service—barely enough to buy himself a couple of cigarettes 
after he has paid his expenses and income tax. It may 
interest your readers to know that at sea certain classes of 
Government servants and Service personnel are entitled to 
“free” medical treatment. For this the ship surgeon sends 
in a claim to the Ministry of Transport. The scale is 7s. 6d. 
per attendance on first-class, 4s. on tourist-class, passengers ; 
10s. for vaccination or inoculation, either class. Ship 
surgeons, of course, have no expenses.—I am, etc., 

GEORGE L. ALEXANDER. 








At Sea. 
Association Notices 
Diary of Central Meetings 
AUGUST - 
28 Tues. Central Ethical Committee, 2 pm. 
SEPTEMBER 
5 Wed. Assistant and Unestablished Practitioner Mem- 
bers of the Assistants and Young Practitioners 
Subcommittee, 2 p.m. 
26 Wed. Special Meeting of Council, 10 a.m. 
OcTOBER 
3 Wed. General Practice Review Committee, 2 p.m 


Meetings of Branches and Divisions 


BIRKENHEAD AND WIRRAL DIVISION 


A meeting uf the Birkenhead and Wirral Division was held at 
Moreton on June 2. With Dr. J. A. Elliot in the chair, twenty- 
seven members and two guests dined together. Fourteen members 
joined the meeting after dinner. he chairman introduced 
Mr. A. Lawrence Abel, who delivered the B.M.A. Lecture on 
“ Cancer—The Present Position.” 

In opening, Mr. Abel expressed his pleasure on making his 
first acquaintance with the Wirral Peninsula, of which he had 
often heard at Council, sometimes as a “trouble spot.” He 
gave a comprehensive survey of the cancer problem, starting 
with historical references to Hippocratic times, and then discuss- 
ing the effects of irritants and of the embryonic, parasitic, and 
metabolic theories of causation. He described the incidence of 
cancer, the behaviour of metastases, cancer strains in mice and 
controlled breeding, unexpectedly successful results of primary 
growth removal, and the influence of the ductless glands. Special 
points made by the lecturer were the great value of the British 
Empire Cancer Campaign, especially in. connexion with clinical 
research, and the regrettable shortage of money allocated to 
research at the present time. 

With regard to ideals in treatment, early diagnosis and prompt 
treatment of the early case as a matter of urgency were advocated. 
He explained the importance of the right kind of propaganda, the 

oling of experience, and the advantages of treating the prob- 
em as a specialty by team-work, unobtrusively, in such a way 
that the patient still felt that he was under the care of the medical 
attendant of his choice. 

After the lecturer had answered many questions by members, 
a cordial vote of thanks was proposed by Dr. W. Grant McAffee, 
and seconded by Dr. J. K. Reid. This was carried with 
acc!amation. 
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A RECORD-KEEPING SYSTEM IN 
GENERAL PRACTICE 


BY 


A. S. PLAYFAIR, M.R.C.S., D.Obst.R.C.0.G. 


E. D. Willis and A. G. Shaw have described in the Supple- 
ment to the British Medical Journal of September 16, 1950 
(p. 132), their careful study of the clerical work in a doctor’s 
surgery. By close analysis of the steps involved and a skilful 
reorganization they were able to reduce the routine to a 
minimum, using a most ingenious card rack. However, they 
pointed out that their system was the solution only to one 
doctor’s problem. A totally different method with the same 
aim may then be of interest. 

During several experiences as a locumtenent I planned 
a record-keeping system on special cards and used it on 
entering practice myself. 


The Record Cards 


The cards measure 8 by 5 in. (20 by 12.5 cm.) and are 
printed to my design (Fig. 1). The name and address of the 
patient go both at the top and at the bottom of the card, 
and the date of birth goes at the top right-hand corner. The 
top also carries, under the address, a space labelled “ P.N.” 
for personal notes. This is a particularly useful little area, 
for in it can be entered many non-clinical details such as 
reminders to myself of the patient’s occupation, idiosyn- 
crasies, family background, or relationship to other patients 
in the practice. In the bottom right-hand corner is written 
“N.H.S.” or “P” according to whether the patient is 
“panel” or “ private.” All this can be done quite simply 
without loss of time while speaking to the patient at his first 
visit. 

The main body of the card contains on the left columns 
for the dates and for “V” or “C” markings to show 
whether patients are seen by visit or in the consulting-room. 
‘On the extreme right of the card is a column labelled “ N.V.” 
Here the date of the proposed next visit is written. Along- 


side this are columns in which the fees are entered and.also - 


a column labelled “S/P.” In this last is written in ordinary 
ink the date on which the bill is sent out, and later, in red 
ink, the date on which it is paid. Since the printing is of a 
light brown colour, the space taken up by these financial 
columns need not be wasted in the cards of N.H.S. patients. 
It can be written over and used as part of the main section 
devoted to clinical features. 

The card is printed on both sides; and the back is similar 
to ‘the front, except that on the back no space is given for 
entries of name, address, and the like. 


Dr. A. S. PLAYFAIR 
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ADDRESS 
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Fic. 1.—Showing a compressed version of front of record card. 


If one writes very small a vast amount can go on one card. 
Once the card is full, continuation sheets can be used with 
it. These are printed similarly to the back of the card. 
Each is a double sheet—that is, four pages—folded to slip 
over and sit astride of the top edge of the card. If need be, 
a flat clip secures it to the card. The patient’s name is 
rewritten at the top of the front of the continuation sheet. 
The sheet itself is a little smaller in size from top to bottom 
than is the card. Thus when it is in position the original 
name and address entry on the bottom of the card still shows. 

Clinical Records 

All notes relating to the patient are entered on the cards 

and sheets. This includes summaries of hospital and con- 


sultants’ reports. (Those reports which must be kept in toto © 


for special reference are stored away in an arch-file. Each 
is given a number, and this number is copied on the card in 
the small space at the top, just below the patient’s birth date.) 

The bulky collection of folded réports and letters of all 
sizes (and relevancies) which distort and tear the N.HS. 
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record envelopes (Forms E.C.5 and E.C.6) can be most 
annoying. On my cards all are summarized and entered 
in the right chronological position. There is no shuffling 
through many folded papers in endeavouring to look up one 
particular past report. Experience has shown that the small 
extra time taken in summarizing the report on to the patient's 
card is amply repaid. 

My official N.H.S. record cards and envelopes are filed 
away elsewhere and rarely used. They are uneasy to handle, 
difficult to pack neatly, and relatively friable. One four- 
drawer cabinet alongside my desk holds over 3,000 of my 
own cards. Without rising from my chair I can get out a 
patient’s card in two seconds. 

What happens when a patient transfers to another doctor ? 
Here a slight amount of work has to be done. A very brief 
summary of illnesses and treatments is copied from my 
records on to the official N.H.S. forms before the latter are 
relinquished.. This has one disadvantage—the time spent. 
This, however, has proved to be small. It has two advan- 
tages: (1) the next doctor will, I hope, welcothe a clear 
summary of his new patient rather than a mass of notes of 
varying detail and importance ; and (2) I retain my own 
records of patients who leave me; time and again I have 
been glad to have these. 

Maternity Notes.—A feature I have found of great value 
is to have special forms for maternity notes. They are 
shaped like the continuation sheets. The front two pages are 
printed for all features concerning past obstetric or general 
history and for records of first examination, blood grouping, 
and antenatal surveillance. The two back pages carry rulings 
on to which are entered details of the progress of labour 
and of the puerperium, and also a record of the post-natal 
examination. 


The Current File 


The patients’ cards are kept in the cabinet drawers. 
However, as soon as a patient comes on the visiting-list his 
card is placed in the “current file.” 

Each card has at its upper border two sets of fine notched 
slits. Into the slits can be clipped two small metal hinges 
which now form an integral part of the card. The hinges 
may then be hung on one of a row of movable wires in a 
visible filing index. This index forms the current file, shaped 
like a large flat-folding ledger. It is easy to carry, and 
unobtrusive when lying.on a table top. It takes no time to 
slip the card into its proper alphabetical position here. The 
cards in the current file lie flat, overlapping each other, to 
allow the name and address at the bottom of each to be 
uncovered and visible at a glance. 

When the patient comes off the visiting-list his card is 
removed from the current file ; its metal hinges are unhooked 
and it is replaced in the cabinet drawers. 

The current file also takes cards of two other sorts of 
patients. I have found it convenient to hang in this file 
the cards of private patients to whom accounts will eventu- 
ally have to be sent. A small green signal tag is slipped on 
the bottom edge of the card over a space marked “AO” 
(account outstanding). When the time comes for sending 
out accounts it is extremely simple to pick out all the green- 
signalled cards, and to read off direct from them the amounts 
owed. This has reduced the sending of accounts to a matter 
of the most rapid simplicity. 

The third type of patient whose card goes into the current 
file is the one who is warded in hospital. As soon as he 
is admitted, the lower edge of his card is fitted with a red 
signal tag over a space marked “SL” (sick list) and is put 
in the file. When time and energy allow me to visit the 
hospital to see how the patients are doing I can becens those 
cards showing the red signal. 

The visible filing index which is used for the current file 
is made in several sizes. Before the inception of the National 
Health Service one which housed 200 cards was needed. 
Now that private patients are few a file which takes 100 
cards is sufficient. 


The Visits Routine 

In this system the visits book is still used. A visiting-round 
is thus made up from the message log-book (which is kept by 
the secretary’s telephone) and from the visits book. The 
secretary enters the messages in the log-book. When the 
doctor has finished his morning surgery work he consults the 
visits book and the log-book together and takes out the 
appropriate patients’ cards. 

The important feature is that the doctor takes these cards 
with him on his round. He does not make out a special 
list of visits. Instead he sorts the cards in the geographical 
order of the visits to be made and then, by means of their 
metal hinges, slips them in this order on the visiting panel. 

The visiting panel is a miniature visible filing index, a flat 
board protected. by a rexine cover flap. It measures 9 by 


Messages received 
by Secre F ary 


Recorded in -Log-book 
by Secretary 


Doctor places cards 
in Visiting Panel 





f 

| Doctor out visiFing: 
| writes up cards 

| 


Doctor gives cards 


to Secretary 


Secretary Fills in 
Visits Book 


Sec retary Files 
aunay cards - 





Fic, 2.—Process chart. 


114 in. (22.5 by 29 cm.), can take up to 30 cards, and is light 
to carry. Here again the cards lie flat and overlapping, and 


‘one glance shows all the addresses to be visited. Further- 


more, the panel acts as an ideal writing-board ; the cards 
can be written on without having to be removed from their 
places in the panel. The visiting panel goes with the doctor 
to the patient. The doctor has the full history of the 
patient with him, and he writes up his notes at the time of 
the visit, or at least on his return to the car. All details 
(including the fee for private patients and the date of the 
next visit) are entered at once without having to rely on 
memory. 

On his return home the doctor hands the cards over to 
his secretary. The secretary reads off the dates of next visits 
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from the extreme right-hand column of each card, and enters 
them in the visits book. She then puts away the cards in the 
current file. 

With the process-chart system “of Willis and Shaw, the 
visits routine can -be represented as in Fig. 2. It will be 
seen from this that the number of steps needed in the routine 
is no. more than five, and that of these the doctor himself 
is concerned with only two. The actual writing up of notes 
is not here counted as a step. This is fair, since the doctor 
does it at the time of his visit and, in the main, takes up ng 
extra time in so doing. 

On his rounds the doctor carries with him the National 
Formulary as well as prescription and certificate forms ; 
these are made out at the patients’ homes. Thus, so far as 
visited patients are concerned, the doctor’s work is finished 
by the time he returns home. 


Comment 


This system is based on accepted business filing methods. 
The visible filing index, the panel, the hinges, and the signal 
tags are standard items from the firm of Shannon Systems, 
London. This firm also printed the cards to my design, and 
co-operated very helpfully in their production. 

The routine has now been in use in the practice for three 
years and has served very well. Those of my colleagues who 
see it for the first time tend to think it cumbersome ; this is 
because they are looking at a new method with new 
apparatus before they understand or have worked it. How- 
ever, locumtenents (both secretarial and medical) have very 
quickly grasped it and have welcomed its speed and 
simplicity. 

It takes up very little space and requires no structural 
rearrangement. The drawer cabinet alongside the consulting- 
room desk and the current file on the table are easily 
handled. The advantage of having the patients’ records with 
one at times of visiting needs no stressing. 

Running expenses, however, do require comment. The 
initial outlay of the files is moderate. One thousand cards 
printed to my design cost about £8. Thus each card 
represents almost 2d. Some may doubt whether the cost is 
justified, but I continue to find it a most worth-while 
expenditure. 








GENERAL MEDICAL SERVICES. COMMITTEE 


ASSISTANTS AND YOUNG PRACTITIONERS’ 
SUBCOMMITTEE 


Some months ago the General Medical Services Committee 
decided to appoint as a permanent feature of its constitution 
a special subcommittee to represent the interests of unestab- 
lished principals and assistants in general practice. The 
Committee has now evolved a detailed plan for the consti- 
tution of a democratically elected subcommittee to replace 
the existing subcommittee, on which representation of 
assistants and unestablished principals has so far been 
secured by co-option. 

Briefly, for the purposes of election, the country (England 
and Wales) is being divided into five regions, each based 
upon a regional office of the Association. Each region will 
elect two direct representatives to the Subcommittee—one 
assistant and one unestablished principal from the area, 
while the G.M.S. Committee will appoint six-of its members 
to serve on the Subcommittee. In addition, one assistant 
and one unestablished principal from the Subcommittee will 
be co-opted to the G.M.S. Committee itself. 

The electorate and membership of the Subcommittee, apart 
from the representatives of the G.M.S. Committee, will be 
restricted to the following classes of practitioner: 

(i) assistants in general practice and practitioners seeking 
permanent openings in general practice who are registered with 
the Medical Practices Advisory Bureau ; 

(ii) practitioners engaged predominantly in general practice as 
principals and including those in partnership whose total gross 
professional income does not exceed £1,250 per anrum. 


Assistants 


Steps are now being ‘taken to compile the roll of voters 
for the elections which will take place towards the end of the 
summer, and a communication has already been sent to those 


practitioners whom the Association’s records show to be in - 


the first category of the electorate, inviting applications for 
inclusion in the roll. Any practitioner who falls within 
category (i) above and who has not already received an 
invitatien to apply for inclusion in the, roll and who now 
wishes to do so should complete the application form (A) 
set out immediately below and send it to the Secretary of the 
Committee at B.M.A. House, Tavistock Square, W.C.1, as 
soon as possible. 


(A) General Medical Services Committee 
Assistants and Young Practitioners’ Subcommittee 
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hereby apply for inclusion in the electoral roll of the 
Assistants and Young Practitioners’ Subcommittee of the 
General Medical Services Committee. 

I declare: 

*(a) that I am engaged as an assistant to a practitioner 
providing general medical services under the National Health 
Service. 

*(b) that I am seeking a permanent opening in general 
practice and that I am registered for that purpose with the 
Medical Practices Advisory Bureau, 
and I undertake to inform the Secretary of the Committee at 
B.M.A. House of any change in my status which affects my 
eligibility for membership of the electorate. 


*Delete whichever is inappropriate. 


Unestablished Principals © 


In the case of unestablished principals, the Association 
is not in possession of any information which will enable 
it to select those general practitioners who conform to the 
criteria prescribed in paragraph (ii) above. Any unestab- 
lished primcipal who falls in this category and who wishes 
his name to be included in the electoral roll is thereforé 
invited to complete application form (B) set out below and 
send it to the Secretary of the Committee at B.M.A. House, 
Tavistock Square, W.C.1, as soon as possible. 


(B) General Medical Services Committee 
Assistants and Young Practitioners’ Subcommittee 
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hereby apply for inclusion in the electoral roll of the 
Assistants and Young Practitioners’ Subcommittee of the 
General Medical Services Committee. 

I declare that I am engaged predominantly in general 
practice as a principal with a total gross aie ems: income 
not exceeding £1,250 per annum, 
and I undertake to inform the Secretary of the Committee at 
B.M.A. House of any change in my status which affects my 
eligibility for membership of the electorate. 


The last date on which applications can be accepted for 
inclusion in the electoral roll for the forthcoming elections 
is September 7, 1951. 
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REMUNERATION OF GENERAL 
PRACTITIONERS 
THE MINISTERS’ REPLY 


The Special Conference of Representatives of Local Medi- 
cal Committees on July 19 requested the Minister of Health 
“to refer to arbitration the determination of the proper 
size of the Central Pool, having regard to the recommenda- 
tions of the Spens report and to present-day money values, 
such arbitration to be arranged without further delay.” The 
conference had decided that the Ministers’ proposals (see 
Supplement, June 16) were unacceptable. The G.M.S. Com- 
mittee will at a special meeting on Wednesday, August 15, 
consider the new proposal put forward by the Minister of 
Health and the Secretary of State for Scotland. Their letter 
is printed below. 

Sir.—The’ Minister af Health and Secretary of State for 
Scotland have considered your letter of the 19th July on this 
matter. The Ministers regret that the Special Conference of Local 
Medical Committees on the 19th July decided to reject the pro- 
posal in their letter of 23rd May, which would have made avail- 
able an immediate sum to meet the known difficulties of certain 
types of practice. 

The Ministers have, therefore, agreed to withdraw this proposal 
and have considered the matter afresh. 

They still regard it of the first importance, in the interests both 
of the general medical service given to the public and of general 
medical practice itself, that a new plan should be devised for the 
distribution of the Central Pool which will achieve the objects 
they have in view. These objects are to safeguard the standard 
of medical service by discouraging unduly large lists and, at the 
same time, to bring about a relative improvement in the position 
of those practitioners least favourably placed under the present 
plan of distribution, to make it easier for new doctors to enter 
general practice, and to stimulate group practice. 

The Ministers therefore suggest the immediate establishment 
of a working party, composed of representatives of the General 
Medical Services Committee and of the departments concerned, 
to work qut a revised plan of distribution designed to secure these 
objects. If this is agreed, the Ministers, in view of the special 
circumstances of the case, will be prepared in agreement with 
the General Medical Services Committee to seek a decision by an 
independent adjudicator of the sum (at present 18s.) which should 
be used in calculating the size of the Central Pool, after taking 
account of remuneration from all other sources received by 
general practitioners, in order to give effect to the recommenda- 
tions of the Spens Committee, having regard both to the change 
in the value of money since 1939, and to the increases which have 
taken place in incomes in other professions. The adjudicator 
would also be asked to decide the date from which any new sum 
should apply. The person to act as adjudicator would, of course, 
fee appointed by agreement between the Ministers and the 
Committee. 

It is contemplated that both investigations would proceed 
simultaneously, though it is appreciated that it may not be possible 
for a new plan of distribution to be finally settled until the future 
size of the Central Pool is known. 

Subject always to the overriding authority of Parliament, the 
Ministers will be prepared to accept the adjudicator’s decision 
provided : 

(a) The General Medical Services Committee for their part also 
undertake now to accept whatever decision he may reach, and 

(6) an agreement satisfactory to both sides is reached on a 
revised plan of distributing the Central Pool calculated on the new 
basis. 

I am to ask whether the Committee agree to these proposals. 

I am, Sir, 
Your obedient servant, 


Ministry of Health, London, W.1. 
M. I. MICHAELS. 


August 7, 1951. 








THE NEW LEASEHOLD ACT 


[From A SPECIAL CORRESPONDENT] 


Professional persons, like doctors and surgeons, and .others 
who live on the premises at which they carry on their 
practices, should note the new law contained in the Leasehold 
Property (Temporary) Provisions Act of 1951 which came 
into force on June 24 last. The Act is only a temporary 
one in the sense that it will operate for a period of two 


years—i.e., until June 24, 1953—but experience in the past 
has shown that Acts which at the beginning are intended to 
be of a temporary character often assume a more permanent 
form. One good example of this is afforded by the Rent 
Acts. 


Part I 


Where a lease has been granted for over 21 years 
and has already come to an end or will come to an end 
before June 24, 1953, the tenant will be entitled in certain 
circumstances to an automatic extension of his tenancy. 

In the case of a lease which will expire between June 24, 
1951, and June 24, 1953, the tenant or some member of his 
family must have been residing on some part of the property 
—e.g., one floor as a dwelling—immediately before the lease 
comes to an end in order to be entitled to the benefit of the 
Act. In such a case the tenancy will be automatically con- 
tinued until June 24, 1953. The position with leases for 
more than 21 years which have already expired before June 
24, 1951, is not quite so simple ; in such cases, in order that 
the tenant should have the benefit of the Act, the tenant or 
some member of his family must have been residing on 
some part of the premises as a dwelling not only when the 
lease came to an end but continuously from that date until 
June 24, 1951. Moreover, the terms on which the tenant 
held over must satisfy the conditions contained in the Act. 
If the tenant held over as a trespasser without any agreement, 
that would be sufficient, strange as it may seem. On the 
other hand, if the tenant entered into any fresh agreement 
the new tenancy created thereby must have been (a) at the 
same rent and not for a consideration which included the 
payment of a premium, and (5) one which would expire or be 
terminable by notice to quit at some time before June 24, 
1953. 

Where the tenant or member of his family was in occupa- 
tion of only a part of the property when the tenancy ended, 
the tenant will lose the benefit of the Act if during the 
period from the date of the expiry of the tenancy until 
June 24, 1951, the landlord or some lessee from him was in 
possession of some other part of the property. Thus if the 
original lease had leased two houses to the tenant, and after 
the lease ended the tenant was in occupation, during the 
interval of time above mentioned, of only one house, the 
landlord or some tenant of his occupying the other, the 
tenant would be he eecemmeed deprived of all rights under 
the Act. 

In the case of tenancies expiring before June 24, 1951, if 
the conditions of the Act are present the tenancy will be 
continued twice ; the first continuation will be until June 24, 
1951; and the second will be from that date to the expiry 
of the two-year period on June 24, 1953. 

A tenant need not necessarily avail himself of the benefit 
of this Act, but it should be observed that, if he desires the 
tenancy not to be continued, he must take some step in the 
matter himself, and that step is the service of the necessary 
notice under Section 4 of the Act. 

There are two kinds of notices. Either the tenant may 
say by his notice that he does not desire his tenancy to be 
continued at all, or else he may say that he desires his 
continued tenancy to determine prematurely before June 24, 
1953, at such date as he might fix in his notice. If therefore 
any new agreement is being entered into with a tenant after 
his tenancy has expired, an important point to note is that 
the statutory continued tenancy must first be determined by 
service of the appropriate notice. 

The landlord has a power of determining the continued 
tenancy by notice served under Section 3 if the tenant should 
assign any part of the living accommodation or if he should 
sub-let, by one or more sub-lettings, the whole of such living 
accommodation. 

Where a tenancy is continued, whether before or after the 
Act, or while a contractual lease is still running before it is 
continued, restrictions are imposed on the landlord with 
regard to the enforcement of covenants. The landlord may 
not forfeit or bring any action for damages in respect of any 
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breach of covenant in the continued or original tenancy, as 
the case might be, except for non-payment of rent or rates, 
or failure to insure, and, although a superior landlord may 
forfeit the interest of the tenant’s own landlord because of 
breach of covenant, such forfeiture will not affect the 
tenancy of the tenant himself. 

Having regard to the fact that a landlord will not be 
able during the two-year period expiring on June 24, 1953, to 
enforce covenants for repairs, the Act specifically provides 
for the necessary action to be taken where repairs of essential 
character are required to be done. A statutory right of entry 
is conferred on the landlord and on his superior landlord 
and their agents or surveyors to enter and examine the state 
of the property, and furthermore, upon giving reasonable 
notice, to enter and carry out work which is reasonably 
required for preventing or arresting any serious depreciation 
in the property or adjoining property. 

Where the landlord has incurred expenditure himself in 
the execution of such work or has been obliged to pay. the 
cost thereof to some third person, as, for example, a superior 
landlord, then the landlord will be entitled to recover the 
amount of such expenditure from the tenant, provided that 
the tenant was responsible under his own covenants for the 
execution of the work ; and the fact that under the terms of 
the tenancy no express right is conferred on the landlord to 
execute repairs on the tenant’s default and to recover the 
cost thereof from him will be immaterial. Provided that the 
tenant as already stated would have been liable to execute the 
work under the term of the repairing covenant of his lease, 
the landlord will in every case be entitled to be reimbursed 
by the tenant, but it seems the sum in question will not be 
recoverable until after June 24, 1953. 

The Act moreover deals with the position of a sub-tenant. 
Under the Rent Acts a tenancy at a rent of less than two- 
thirds of the rateable value is not protected at all, nor is any 
sub-tenancy carved thereout protected qua head landlord. 
But now, if the superior lease is one for more than 21 years, 
and moreover one which comes to an end before June 24, 
1953, sub-tenants deriving title thereunder will be entitled to 
the benefit of the Leasehold Act of 1951 in certain 
circumstances. 

In order to be entitled to this benefit it is necessary that 
the sub-tenant or a member of his family should have been 
residing on some part ef the sub-let premises as a dwelling- 
house immediately before the superior lease comes to an 
end. In that event sub-tenants, after the expiry of the 
superior lease, hold the premises on the same terms and 
conditions relating to their own sub-tenancies, practically in 
every case, necessarily as statutory tenants; and if the 
superior tenancy has come to an end by surrender or merger 
the sub-lessee will have this added benefit in that his sub- 
lease, which in this case must necessarily be a contractual 
one, will endure for the whole length of the sub-term thereby 
created, so that in certain circumstances his sub-lease may 
continue beyond June 24, 1953. Not only sub-tenants but 
also sub-sub-tenants holding interest under the sub-lease 
whether immediately or derivatively will enjoy similar pro- 
tection. In almost every such case the question of the Rent 
Acts will have to be considered. Even a widow, if entitled 
to a statutory tenancy, may thus be protected in relation to a 
sub-tenancy created out of the superior term. 





DURHAM CLOSED SHOP 


At its meeting on August 1 the Durham County Council 
agreed to implement the award of the Industrial Court grant- 
ing higher salaries to medical officers. According to news- 
paper reports the county council decided to adhere to its 
closed-shop policy, but not to question about union member- 
ship doctors or dentists who apply for posts. The Asso- 
ciation is seeking clarification of the position, and in the 
meantime its attitute towards the Durham County Council 


must remain unchanged. 


Heard at Headquarters 








Inquiry from Belgium 


The International Medical Visitors’ Bureau has heard 


from a Belgian doctor who would like his daughter, aged 
19, to spend six weeks in England with a doctor’s family, 
in order to perfect her English. She would also give some 
French lessons. In exchange an English boy or girl could 
stay with the Belgian family, in which there are four other 
children aged from 11 to 18 years. Any doctor interested 
in making some arrangement with the Belgian doctor may 
obtain particulars from Dr. H. A. Sandiford, Medical 
Director of the Bureau, B.M.A. House, Tavistock Square, 
London, W.C.1. 


Tripartite Appointments 


A novel proposal in London government is before the 
London County Council. The medical officers of health for 
Battersea and Wandsworth—contiguous boroughs—are re- 
tiring, and a scheme has been prepared by which the London 
County Council and the two borough councils will appoint 
one whole-time officer who will serve as divisional medical 
officer of the county council and medical officer of health 
for both boroughs. He or she will be assisted in each 
borough by a whole-time medical officer who will act partly 
as deputy for the borough and partly as assistant divisional 
officer, and either of these two officers will be available to 
assist the other in emergency. The salaries attached to all 
three positions will be those appropriate in the light of the 
recent awards of the Industrial Court, and the conditions 
will be those prescribed by Committee C of the Medical 
Functional Whitley Council. It is also intended to set up 
a joint advisory committee, consisting of representatives of 
each of the three authorities, to interview candidates, and 
after the appointments are made the committee will remain 
in being as a body of reference. There will be a slight 
financial saving, but it is stated that those furthering the 
scheme have not made this a consideration. They attach 
paramount importance to the administrative advantages of 
closer integration of personal and environmental health 
services. 


Local and National 


The Medical Practices Committee (England and Wales) 
has lately been under Keniish fire for, allegedly, not having 
paid sufficient heed to local knowledge and advice. The 
same criticism is being levelled against the Medical Prac- 
tices Committee (Scotland). The Ayrshire Local Medical 
Committee takes the Medical Practices Committee to task 
in its latest annual report for ignoring local representations. 
It says tartly that although the Medical Practices Committee 
has stated that it is not concerned with economics the general 
practitioner is compelled to be so concerned. This is a 
matter on which there are two sides to be heard. It is 
obvious that local knowledge which takes account of other 
things in the situation besides statistics should not be left 
out of account. On the other hand, if the determination 
whether a practitioner is to be allowed to establish himself 
in a particular neighbourhood is left entirely to the locality, 
the suggestion would inevitably be made, however ground- 
less, that the local doctors were acting from a motive of 
selfish exclusiveness. In Ayrshire there are 151 practitioners 
in the Service, and if the numbers on the lists were equally 
divided each practitioner would have just over 2,200, but 
60 of the practitioners have lists of below 2,000. The num- 
ber of persons on the lists has increased during the last two 
years only by some 0.4%, but the number of doctors has 
increased by nearly 11%. 
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Correspondence 








The Autonomous Bodies and the R.B. 


Smr,—The approval at the. recent Annual Representative 
Meeting of the Westminster and Holborn resolution calling 
upon the autonomous bodies to report and to act under 
the instructions of the Council (in accordance with by-law 
82) revives the doubt which many have long felt that the 
R.B. is nowadays the competent assembly to deal with the 
affairs of the profession and to safeguard the interests of 
the minorities. Having just approved that the powers of 
the autonomous committees be renewed for another year, 
with a rider to provide against any unilateral action of either 
of the committees prejudicial to another part of the pro- 
fession, the R.B., its emotions stirred by a barrage of 
speakers, proceeded to ignore the plea of the chairmen of 
the Council and of each of the autonomous committees 
against any hasty or unwise action and supported the West- 
minster resolution. The mover of that resolution gave no 
examples of what he claimed to be the obvious disadvan- 
tages which have accrued from the autonomy of the com- 
mittees, and was not even accurate in his statement of when 
the R.B. had given autonomy to the consultants and 
specialists ; for it was at the Cambridge meeting in 1948, 
not at Harrogate as Dr. Gorsky stated, that the power was 
given. As the mover, on behalf of my Division, of that 
resolution at Cambridge, I may say that it was carefully 
worded so that the Committee should be autonomous and 
not subject to the Ccuncil or the R.B. but only in matters 
affecting those engaged in consultant and specialist practice 
and not in those matters with which other sections or the 
* whole profession were concerned. The wording of this reso- 
lution was modified slightly at the Harrogate meeting, but 
the sense of it remained unchanged. Both this resolution 
and the scheme of organization for representation of hospital 
medical staffs were arrived at after prolonged discussion and 
agreement in the former Consultants and Specialists Com- 
mittee of the Association and with the other associations 
representing the non-teaching hospitals staffs and the pro- 
vincial teachers (there being no London teachers association 
to consult). The by-laws of the Association were amended 
accordingly, but not, it seems, by-law 82, so that it may pre- 
sumably be that that by-law is still binding on the autono- 
mous bodies. 

It is clear, however, that the R.B. was really moved to 
support the Westminster and Holborn resolution by resent- 
ment against the action of the Consultants and Specialists 
Committee in subordinating itself with minorit representa- 
tion to a Joint Committee with the Royal Colleges, thereby 
defeating the intention of the R.B. and diverting the authority 
to speak for the consultants to a committee entirely outside 
the Association, which nevertheless pays its expenses and 
may have to meet the consequences of any action or érror 
it may commit.. But it would be deplorable if out of well- 
justified resentment at this action of the Consultants and 
Specialists Committee the R.B. should proceed to upset the 
authority of the autonomous bodies. For these bodies are 
essential pieces of representative and negotiating machinery 
in relation to the National Health Service.. The many points 
for discussion and decision which concern each section of 
the profession engaged in the N.H.S. cannot await the annual 
meetings of the R.B. or even the more frequent meetings 
of the Council, nor are many of the points of detail suitable 
for consideration in the mixed assemblies of the R.B. or the 
Council. The autonomous committee for general practi- 
tioners has been found over many years, both in its new form 
and in its older form as the Insurance Acts Committee, to be 
a necessity. The autonomous Consultants and Specialists 
Committee with its supporting regional and local committees 
has proved an efficient machine for collecting and correlat- 
ing the views of hospital medical staffs and has failed only 
in surrendering its authority to negotiate directly. It was 


\ 


only on the condition of autonomy for that committee that 
consultants were unified and brought wholly into relation 
within the Association with the other sections of the profes- 
sion. It might well be that if that autonomy were lost the 
consultants would prefer again to form their own means of 
representation rather than to be a small minority in a large 
association, as indeed has to some extent happened already 
in the case of the non-teachers, As it is, in the constitution 
of both of the autonomous committees full safeguards are 
provided, through cross-representation between themselves 
and with other standing committees and by representation 
from the Council and the R.B., against the interests of other 
sections of the profession or the Association as a whole being 
overlooked in the decision of these bodies. 

It followed logically; however, from the setting up of the 
autonomous bodies that the constitution of the Council 
should be changed and also the procedure and functions 
of the Representative Body. Obviously there must be in 
certain matters a single mouthpiece for the profession, and ° 
that should be the Council of the Association. But the 
Council could be properly informed and authorized for 
this purpose only if it were constituted as representative of 
all sections, including the autonomous bodies, within the 
Association. Under the conditions of medical practice 
to-day there seems little point in a geographical method of 
representation in the Council, at any rate of the members 
in Great Britain. The division of the profession imposed 
by the N.HS. is in fact a practical working arrangement to 
which the Association has partly adjusted itself by the forma- 
tion of the autonomous bodies and should completely adjust 
itself by reconstitution of the Council in a sectional manner. 
Then and not by deprivation of the present authority of the 
Consultants and Specialists and G.M.S. Committees would 
the fears of Dr. Gorsky and his friends be met. The A.R.M. 
might then more usefully than. at present confine itself to 
the receipt and criticism of the reports of the Council and its 
committees and to discussion of large general issues. 

Meanwhile the immediate need is to ensure that the 
autonomous committees act as intended—as the highest 
negotiating bodies for their sections of the profession—and 
do not defer their authority to bodies outside the Associa- 
tion, so depriving members of democratic representation at 
the highest level. For the consultants that would mean the 
abolition of the Joint Committee or at least alteration of the 
proportion of its membership so that the element from the 
Central Consultants and Specialists Committee form a 
majority. It might also be considered whether the Whitley 
Council is really a necessary and appropriate piece of 
negotiating machinery in a medical service or is not rather 
just another barrier to settlement of the problems which 
arise.—I am, etc., 


Bournemouth. N. Ross SMITH. 


Inquiry imto General Practice 


Sir,—I have just received the questionary sent out by the 
Special Committee to investigate the conditions in which 
general practitioners are working. I feel rather strongly 
that by this time the B.M.A. should be very fully acquainted 
with the feelings of the. general practitioner. 

It appears to me that no useful purpose can be served by 
conducting such a survey after three years of abortive 
negotiation. The particulars the committee now seeks to 
elucidate might well have been of importance three or more 
years ago, but to-day I fail to see what help it can be to 
know whether I collect stamps or invite my particular 
specialists to have an occasional meeting with me. 

To my mind, there are only two questions facing our 
profession to-day, and they are: (1) Are you satisfied with 
the present terms of service and method of remuneration ? 
(2) If not, are you prepared to withdraw from the Service 
provided that 80% of your local colleagues agree to do the 
same ? 

In the first plebiscite a very clear mandate was given that 
the vast majority of general practitioners were prepared to 
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refuse the terms of service proposed under the nationaliza- 
tion Bill. By a regrettable process of muddled and wishful 
thinking this very clear mandate was set aside. 

I trust that our subscriptions will no longer be squandered 
on lavish printing and postage, not to mention fees to 
“eminent medical statisticians,” and that a realistic approach 
will be adopted by Special Committees.—I am, etc., 

Bexleyheath, Kent. R. I. KyYNASTON. 


Ownership of Goodwill 


Sir,—I see we hope to force the implementation of Spens 
on remuneration. Yet no mention of any right of appeal to 
the Courts, which alone makes us safe, nor of restoration 
of the ownership of goodwill, which at one stroke would 
promote a better service, ease the problem of entry into 
practice, reduce administrative work, and save the 
Chancellor money. Sic transit providentia medici—I am, 
etc., 

Cromer, Norfolk. 


Prescribing in General Practice 

Sir,—Referring to Dr. Summerskill’s charges that doctors 
were responsible for excessive drug bills, Dr. J. J. Fitzpatrick 
writes (Supplement, August 4, p. 51): “There was no 
evidence that I saw that our publicity department made any 
effort to counteract these slanders on the general practitioner. 
There was a comment on it in an annotation in the Journal 
of May 12 (p. 1070).” 

The facts are these. On May 10 my department issued a 
strongly worded reply to Dr. Summerskill, pointing out inter 
alia that Dr. Summerskill had not produced “a shred of 
evidence to justify this wholesale attack on the profession.” 
This reply was published prominently in The Times, the 
Daily Telegraph, and other organs of the national and 
provincial press.—I am, etc., 

B.M.A. House. 


A. HENRY GREGSON. 


JOHN PRINGLE, 
Public Relations Officer. 


Compensation and ex-Service Doctors 


Sir,—I was glad to see that my views on compensation, 
given in the Supplement (March 11, 1950, p. 81), have been 
so ably confirmed by Dr. A. R. Unsworth (Supplement, 
July 21, p. 28). The solution I offered was that Service 
doctors should have the option of having their practices 
assessed at pre-war or post-war valuation. For example, 
some ex-Service doctors after release may have had time 
and opportunity to increase their practices, as compared 
with pre-war value. They would be entitled to the post- 
war assessment. Many, on the other hand, have not had 
such opportunity. They naturally would be entitled to pre- 
war assessment. I have yet to hear a reasonable objection 
to this method of remedying a very grave injustice. 

A brief answer would, I am sure, be appreciated. The 
legal aspect is that a short amending Act would be necessary. 
I am still endeavouring to obtain this—I am, etc., 

London, S.W.10. CHARLES VERE NICOLL. 


Sm,—Are ex-Service medical practitioners satisfied with 
the protection their practices received in the 1939-46 war 
and with the compensation for the loss of the sales of their 
practices ? 

The practices of some medical practitioners who left their 
practices and joined the Services were given inadequate 
protection by some local Protection of Practices Schemes. 
Their practices lost great numbers of their insured patients, 
all of their private practice, and all of their midwifery prac- 
tice. The Protection of Practices Schemes failed to make 
provision, first, to restrict the number of insured patients lost 
from the absent Service-practitioners’ lists ; secondly, to add 
an average annual increase based on the number of patients 
on the absent Service-practitioners’ lists ; thirdly, to make a 
fair distribution, between the practices of the absent Service 
practitioners and the practices of the stay-at-home practi- 
tioners, of the increased numbers of insured persons, which 
increase of the number of persons entitled to join a panel 
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list was due to the increased employment in the war effort. 
Fourthly, some patients of the absent Service practitioner 
who were transferred from their homes by the evacuation 
authorities or by their employment in the war effort were 
allowed to join the lists of doctors in the areas in which they 
had been transferred. When these displaced patients returned 
to their homes they joined the medical lists of the stay-at- 
home practitioners. Fifthly, the Protection of Practices 
Schemes did not get whole-hearted support from the stay-at- 
home practitioners. The fees which were received by the 
Service practitioners from their private practices and from 
their midwifery practice, municipal and private, were 
negligible. 

The inflated practices, the enormous bank accounts, and the 
smug importance which were gained by some of the stay-at- 
home practitioners in the war years outweighed the despoiled 
practices, the overdrawn bank accounts, and the maligned 
reputations which were gained by the ex-Army doctor in his 
six hazardous war years. Our Government's selection of the 
income years 1946 and 1947 as their basis for the alloca- 
tion of their compensation for the loss of sale of medical 


practices to medical practitioners deprived the demobbed | 


medical practitioners of a fair share. Arbitration, which 
double-meaning word ensnared a few of the demobbed Army 
doctors, hampered the growth or stifled the embryo practices 
of these misguided ex-Service practitioners. A justly modi- 
fied compensation scheme, which allowed adjustments for 
the raised post-war capitation fee and the decrease of value 
of the post-war pound, would have offered a cheice to the 
ex-Service practitioner between his pre-war and his post-war 
income years. . - 

A plan which would protect the practices of medical prac- 
titioners who will be called to do service for their country 


should be fully discussed and drafted by our Government 


before the outbreak of the next war.—I am, etc., 


Liverpool, 3. J. CONNOLLY. 


Smr,—The reply of the Secretary of the Practices Compen- 
sation Committee to my letter concerning compensation and 
ex-Service doctors (Supplement, July 21, p. 27) is already 
answered by my original letter. He has in addition proved 
the Practices Compensation Committee unworthy of my 
compliment when I assumed that we had all been treated 
equally. 

It is difficult to understand how a doctor who finally 
resigned from the B.M.A. because his compensation was not 
adjusted, after having claimed in the manner which the 
Secretary of the Committee states was the correct procedure, 
could have been ignored or overlooked. . 

Appealing to arbitration, which I did, was useless ; I men- 
tioned previously that no adjustment could be made 
“ because according to the regulations this cannot be done.” 

Another doctor refused to claim at all until he was told 
that if he did not claim he would receive nothing. All 
these cases concerned doctors who had no deputies during 
the war and whose practices therefore suffered more than 
others. 

I know of no doctor who has had his compensation 
adjusted by one penny to make good the effect of his absence 
during the war. It is evident that the principle of reassess- 
ing the annual values of the practices of ex-Service doctors 
has been accepted by the B.M.A. I ask again what has 
been done. What is this method of assessment which the 
Secretary states has been applied to all ex-Service cases 
“ designed to adjust the loss due to absence.and which in its 
opinion would be fair to all” ? 

Perhaps the Secretary of the Committee will give us 
further details. In dividing a fixed sum belonging to all 
participants publicity is usually given to the methods used. 
I would point out that this subject was first raised with the 
British Medical Association in December last, and that there 
was ample time for the subject to be reviewed. If. the 
method is to assess the annual value on the second post-war 
year this would net have the effect required.—I am, etc., 


Liverpool. A. R. UNSworTH. 
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H:M. Forces Appointments 








ROYAL NAVY 


Surgeon. Commander C. B. Nicholson to be Surgeon Captain. 
Surgeon Commander J. M. Gillespie, M.C., has been placed 
on the Emergency List. 


Acting Interim S$ m Commanders G. C. Denny, W. S. 
Miller, L. R. Norsworthy, W. H. E. McKee, J. F. Meynell, T. A. 
Turnbull, B. Ridgway, and R. McM. Latta to be Surgeon 
Commanders. 


Surgeon Lieutenant-Commander J. H. D. Taylor has been 
transferred to the Permanent List of the R.N., in the rank of 
Surgeon Lieutenant-Commander. 

Surgeon Lieutenant-Commanders A. J. Sangster and W. 
— have been placed on the Emergency List. 

cting Interim Surgeon Lieutenant-Commander W. B. Jack, 
M.B.E., has been transferred to the Permanent List of the R.N., 
in the rank of Acting Interim Surgeon Lieutenant-Commander. 

Acting Interim Surgeon Lieutenant-Commander J. W. Burke 
has been placed on the Emergency List. 


RoyaL NAVAL VOLUNTEER RESERVE 
S nm Captain G. F. Abercrombie, V.R.D., K.H.P., has 


Surgeon Lieutenant-Commander (Acting Surgeon Commander) 
R. W. Carslaw to be Surgeon Commander. 

Surgeon Lieutenant-Commanders J. W. A. Duckworth and 
S. M. Whitteridge to be Surgeon Commanders. 

Surgeon Lieutenant-Commanders G. E. M. Benson, V.R.D., 
and J. B. W. Hayward have retired. 


ROYAL CANADIAN NAVY 


Surgeon Captain A. McCallum, O.B.E., V.R.D., to be Surgeon 
Commodore. 

Surgeon Lieutenant-Commander J. W. Rogers to be Surgeon 
Commander. 


ROYAL CANADIAN NAVY (RESERVE) 


Surgeon Lieutenant-Commander E. F. Crutchlow, O.B.E., to 
be Surgeon Commander. ‘ 

Surgeon Lieutenant-Commanders J. Saint-Martin and C. M. 
Harlow to be Acting Surgeon Commanders. 


ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonels J. L. O’Neill, D. R. Cattanach, 
H. D. F. Brand have retired on account of disability. 

Majors F. MacD. Byrn and H. J. Anderson to be Lieutenant- 
Colonels. } 

Short Service Commissions—Captains G. J. O’Connor and 
R. C. Watson to be Majors. : 

Temporary Commission.—Maijor S. Griffin has relinquished his 
commission, retaining the rank of Major. (Substituted for the 
notification in a Supplement to the London Gazette, dated June 
26, under the heading “ Territorial Army.’’) 


TERRITORIAL ARMY 
Royat Army MEDICAL Corps 


Major C. S. M. Hutson has relinquished his commission. 
Captain J. B. Spearman to be acting Major. 


and 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MEDIcAL Corps 


Lieutenant-Colonel G. Y. Feggetter, from Active List, to be 
ieeeenant-Calonal, and has been granted the honorary rank of 

olonel. 

Major (Honorary Lieutenant-Colonel) D. M. Lyon, O.B., 
from Active List, to be Major. 


INDIAN MEDICAL SERVICE 


Lieutenant-Colonel G. R. Apsey has ceased to be employed 
with the Pakistan Armed Forces and has reverted to the retired 


list. 
Major R. L. Raymond has retired, and has been granted the 
honorary rank of Colonel. 


COLONIAL MEDICAL SERVICE 


The following appointments have been announced : I. L. Briggs, 
M.B.) Medical Specialist (Tuberculosis), Northern Rhodesia; 
A. J. Evans, M.R.C.S., L.R.C.P., D.A., Venereologist, Northern 
Rhodesia ; J. M. B. Garrod, M.B., B.Ch., Senior Medical Officer, 
Northern Rhodesia; E. N. Keith, M.B., D.M.R.D., Radiologist, 
Northern Rhodesia; C. M. Phillips, M.B., B.Ch., D.O.MS.. 
Ophthalmologist, Northern Rhodesia; J. P. Sexton, M.B., Ch.B., 


and W. E. Hadden, M.B., D.A., D.P.H., Senior Medical Officers, 
Nigeria; V. F. Forbes-Winslow, M.R.C.S., L.R.C.P., D.P.H., 
Senior Medical Officer of Health, Nigeria; Miss S. M. Young, 
M.B., B.S., Lady Medical Officer, Federation of Malaya; 
Carswell, M.B., Medical Officer, Kenya; L. B. Gonzalez, M.B., 
Medical Officer, Nigeria; I. G. Murray, M.B., Medical Officer, 
Gold Coast; T. A. O’Donnell, M.B., Medical Officer, Uganda ; 
J. D. Rosanelli, M.D., District’ Medical Officer (T pur) 
Antigua, Leeward Islands; H. D. Glanville, M.B., and P. K. K. 
Knudsen, M.D., Temporary Medical Officers, Gold Coast. 





Association Notices 





PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1952 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1952, of prizes to medical 
students for essays submitted in open competition. _The 
subject of the essays shall be: “ The Training of a Student 
in the Personal Relationship Between Doctor and Patient.” 


The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. A prizewinner 
in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom or the Colonial Empire at the 
time of submission of the essay is eligible to compete for a 
prize. If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be final. 
Should the Council decide that no essay entered is of sufficient 
merit, no award will be made. In determining the number and 
amount of prizes to be awarded, the Council will take into con- 
sideration the number of essays received. In 1951, 42 essays wére 
received, and a first prize of £75 and two second prizes of £50 
each were awarded. 

It is suggested that essays should consist of from 2,000 to 5,000 
words. Essays must be typewritten or legibly written in the 
English language on foolscap paper, on one side only, must be 
unsigned, and must be accompanied by a note of the name and 
medical school of the entrant. Notice of entry for this com- 
petition is necessary, and a form of application can be obtained 
from the Secretary of the British Medical Association. 

Essays must be forwarded so as to reach ihe Secretary of the 
British Medical Association not later than January 31, 1952. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 





Diary of Central Meetings 
AuGUST 


23 Thurs. Publishing Subcommittee, 10.30 a.m. 
28 Tues. Central Ethical Committee, 2 p.m. 
SEPTEMBER ‘ 
5 Wed. Assistant and Unestablished Practitioner Mem- 
bers of the Assistants and Young Practitioners 
Subcommittee, 2 p.m. 
26 Wed. Special Meeting of Council, 10 a.m. 
OcTOBER 
3 Wed. General Practice Review Committee, 2 p.m. 


Branch and Division Meetings to be Held 


ROCHESTER, CHATHAM, AND GILLINGHAM DiIvision.—At Guild- 
hall, Rochester, Thutsday, August 16, 8 p.m., annual general 


meeting. 
Meetings of Branches and Divisions 
CovENTRY DIVISION ' 


Dr. James Ballantine, chairman of the Coventry Division, and 
Mrs. Ballantine held a reception on Saturday, » 5 30, at the 
Drapers Club, Coventry. Over a hundred guests accepted the 
invitation, and a very pleasant social occasion was enjoyed by 
members of the Division and their wives. 
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REMUNERATION OF GENERAL 
PRACTITIONERS 


SUMMARY OF THE SPENS REPORT 


In their letter in last week’s Supplement the Minister of 
Health and the Secretary of State for Scotland made it plain 
that if agreement to arbitrate on the remuneration of general 
practitioners is reached the aim will be “to give effect to 
the recommendations of the Spens Committee, having regard 
both to the change in the value of money since 1939 and to 
the increases which have taken place in incomes in other 
professions.” The report of the Spens Committee was pub- 
lished in 1946, and, though it has been referred to in the 
Journal many times since then, a reminder of its main 
findings may be helpful at the present time. 


Terms of Reference 


The Committee’s terms of refefence were to consider 
“what ought to be the range of total professional income 
of a registered medical practitioner in any publicly organized 
service of general medical practice . . . with due regard to 

. . the desirability of maintaining in the future the proper 
social and economic status of general medical practice 
and its power to attract a suitable type of recruit to the 
profession. . . .” 

Incomes Too Low 


The Committee’s conclusion on what had been the 
normal financial expectations of general practitioners in the 
past was based on tables relating to the incomes of general 
practitioners in the years 1936, 1937, and 1938, prepared at 
the request of the B.M.A. by Professor A. Bradford Hill. 
Professor Bradford Hill prepared tables for three classes 
of practice—urban, rural, and mixed urban and rural. It 
was found that between the ages of 40 and 55 almost 20% 
of urban practitioners had a net income of under £700 a 
year, and over 40% had a net income of under £1,000 a 
year. The Committee was unanimous in its view that the 
percentage of low incomes was too high, was much con- 
cerned lest recruitment of general practitioners should suffer 
in competition with other branches of medicine, and thought 
that unless financial expectations for general practice were 
substantially improved the great majority of abler men 
would seek to become specialists. In terms of the 1939 
value of money the Committee showed in the following 


table its proposed redistribution of net incomes among the 


given sections of general practitioners : 


Proposed Distribution 
Distribution Before 1939 
Age Group 40-49 per cent. per cent. 
Under £700... ie se 3 20 
£700-£1,000 .. si i a 22.5 
£1,000-£1,300 .. a - a) ae 21 
£1,300-£1,600 .. ie sa i | 17.5 
£1,600--£2,000 .. os ee a ae 10 
Over £2,000 .. EN = igh 9 


The Committee summarized its proposals by saying that 
between the ages of 40 and 50 years approximately three- 
quarters of general practitioners should be earning a net 
income of over £1,000 a year; about one-half should be 
earning a net income of over £1,300, about one-quarter over 
£1,600, and about 9% a net income of £2,000 or over. It 
pointed out, too, that it should be possible for practitioners 
of exceptional skill and ability to reach a net income of 
£2,500. The Committee did not consider that the propor- 
tion earning £2,000 or over should be increased but that it 
should be maintained. It should be stressed again that 
these figures are in terms of net income and of the 1939 value 
of money. 


Age 

So far as age was concerned the Committee concluded that 
practitioners between the ages of 35 and 40, and even 
between 30 and 35, should receive substantially the same 
remuneration for the same burden of work as those between 
the ages of 40 and 49. “It appeared to us undesirable that 
men should be less well remunerated merely on grounds of 
age, save perhaps to a very limited extent, when they were 
carrying the same responsibilities and feeling the same dis- 
comforts of full and heavy practices.” 


Method of Payment 

Although the Committee was not concerned with the 
method or basis of payment it felt that what a general 
practitioner received could not be wholly separated from the 
method of payment. “We are satisfied that there is a far 
greater diversity of ability and effort among general prac- 
titioners than admits of remuneration by some single scale 
applicable to all.” If recruitment and status were to be 
maintained men of more than ordinary ability must be able 
to feel that they: would receive an adequate reward. It 

2430 


aa 





ma) 


ee 





ES —te E res 
.* cB. 


mab 


os 


SEL STS a 
SS 


TEE tk 


ee rd 


ae . 





p Rw 


“— 


oe ras 2) SE Bs awe S. 


Gog eee 
— » ae = pene 


— 


See a ne 


gene Serer mar 


eee Eek ee — 


62 Aua. 18, 1951 


REMUNERATION OF GENERAL PRACTITIONERS 


* “t y, tb ft 
_.. .. SUPPLEMENT To THe 
\ ¢>)-* BRITISH MEDICAL JOURNAL 





noted that a capitation payment affords a method of differen- 
tiation acceptable to the majority of the profession. It was 
thought that a publicly organized service would of itself 
level up low incomes, and that any augmentation (i.e., apart 
from capitation) required would be likely to be small. The 
greatest difficulty would arise in securing the percentage 
thought desirable of practitioners with net incomes over 
£2,000. “The difficulty is likely to arise owing to the fact 
that no practitioner can assume responsibility for more than 
a certain number of patients and because this number may 
well not be sufficiently large to provide high incomes in 
the absence of a considerable amount of private practice.” 


The Assistant 

As to practitioners under 30 years of age, the Committee 
recommended that a doctor wishing to enter general prac- 
tice should spend one or, preferably, two years as an assis- 
tant, and receive a net salary of not less than £500 a year 
(again, of course, in terms of the 1939 value of money). 
Recognizing that any practitioner should be free to engage 
an assistant, the Committee suggested that about 10% of 
practitioners, selected on the grounds of success in practice 
and general suitability, should be encouraged to do so. 
Such a practitioner should receive a supervision fee of £100 
a year for an assistant with no previous, or only one year’s, 
experience of general practice. Such an assistant should 
receive £500 in his first year and £600 in his second year. 
To meet the financial difficulties of a principal who had not 
previously had an assistant, the Committee suggested that he 


‘ should, on taking on an assistant, receive, in addition to the 


£100 supervision fee, £500 in the first year, £300 in the 
second, and £100 in the third. Some such system, it con- 
sidered, would improve the training of those going into 
general practice. 


Conclusions and Recommendations 


All these recommendations of the Committee related to 
urban practices, and the problem of the rural practitioner 
could, in its view, best be solved by weighting mileage more 
heavily. 

Assuming that the number of persons in a publicly organ- 
ized service would be 45 million, the Committee believed 
that its proposals could be met at a cost of 15s. 6d. a head, 
resulting in a capitation fee of 15s. Its recommendations 
were based on the assumption that practitioners would have 
to provide by insurance against early death, old age, and ill- 
ness, adding that: “In so far as this ceases to be the case, 
or is modified, adjustments would be necessary.” 

Professor Bradford Hill estimated that the pre-war total 
of gross incomes of all general practitioners amounted to 
£28.14m., and that this fell short by £3m. of what, in the 
view of the Spens Committee, the total earnings should have 
been to effect its proposed redistribution of incomes. 


The final recommendations of the report were as follows: 


“(1) A scheme should be devised which will ensure that 
between 40 and 50 years of age approximately 50% of 
general practitioners receive net incomes of £1,300 or over, 
and which will also secure, so far as practicable, that between 
40 and 50 years of age approximately three-quarters receive 
net incomes over £1,000, that approximately one-quarter 
receive net incomes over £1,600, that slightly less than 10% 
receive net incomes over £2,000, and that, in a small pro- 
portion of cases, it is possible to obtain net incomes of at 
least £2,500. By net income we mean gross income less such 
professional expenses as are allowed by the Inland Revenue 
for income-tax purposes. Here also, as in the body of the 
report, we are expressing our recommendations in terms of 
the 1939 value of money. 

Note i—The above proposal is approximately equivalent 
to. the augumentation of net incomes in 1939 by £200 in the 
case of incomes between £400 and £1,200 and, in the case 
of incomes over £1,200, by £200 at £1,200, diminishing pro- 
gressively to nothing at £2,000. 


Note ii.—We say nothing about reducing the high percen- 
tage of incomes below £700, since this would follow auto- 
matically from the operation of these récothmendations. 

(2) Before 40 and after 50, practitioners should be remun- 
erated at the rate applicable between 40 and 50 to the burden 
and responsibilities of practice which they are in fact 
carrying. 

(3) In securing the above results, a method of differentia- 
tion of income should be chosen which will command so far 
as possible the confidence of the profession. 

(4) The difference which has existed between the incomes 
of rural and urban practitioners should be reduced, the High- 
lands and Islands Scheme should be applied to other sparsely 
populated areas, and the remuneration under that scheme 
should be increased. 

(5) Additional remuneration should be given in areas 
which prove so unattractive as not to draw an adequate 
supply of practitioners. 

(6) An adjustment in the method of payment in so far as 
this depends on capitation. should be made in the case of 
practices involving an altogether abnormal number of aged 
persons and chronic invalids. 

(7) On completion of resident hospital appointments a 
recently qualified practitioner should secure an initial net 
income of not less than £500 per annum, as an assistant to a 
doctor in general practice.” 








DERMATOLOGISTS GROUP CONFERENCE 


The annual conference of the Dermatologists Group was 
held at B.M.A. Howse on June 26, with Dr. R. M. B. 
MacKenna in the chair. Twenty-six members attended. 

A report was presented dealing with the activities of the 
Group Committee during the past session. Among other 
things, the report referred to difficulties which were being 
experienced in the staffing of dermatology departments. 
Several reasons were given to account for these difficulties— 
the discontinuance of the S.H.M.O. grade in the specialty, 
the review of appointments to the registrar grades, and 
restrictions on the more junior appointments. The Group 
Committee would continue its consideration of this 
important matter. 

The report also dealt with a number of poinis concerning 
occupational dermatitis and the National Insurance (Indus- 
trial Injuries) Act, which were receiving attention in the 
Group Committee and elsewhere, in particular the reference 
of cases to, and the appointment of, examining medical 
practitioners, references to consultants, liaison with the 
patient’s doctor, and the notification of employers. 

The conference noted that representations for the appoint- 
ment of a dermatologist to the Radioactive Substances 
Advisory Committee had been unsuccessful and decided to 
request the Group Committee to await the Advisory Com- 
mittee’s report and to study its findings with a view to 
taking any necessary action to safeguard the interests of 
dermatologists. 

Consideration was given to a protest which had been 
received by the Association against the action of hospital 
authorities, when advertising dermatological posts, in stipu- 
lating that applicants iust be Members of the Royal College 
of Physicians. This, it was stated, was ranking one higher 
qualification above another and was unjustifiable. The 
conference felt that the Association could .not insist on 
advertisements being amended in this respect, although it 
could urge that there should be no discrimination by adver- 
tising authorities in this connexion. It was up to a licensing 
body to take action if it felt that its members were being 
subjected to discrimination. 

Approval was expressed of the principle of establishing 
“ peripheral ” clinics for the treatment of dermatology. 

The membership of the Group was reported to be 190. 
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DURHAM CLOSED SHOP 
ASSURANCES FROM .COUNTY COUNCIL 


An assurance has now been received from Durham County 
Council that its policy of requiring employees to be members 
of trade unions or professional organizations will not be 
applied either to its present medical officers or to medical 
officers appointed in the future. Further assurances have 
been received that candidates for vacant medical appoint- 
ments will not be questioned about membership of a trade 
union or professional organization and that information that 
a candidate is or is not a member of a trade union or profes- 
sional organization—whether volunteered by the candidate 
or coming to the notice of the council in any other way—will 
in no case be taken into consideration when a medical 
appointment is being made. 

In the light of these assurances the B.M.A. will no longer 
refuse to publish the county council’s advertisements of 
vacant medical appointments. 








ECONOMY IN CONSULTANT SERVICES 


It has been brought to the notice of the Joint Committee of 
the Royal Colleges, the Royal Scottish Corporations, and 
the Central Consultants and Specialists Committee that con- 
sultants in contract with certain hospital boards’ have been 
invited to consider the possibility of voluntarily reducing the 
number of their sessions in the interests of economy. 

The Joint Committee proposes to discuss this matter with 
the Ministry of Health at an early date, as it thinks that any 
local action which might be agreed to be desirable would 
best be taken in accordance with general principles deter- 
mined centrally. In these circumstances, consultants who are 
approached by their boards about this matter may consider 
it wise to postpone their decision for the time being. 








GENERAL MEDICAL SERVICES COMMITTEE . 


ASSISTANTS AND YOUNG PRACTITIONERS’ 
SUBCOMMITTEE 


Some months ago the General Medical Services Committee 
decided to appoint as a permanent feature of its constitution 
a special subcommittee to represent the interests of unestab- 
lished principals and assistants in general practice. The 
Committee has now evolved a detailed plan for the consti- 
tution of a democratically elected subcommittee to replace 
the existing subcommittee on which representation of 
assistants and unestablished principals has so far been 
secured by co-option. 

Briefly, for the purposes of election, the country (England 
and Wales) is being divided into five regions, each based 
upon a regional office of the Association. Each region will 
elect two direct representatives to the Subcommittee—one 
assistant and one unestablished principal from the area, 
while the G.M.S. Committee will appoint six of its members 
to serve on the Subcommittee. In addition, one assistant 
and one unestablished principal from the Subcommittee will 
be co-opted to the G.M.S. Committee itself. 

The electorate and membership of the Subcommittee, apart 
from the representatives of the G.M.S. Committee, will be 
restricted to the following classes of practitioner: 

(i) assistants in general practice and practitioners seeking 
permanent openings in general practice who are mapienet with 
the Medical Practices Advisory Bureau ; 

(ii) practitioners engaged predominantly in general practice as 
principals and including those in partnership whose total gross 
professional income does not exceed £1,250 per annum. 


Assistants 


Steps are now being taken to compile the roll of voters 
for the elections which will take place towards the end of the 


summer, and a communication has already been sent to those 
practitioners whom the Association’s records show to be in 
the first category of the electorate, inviting applications for 
inclusion in the roll. Any pfactitioner who falls within 
category (i) above and who has not already received an 
invitation to apply for inclusion in the roll and whe now 
wishes to do so should complete the application form (A) 
set ont immediately below and send it to the Secretary of the 
Committee at B.M.A. House, Tavistock Square, WEA, as 
soon as possible. 


(A) General Medical Services Committee 
Assistants and Young Practitioners’ Subcommittee 


Becca POCO eee meee eee eee eee eet aeeeeeeeee eeecece eeeererersees eresece 


(Block letters, please) 
OF.....corrcosorcdeccvoresiececcnsoesdebecesoseinecsosossotedoenbe bests 


hereby apply for inclusion in the electoral roll of the 
Assistants and Young Practitioners’ Subcommittee. of the 
General Medical Services Committee. * 

I declare: , 

*(a) that I am engaged as an assistant ‘to a practitioner 
providing general medical services under the National Health 
Service. 

*(b) that I am seeking a-permanent opening in general 
practice and that I am registered for that purpose with the 
Medical Practices Advisory Bureau, 
and I undertake to inform the Secretary of the Committee at 
B.M.A. House of any change in my status which affects my 
eligibility for membership of the electorate. 


*Delete whichever is inappropriate 


Unestablished Principals 


b the case of unestablished principals, the Association 
is not in possession of any information which will enable 
it to select those general practitioners who conform to the 
criteria prescribed in paragraph (ii) above. Any unestab- 
lished principal who falls in this category and who wishes 
his name to be included in the electoral roll is therefore 
invited to complete application form (B) set out below and 
send it to the Secretary of the Committee at B.M.A. House, 
Tavistock Square, W.C.1, as soon as possible. 


(B) General Medical Services Committee 
Assistants and Young Practitioners’ Subcommittee 


Bh ..ccscccceguhapapescdelabicantsbl case cette eae aie Sidutes 
(Block letters, please) 


Poe e UU OU ECC EPOCCOOOOCOOCOSOCOCO See eee 


hereby apply for inclusion in the electoral roll of the 
Assistants and Young Practitioners’ Subcommittee of the 
General Medical Services Committee. 

I declare that I am engaged predominantly in general 
practice as a principal with a total gross professional income 
not exceeding £1,250 per annum, 
and I undertake to inform the Secretary of the Committee at 
B.M.A. House of any change in my status which affects my 
eligibility for membership of the electorate. 


The last date on which applications can be accepted for 
inclusion in the electoral roll for the forthcoming elections 
is September 7, 1951. 
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EXAMINATION AND REPORTS FOR 
GOVERNMENT DEPARTMENTS 


Recently it has been noticed that an increasing proportion 
of cases upon which Government departments require a 
consultant opinion are being referred to the consultant at 
hospital for examination and report. This is particularly 
noticeable in cases of industrial injury, where previously 
the Ministry of National Insurance approached the consul- 
tant privately. Not unnaturally this new policy is giving 
rise to widespread dissatisfaction among consultants, who 
sonsider that their contract is with the hospital board and 
for the purpose of treating the sick, and not for the con- 
venience of an unspecified number of Government depart- 
ments. 

The position of hospital medical staff in this matter is 
defined in paragraph 14 of the Terms and Conditions of 
Service of Hospital Medical and Dental Staff. This para- 
graph includes a schedule which classifies the types of 
examination and report which are either within, or outside, 
the scope of the hospital and specialist services. It is in fact 
the Minister’s interpretation of the obligation placed upon 
him by Section 3 of the 1946 Act. 

The first part of the Schedule (Category 1) defines the 
work which is within the scope of the Service, and sets out 
the overriding principle that this covers the examination, 
diagnosis, and provision of a report (reasonably required in 
connexion therewith) on a person referred to the hospital 
and specialist service for this purpose from a medical source 
for a second medical opinion. There follow a number of 
examples, including examination and report on a person 
referred: 

(1) by a medical board of the Ministry of Pensions ; 

(2) under the National Insurance (Industrial Injuries) Act 
by a regional medical officer of the Ministry of National 
Insurance or by a medical board or medical appeal tribunal ; 

(3) by a medical recruiting board of the Ministry of 
Labour and National Service. 


The words “from a medical source” are of particular 
import, for the Ministry has explained that examination and 
report following reference by an administrative medical 
officer, who has not himself clinically examined the patient, 
does not fall within the scope of the Service. 

It is clear, however, that when medical boards of Govern- 
ment departments, such as those of the Ministry of Pensions, 
Labour, and National Insurance, require a consultant 
opinion, they are entitled to refer the case to the hospital ; 
equally the regional medical officer may do so in intelligent 
anticipation of the needs of the medical board. Where x-ray 
examinations are requested by pneumoconiosis panels which 
are not proposing to make a clinical examination they should 
not come within the “free” service, and payment should 
be made. 

If the request comes from a non-medical Government 
source, such as an insurance officer or local appeal tribunal 
of the Ministry of National Insurance, the position is as 
follows: If the patient is still under observation or treat- 
ment at the hospital at the time the report is asked for, and 
when it can be given without a special examination, it should 
be given—with the patient’s consent—free of charge. If, 
however, the patient is no longer under observation or treat- 
ment at the hospital when the request is received, or if a 
special examination is required, a fee should be paid. 
Although dermatological reports may ultimately be used by 
a medical board, they are usually requested in the first place 
from a non-medical source, and the question whether they 
should be supplied without charge is determined by the fore- 


going. 


It}is open to question whether in fact the terms of service 
in this respect ane in line with the Act. The Central Con- 
sultants and Specialists Committee and the Joint Committee 
have repeatedly pressed upon the Minister the view that the 
work im question is outside the scope of the Act. The 
Ministry has so far been unable to accept this view 


, But there are other material considerations than the purely 
egal. ; , 

These cases, which involve such questions as an individual 
entitlement to disablement benefit, or the assessment of 
disability for pension purposes, involve considerable respon- 
sibility, and they are most time-consuming. Out-patient 
departments, where these cases have to be seen, are as a rule 
working to capacity and have long waiting-lists of patients 
requiring treatment. The Government departments requiré 
their cases to be dealt with without delay. Are then consult. 
ants to put aside their patients to deal with this type of 
case ? This is by no means an idle question. The examina- 
tion of a person for the Ministry of National Insurance, 
together with the completion of the report, may take upwards 
of three-quarters of an hour. Three or four such cases a 
week can seriously disorganize tiie routine work of an out- 
patient department, and play havoc with the waiting-list. 

The Ministry has agreed that such of this work as is done 
by a consultant within his contract should be brought into 
the computation of his part-time services upon which his 
salary is based. Special sessions should be arranged for this 
work, though it is not always practicable to do this. Con- 
sultants who already give nine sessions would not be pre- 
pared to undertake much additional work. 

The Ministry has made a sample survey which syggeste 
that the incidence of the work is not particularly heavy is 
any one area or department, but there is no doubt that thc 
work is growing, and will continue to grow as Government 
departments seek to take advantage of the Service. The 
remedy is largely in the hands of the profession, however, for 
only consultants on the spot can decide whether these 
cases shall have priority over their sick patients or whether 
they must await their turn till the sick have been treated. 
The obvious solution is for such cases to be seen in the 
consultant’s own time in the privacy of his own rooms, where 
an unhurried examination can take place and a full and care- 
ful report be given. In the meantime the problem is under 
active consideration by the Joint Committee. 








MEDICAL PRACTICES COMPENSATION 


The British Medical Association recently requested the 
Ministry of Health to give more latitude in making advance 
payments on account of compensation. In the view of the 
Association the upper limit hitherto imposed is no longer 
justified, since it-is now possible to forecast with reasonable 
accuracy the rate at which payment in full will be made. 

Some time ago, following ‘representations by the Associa- 
tion, the Ministry agreed to make advance payments up to 
1.5 years’ purchase where doctors had died or retired. The 
Department has now intimated that the Minister is prepared 
also to make further advance payments, up to a maximum 
of 1.5 years’ purchase, in cases in which earlier advances 
were insufficient to discharge outstanding loans raised to 
purchase the goodwill of a practice, where he is satisfied that 
hardship is being suffered because the continuing annual 
charges on the loan are onerous. 








TRADE UNION MEMBERSHIP 

The following is a list of locai authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils.—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils.—Crewe, Dartford. 

Urban District Councils —Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 
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The Medical Student After Hours 


At this time of year reports reach us from the deans of 
the medical schools about plans for the next session. Nearly 
all of them are concerned with academic progress, with 
occasional references to sporting activities, but the human 
touch is not very much in evidence. Therefore one wel- 
comes all the more a report from Birmingham which states 
that the medical school is to remain open to students and 
staff until 10 o’clock every night. One of the difficulties 
of the modern university is the scarcity of halls of resi- 
dence in which students can work after university hours. 
Many students are accommodated in lodgings where condi- 
tions are not congenial for study ; some are in their own 
homes, where they are subject to many distractions. In 
Birmingham it is also proposed that certain members of 
the staff shall be present to hold tutorial classes in the 
evenings, purely on a voluntary basis, of course, and the 
library is to be open, also a buffet for light refreshments. 
One hopes that the Birmingham example will spread to 
other schools. It will have an effect on the pass list. 


Hospitality for Mountaineers 


Any doctor living in a mountainous district and interested 
in mountaineering who would like to offer hospitality to an 
overseas doctor and his wife for a few days during September 
or October is asked to communicate with Dr. H. A. Sandi- 
ford, Medical Director, Empire Medical Advisory Bureau, 
at B.M.A. House, Tavistock Square, London, W.C.1. 


A Dated Play 


Shaw’s Doctor's Dilemma was televised the other evening, 
and very delightful television it made. The long conversa- 
tions between the specialists, each upholding his own theory 
to the point of farce, were as comic as ever and not in the 
least boring. But how obviously the play dates. Surely 
for the benefit of the young and casual viewer, who knows 
nothing of past controversies, the presentation might have 
been prefaced with some remark that doctors do not talk 
to one another like that, and probably never did talk to one 
another like that, even in the first flush of enthusiasm for 
the germ theory. The.doctors (except for the general practi- 
tioner) and their patient are all alike mountebanks,’ and 
something should have been said to suggest that, amusing 
as it all is, it is as much a caricature of Harley Street as 
H.M.S. Pinafore is of the Royal Navy. The. medical student 
also might well have been tempted to throw something at 
the television screen when he heard himself described as 
“the most disgusting figure in modern civilization.” 


Up-to-date Witchcraft 


In an address to the Royal African and Royal Empire 
Societies the other day Professor Isaac Schapera discoursed 
learnedly on sorcery and witchcraft in Bechuanaland, among 
the tribes who have figured so much in recent Parliamentary 
debates. There appear to be two sorts of people concerned 
—namely, sorcerers and magicians (doctors), the object of 
the latter being to undo the evil of the former, though one 
cannot help feeling that sometimes they are in league. 
Apparently the favourite method of witchcraft in Bechuana- 
land, and also the most efficacious and dangerous, is the 
very commonplace one of putting poisonous substances into 
beer or porridge or other food. Some of the people believe 
that when the victim swallows the food the poisonous sub- 
stances change into a miniature lion or crocodile which 
gnaws away persistently at his entrails until he dies. But 
the majority are sensible enough to believe that the sub- 
stance put into the food is actually poisonous in our sense 
of the word. There are several well-known herbs used for 
this purpose, including a few whose action is very slow, so 


that death does not take place suddenly in a way to arouse 
suspicion of foul play, and in some cases poisons are used 


with which we are more familiar—caustic soda. is fairly. 


often mentioned in. this connexion. Tribesmen who have 
given up a good many superstitious elements continue to 
believe. that people can bewitch others by poisoning their 
food, and, after all, people are often punished for the same 
offence in our. own society, and the fact that the Tswana 
call it sorcery makes no difference. 





Correspondence 








Remuneration of General Practitioners 


Sir,—In recent weeks some misunderstanding has devel- 
oped about the dispute with the Ministry of Health concern- 
ing the remuneration of general practitioners. The dispute 
concerns the determination of the proper size of the central 
pool for the years 1948-9, 1949-50, 1950-1 ; it is one con- 
tinuous dispute. This is the dispute which the Representa- 
tive Body decided would be suitably referred to arbitration. 
Whatever award or whatever answer a court of arbitration 
might make would obviously refer to the three years. 

At the Special Conference of Representatives of Local 
Medical Committees, held on July 19, there seems to have 
been in some minds a lack of clearness on this important 
point. The result was that the conference hesitated to pass 
Dr. Howie Wood's important resolution “ that the terms of 
reference to arbitration should include not only the proper 
size of the pool in 1951 but also what it should have been 
in 1948, 1949, and 1950” ; this resolution was referred to the 
General Medical Services Committee (see Supplement, July 
28, p. 33). 

Apart from other and more tangible considerations, if we 
should be inveigled into yielding our claim for the first two 
or perhaps three years of the N.H.S. we should be helping 
to establish for all time the delaying tactics practised so 
astutely by Mr. Aneurin Bevan. Practically every article, 
every speech, and every letter published in the Journal or 
the Supplement concerning this protracted dispute has stated 
explicitly or tacitly assumed that the dispute dates from 
July 5, 1948. 

Havering, hesitating, and discussing ad nauseam will lead 
us into the doldrums. Sweet reasonableness, yes—but let us 
remember that, opportunism and appeasement are no substi- 
tutes for courage and decision. 

In a remarkable and cogent letter to The Times (June 20, 

1949) Sir Lionel Whitby drew attention to the importance 
of the doctors having the fullest rights to arbitration and the 
injustice of any government attempting to deny them such 
rights. . 
At long last it has been decided to claim the right to 
arbitration. Now let us be equally clear about what the 
matter for arbitration is—namely, the correct remuneration 
of general practitioners since the inception of the National 
Health Service, having regard to the recommendations of the 
Spens report and to changed money values.—We are, etc., 


MALCOLM WATSON. G. I. WaTSON. 


J. O. M. REEs. J. D. GILutEs. 
W. L. WinsLow Smita. C. E. McQuabDeE. 
E. E. HEANEY. C. P. WALLACE. 


Inquiry into General Practice 


Sm,—It is an interesting coincidence that the General 
Practice Review Committee’s questions-are being sent to 
18,000 general practitioners at a time of crisis in our affairs, 
but it is no more than a coincidence, | 

Negotiations with the Ministry on remuneration are being 
conducted for us by the General Medical Services Com- 
mittee under the extremely able chairmanship of Dr. Wand. 
The General Practice Review Committee was set up by the 
Council of the B.M.A. to investigate the present state of 
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general practice, to find out how general practice has been 
affected by the National Health Service, and to make 
recommendations. 

If Dr. Kynaston (Supplement, August 11, p. 58) had 
attended any of the meetings of our Committee he would 
quickly learn that no one knows “the feelings of the 
general practitioner.” One of the methods we are using to 
find out both how he feels and what he does is to send 
to every general practitioner two questions. As the general 
practitioners are divided into groups of 500, we can ask 
quite a lot of questions. 

It may well be that if, as we hope, everyone answers his 
two questions promptly we may even be able to help to find 
the answers to the two questions that Dr. Kynaston feels of 
such importance. 

Opinion and feelings are apt to change, as the results of 
plebiscites would seem to show. We also want some facts. 
As you know, Sir, opinion is divided on whether the 
general practitioner is the salt of the earth or a worn-out 
anachronism. The answer to this question, too, is a matter 
of some importance to those who are considering the 
remuneration of the general practitioner. 

Finally, may I assure members of the B.M.A. that with 
the help of the eminent medical statistician we hope to collect 
much information much more cheaply than would have been 
possible without his advice.—I am, etc., 


C. W. WALKER, 
Chairman, General Practice 
Review Committee. 


The G.P. and the Hospital 


Smr,—In the recurrent clamour that the G.P. should return 
to hospital so as to imbibe fresh inspiration, will someone 
please inform us: 


(1) Who really is at the bottom of this propaganda ? One 
suspects politicians largely, and for some purpose best 
known to themselves. 

(2) Who are the doctors, and how many of them exactly 
are there in the profession who want this? Are they young, 
middle-aged, or elderly? The younger ones can hardly be 
anxious to become glorified ward clerks quite so soon again, 
whereas the middle-aged and elderly are quite enough taken 
up already with their medical duties and want relaxation 
when they can get it. There seems to be much that is unreal 
in this agitation. It is sometimes complained that the G.P. 
sends his cases to hospital without examination if they 
present any difficulty. It is also advanced as an argument 
that hospital duties would fit a doctor to send his cases 
sooner to hospital for examination by a consultant. What is 
one to make of these conflicting statements sometimes put 
forward in the same article ? 

There are no doubt careless and ignorant members of 
every profession, but most of them have, one imagines, suffi- 
cient amour propre to want to make the best of their job 
so far as their conditions of work will allow them. Many 
of us, however, can look back on years of work which the 
owner of a modest garage, let us say, would delegate to a 
clerk and a typist, and we continue to do that even more 
than before. 

Why are G.P.s always picked out as needing fresh instruc- 
tion in their work ? What do the purveyors of this claptrap 
think we are doing with our years of experience except 
putting it into practice ? One can think of other professions 
which probably need “ postgraduate ” instruction much more 
—e.g., bricklayers and politicians, to mention only two.— 
I am, etc., 

Brighton. G. L. Davies. 


Wastage of Medical Man-power in Wartime 


Sirn,—The Central Medical War Committee is once again 
compiling a register of the profession. The recollection of 
most of us is that we put our names on this register, which 
was combed and combed again to supply doctors for the 
three armed Services. The three Directors-General com- 
peted with each other for the greatest numbér of doctors, 


and an appalling wastage of. medical men resulted. The 
medical press was full of bitter complaint from those who 
had put their names and capabilities on the register and had 
been handed over to the insatiable armed Forces to live in 
enforced idleness thereafter. One member of the Central 
Medical War Committee’ taxed with this, said blandly, “ Of 
course, we have no knowledge of the use to which doctors 
are put, after we have sent their names to the Services.” 

This must not happen again. There are two things to be 
done, now, before it is too late to bring the necessary 
organization into existence, as it would be in the urgent 
times at the outbreak of war. 

The first is that the Central Medical War Committee 
should be enlarged to represent the interests of the medical 
profession, civilian hospital and general practice, and the 
armed Forces. There must be arrangements for free 
transfer from the Services to civilian work, and vice versa, 
as the needs of the war require. The Committee should 
have the authority to allocate medical men to their duties. 

The second is that the Medical Branches of the armed 
Forces should be coalesced from three into one. In these 
days when the Army provides glider pilots, infantry go into 
battle by parachute, Commandos are often at sea, the Navy 
flies and maintains its own aircraft, and the Air Force is 
responsible for the ground defence of its airfields, there can 
be no grounds for maintaining separate medical organiza- 
tions. Previous attempts to combine the three into one have 
taken place after a war, in a period of restriction and 
retrenchment, when the streamlining would have imposed 
additional hardships on the officers by further reducing their 
chances of promotion. One suspects that this, together with 
the natural esprit de corps of the three Services, has been 
the stumbling-block, rather than any real administrative 
problems. ; 

A single service, with a single system of records, would 
give rise to an enormous saving in man-power, and is long 
overdue. 

I hope that these proposals will receive consideration 
before the Central Medical War Committee blindly follows 
the tracks of 1940.—I am, etc., 

Radnage. Bucks. KENNETH S. MULLARD. 


*.” The Secretary of the C.M.W.C. states: It is the respon- 
sibility of the Medical Priority Committee, not of the Central 
Medical War Committee, to examine the claims of the 
Service Departments for medical officers and to make recom- 
mendations with a view to maintaining a proper balance 
between civilian and Service requirements. At present the 
C.M.W.C. has fifty members, nominated by the B.M.A., the 
Royal Colleges, the Society of Medical Officers of Health, 
and various other organizations, and is widely representative 
of the different sections of the profession. 


Reduction of Doctors’ Lists 


Sir,—At the recent Special Conference of Local Medical 
Committees Norfolk proposed “* that any attempt on the part 
of the Minister to lower the permitted number of patients on 
doctors’ lists be strenuously resisted ” (Supplement, July 28, 
p. 34). This motion, which came before the Conference late 
in the proceedings, was not favourably received, and I 
wonder whether the reasons behind it were completely 
appreciated. Personally, I have no wish to have the present 
maximum number on my list in my predominantly rural 
practice, but it seems to me that, if the permitted number 
be reduced too far—and once the principle of reduction is 
accepted where does it stop ?—the position will arise where 
nearly every doctor has the same number on his list ; this 
would be almost tantamount to a salaried service, which 
many of us still believe to be the aim of the Labour Govern- 
ment. This, to my mind, is the great danger attached to a 
reduction in the permitted number, but, in addition, it could 
involve the automatic extinction, especially in urban areas, 
of the new patient’s right to choose his doctor, for he would 
be directed to go on to the list of one or two doctors who, 
either by choice or inability to attract patients, had still got 
lists below the maximum. 
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I am all in favour of helping the doctors with the smaller 


" lists, but there is a grave risk of helping the Minister to 


achieve what would virtually be a salaried service without 
arousing the opposition which a direct attempt to achieve 
the same object would arouse.—I am, etc., 

Cringleford, Norfolk. H. C. MAINGAY. 


The Public Health Award 


Sir,—If Dr. Metcalfe Brown (Supplement, July 21, p. 26) 
will reread my letter (Supplement, July 14, p. 19) he will 
find no criticism of the staff of the Association, only of 
himself and the policy makers. 

One goes to arbitration with the expectation of obtaining 
a fair deal. If the award is not implemented the case is 
taken to a court of appeal. 

The cost-of-living index for Great Britain is given this 
week as 109% above pre-war. Assistant medical officers 
received a pre-war maximum of £700 per annum. They 
should have at least £1,400 per annum, compared with the 
award of £1,150. 

The local authorities offered a maximum of £1,100 per 
annum while the Association claimed £1,680 per annum. 
The mean of these figures is £1,390. 

My point is that the Association committed a grave error 
of judgment in referring the case to the Industrial Court, 
the findings of which had not the force of law. This lesson 
must be well learnt. 

The long-delayed implementation of the award is now 
being hailed as a great triumph, whereas for assistant medical 
officers it is a ghastly defeat. We have gained a tactical 
advantage in the battle of attrition in which we are engaged 
which must not be thrown away. Various authorities will 
shortly be seeking removal from the black list. 

A charter must be drawn up to which all authorities must 
subscribe defining the duties of assistant medical officers. 
The words “and any other duties which the M.O.H. may 
decide” must be deleted from the ‘advertisements, which 
must state that car allowance is granted at the essential 
user rate according to the conditions of service of the 
National Joint Council. 

Three members of our staff have been removed from the 
essential user list and classified as casual car users from 
June 1, 1951. One of them is buying his car under the 
assisted purchase scheme with money borrowed from the 
authority. They now lose the £96 per annum guaranteed 
minimum and receive 64d. a mile. Yet I have received a 
carefully worded letter from the Assistant Secretary dated 
July 20, 1951, stating that the Chairman of the Public Health 
Committee “ feels that from the information you have given 
it is impossible for us to give a definite ruling on the 
situation.” What masterly strategy of appeasement is this ? 
The award took into consideration car and subsistence allow- 
ances. The award has not been implemented if these have 
been reduced since October 1, 1950. Can it be wondered 
at that I am critical of the administration ? 

The authority adopted a section of the conditions of 
service of the National Joint Council which was to their 
benefit and our detriment. They classified assistant school 
medical officers as “ travelling officers *’ who were to receive 
50% of the former subsistence allowances if appointed after 
the date of adoption. 

We now have two assistant medical officers receiving 2s. 
per day for lunch while the nurses with whom they work 
get 4s. per day because they were appointed before the 
adoption date. Does this meet with the approval of the 
Public Health representatives ? 

Why should assistant M.O.s be required to examine and 
report on the fitness of employees to return to work after 
one month’s absence? The authorities already have the 
G.P.’s medical certificate, and the officer concerned does 
not know the condition of the employee in health. 

1 have been hammering at this since 1938 and have 
received no satisfactory reply from the Association. People 
at the top of the tree are apt to get out of touch with the 
rank and file. I can assure Dr. Metcalfe Brown and the 


Council, both from the feelings of the members of our Guild 
and also from the considerable correspondence I have 
received on the subject, that the bitterness felt at the inequity 
of the award to assistant medical officers is very great. 

The Government made it clear that it was the lower paid 
workers who were to receive the larger increases in salary. 
We become disillusioned when we find the chief officers 
receiving large increases to the detriment of their lower 
paid colleagues. 

I believe that the method of electing public health repre- 
sentatives to the Association requires overhaul. I suggest 
that each county or large unit should form a Guild similar 
to our own, and one representative should be elected from 
each area. These representatives would ballot for the public 
health representative. 

If the British Medical Guild.was a living member organiza- 
tion the suggested Guilds could fit into its framework. As 
constituted it is a stillborn subterfuge for giving to the 
Council the powers of a trade union to carry out its will. 

It could be a virile organization embracing all members 
of the profession, a useful pulse recorder, democratically 
organized, and electing its own Council representative 
of the whole profession. I am a public health representative 
and convener on the Guild. No doubt there are difficulties, 
especially if one does not want the status quo altered, but 
difficulties are there to be surmounted.—I am, etc., 


Bishop Auckland, Co. Durham. Maurice B. GRIFFITH. 


*.” Dr. Metcalfe Brown replies: I am glad to know that 
Dr. Griffith did not intend to criticize the staff. The Public 
Health Committee considers that the Industrial Court 


Awards are inadequate in many respects and will present a. 


claim for adjustment at the opportune time. It would appear 
that Dr. Griffith disapproves somewhat of the constitution 
and policy of the Association and the British Medical Guild. 
He is free to make appropriate changes by using democratic 
machinery—if he is able to obtain sufficient support for his 
views. 

I do not propose here to comment on the affairs of easily 
identifiable medical colleagues of Dr. Griffith. Full details 
of any grievances should be sent to the Association in order 
that appropriate’ action may be taken within the limits of 
justice and prudence. 

I do not think it would be in the best interests of public 
health medical officers for me to continue to take part in this 
public correspondence. I suggest that the matters raised by 
Dr. Griffith could now be best dealt with in the privacy of 
medical meetings, by private correspondence, or by personal 
discussion. I repeat my previous suggestion that Dr. Griffith 
and I should meet to discuss together all his troubles and 
suggested remedies. 


Sik,—I have read the letter by Dr. Maurice B. Griffith on 
the public health award in the Supplement (July 14, p. 19). 
Being myself employed in part by a council which has 
refused to implement the first award, I naturally feel some 
sympathy for his attitude, but I think that we should 
remember that, as medical officers of health, we are servants 
of the public, and that we owe a duty to the mothers and 
children who depend upon us for advice. 

It is also in my opinion of paramount importance that we 
should retain the good will of the public, and I therefore 
think that we should all support Dr. C. Metcalfe Brown in 
his opinion that to withdraw our sefvice from defaulting 
authorities “ would not be helpful at the moment.” In my 
opinion, it would not be helpful at any time.—I am, etc., 


R. A. W. PROCTER, 


Otley, Yorks. Divisional Medical Officer. 


Pitfalls of Planning 


Sir,—May I be permitted to say that I consider Mr. A. 
Lawrence Abel’s address on “ Pitfalls of Planning ” (Supple- 
ment, August 4, p. 41) the best and fairest summary of the 
profession’s position in the National Health: Service that I 
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have read? It gives (what very few lay people know) a clear 
account of the profession's attitude towards a comprehensive 
health service during the last forty years, and of ali that 
has led up to the present unsatisfactory situation, an account 
which should be read by every layman on every committee 
under the National Health Service. I feel confident that 
nothing but good would come of such a statesmanlike docu- 
ment reaching the hands of everyone interested in making 
the National Health Service work more harmoniously.— 
l-am, ete., ~ 
Aberdeen. R. R. M. Porver. 





Association Notices 





NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider the award of the Nathaniel Bishop Harman 
Prize in the year 1952. The value of the Prize is approxi- 
mately £100. The purpose of the Prize is the promotion of 
systematic observation and research among consultant mem- 
bers of the staffs of hospitals who are not attached to recog- 
nized medical schools. It will be awarded for the best Essay 
submitted in open competition. The work submitted must 
include personal observations and experiences collected by 
the candidate in the course of his practice. A high order 
of excellence will be required. No study or essay that has 
previously been published in the medical press or elsewhere 
will be considered eligible for the prize. Any registered 
medical practitioner who is a consultant member of the staff 
or senior hospital ical officer of a hospital in Great 
Britain or Northern Ireland and who is not a member of the 
staff of a recognized undergraduate or postgraduate medical 
school is eligible to compete. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of his essay, the decision of the Council shall be final. 

Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the Prize will not be awarded 
in 1952, but will be offered again the year next following 
this decision, and in this event the money value of the Prize 
on the occasion in question shall be such proportion of the 
accumulated income as the Council shall determine. 

The writer of the prize-winning essay may be required to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section 
of the Annual Meeting of the Association. Each essay -must 
be typewritten or printed in the English language and must be 
distinguished by a title and a motto. The essay must not bear 
the name of the writer, which should be sent with the essay in 
a sealed envelope bearing only the motto on the outside. It 
is suggested that essays should consist of from 3,000 to 10,000 
words. The title of the proposed essay and the motto sould 
be notified in writing to the Secretary by December 1, 1951, and 
a form for this purpose can be obtained from the Secretary. 
Essays must reach the Secretary, British Medical Association 
House, Tavistock Square, Lendon, W.C.1, not later than March 
31, 1952. Inquiries relative to the prize should be addressed to 
the Secretary. 


MIDDLEMORE PRIZE 


The Middlemore Prize, which ‘consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or wark on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic medi- 
cine or surgery. The Council of the British Medic:l 
Association is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “ The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” 

Essays submitted in competition must reach the Secre- 
tary, British Medical Association, British Medical Associa- 





tion House, Tavistock Square, Leadot; W:C.1, on'or ‘before 
December 31, 1951. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit, the prize will not be awarded. in 1952. 


SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 
is established by the Association for the promotion of 
systematic observation, research, and record in general prac- 
tice. The competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards: 

1. The Sir Charles. Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Glinical Prize, will be awarded for 
the second best essay submitted. 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere will not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinner in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a sealed envelope, enclosing the candidate’s name 
and address"firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Association. 

11. Inquiries relative to the prizes should be addressed to the 
Secretary. 


Diary of Central Meetings 
AUGUST 
23 Thurs. Publishing Subcommittee, 10.30 a.m 
28 Tues. Central Ethical Committee, 2 pm. 


SEPTEMBER 


5 Wed. Assistant and Unestablished Practitioner Mem- 
bers of the Assistants and Young Practitioners 
Subcommittee, 2 p.m. 


26 Wed. Special Meeting of Council, 10 a.m. 


OcTOBER 
3 Wed. ~ General Practice Review Committee, 2 p.m. 
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GENERAL MEDICAL SERVICES 
COMMITTEE 
ACCEPTANCE OF ARBITRATION 


A special meeting of the General Medical Services Com- 
mittee was summoned for August 15 to consider the letter 
from the Ministry of Health (published in the Supplement 
of August 11, p. 56) on practitioners’ remuneration. Dr. S. 
WaND presided over an almost complete attendance. The 
result of the Committee’s three hours’ deliberation is set out 
in the following letter to the Ministry of Health, which 
appeared in the Press on the following day: 


Letter to Ministry 


“*T am writing to inform you that the General Medical Services 
Committee held a special meeting to-day to consider your letter 
dated August 7 in reply to the request of the Special Conference 
of Local Medical Committees that the determination of the proper 
size of the Central Practitioners’ Pool should be referred to 
arbitration. 

‘‘The Committee was glad to learn that the Ministers have 
agreed to refer the question of the size of the pool to arbitration 
and appreciates that there are certain advantages attached to their 
suggestion that the form of arbitration should be an independent 
adjudicator. Nevertheless the Committee would like to discuss 
with you the names of persons likely to be acceptable to both 
sides before committing the profession to arbitration other than 
by a recognized court. It is assumed also that the discussions 
would include the precise terms of reference on which the arbi- 
tration would be based. It is also agreed that the adjudicator 
should be asked to decide the date from which any new sum 
should apply. Ms 

“The Committee has also considered the Minister’s second 
proposal to set up a Working Party and in particular the two 
provisos referred to in your letter. In so far as the first proviso 
is concerned, the Committee undertakes‘ to accept whatever 
decision may be reached following the arbitration. 

“In regard to the second proviso, the Committee assures the 
Ministers that it. would be the aim of its representatives on a 
Working Party to work harmoniously with a desire to provide the 
best possible service for the public and make possible a better 
and happier atmosphere amongst the doctors who take part in it, 
but in the Committee’s view the profession would feel rightly 
aggrieved if the award following arbitration were nullified by 
failure to agree in the Working Party upon a proper distribution 
of the pool. 

“ Clearly, the. Working Party would wish to give proper con- 
sideration to the objectives outlined in paragraph 3 of your letter, 
but it is important that the remit of the Working Party should 
be as wide as possible so as to secure in addition to these objec- 
tives an equitable distribution of the pool based on the recom- 
mendations of the Spens Committee. 

“On the assumption that the Ministers agree that the remit of 
a Working Party should be on these lines (and, of course, we 
should wish to discuss the details with you), the Committee is 


prepared to co-operate in the establiskment of such a body and 
to commence discussions on a revised plan of distribution. It 
is of course, as you say, obvious that a new plan of distribution 
cannot be finally settled until the future size of the central pool 
is finally determined. 

“* Subject to general agreement on the above points, the Com- 
mittee would be glad to send a deputation to the Ministers or 
their chief officers to discuss the necessary details to enable the 
proposals to be put into effect.” 


The Independent Adjudicator 


The proposal of the Ministers that a decision concerning 
the sum to be used in calculating the size of the central 
pool should be sought from an independent adjudicator 
was considered at length. It was agreed that, assuming an 
adjudicator whose name was acceptable to both sides, this 
form of arbitration had certain advantages in respect of 
speed and perhaps informality. At the same time it was 
pointed out that the Industrial Court existed to carry out 
exactly such work as this, and was as impartial a body as 
it was possible to obtain. The view was also expressed that . 
it would give satisfaction to the profession, whose views at 
the recent Special Conference seemed to be in favour of pro- 
cedure by Industrial Court, if that method were adopted, 
and it would also have the advantage of making it plain to 
the public that doctors did not set themselves apart from 
other classes of the community in seeking a special form 
of arbitration. Against this it was urged that the present 
issue was rather different from an ordinary industrial dispute 
and boiled down to an interpretation of the findings of the 
Spens Committee. 

Ultimately it was agreed that the deputation to be 


‘appointed should discuss with the Ministry the names of 


persons likely to be acceptable to both sides before the 
profession was committed to arbitration other than by a 
recognized court. Members of the Committee brought vary- 
ing opinions from their constituent local medical committees, 
in so far as these had yet been expressed, concerning the 
method of arbitration by a single adjudicator. 

Subject to suitable modification of the terms of reference 
to the adjudicator, which were thought to be unsatisfactory 
as set out in the letter from the Ministers, it was resolved 
to offer no objection to a single adjudicator within this 
narrow and limited field, but that, if no name suggested was 
found mutually agreeable, arbitration should take place via 
the Industrial Court. The Committee agreed to accept what- 
ever decision might be reached as the result of the arbitration. 


The Working Party 
The Minister's proviso that an agreement satisfactory to 
both sides be reached on a revised plan of distributing the 
central pool calculated on the new basis led to a, long 
2431 
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discussion. The view was RE urged that thé acceptance 
of the award must stand by itself and not be prejudiced by 
the question of distribution. The Committee agreed, how- 
ever, to enter at once into preliminary discussions for a 
Working Party to be composed of representatives of the 
Committee and of the departments concerned to begin dis- 
cussions on a revised plan of distribution, subject to suitable 
terms of reference to the Working Party—related to the 
recommendations of the Spens Report—being agreed. 

The Committee then turned to the choice of its repre- 
sentatives on the Working Party. The feeling of the Com- 
mittee was that those chosen should be so far as possible 
representative of different types of practice. It was 
agreed that the number should be eight, being five from 
England, two from Scotland, and one from Wales, with 
two Secretaries. The following were elected: 

England: Dr. $. Wand (Chairman of the Committee), Dr. 
C. F. R. Killick (Chairman of Rural Practitioners’ Subcommittee), 
Dr. A. Campbell, Dr. A. B. Davies, Dr. A. Talbot Rogers. 

Scotland: Dr. W. M. Knox (a second Scottish representative 
to be appointed). 

Wales: Dr. A. E. Jenkins. 

A committee was also set up to begin at once the prepara- 
tion of evidence for the arbitration. The question arose as 
to the manner of presentation of the case. whether by counsel 
or otherwise, but it was considered that this must, await the 
talks with the Ministry on the manner in which the arbitra- 
tion was likely to proceed. 








AMENITY BEDS 
HOSPITALS ASKED TO PUBLICIZE THEM 


The Minister of Health has asked hospitals to give more 
publicity locally to their “ amenity ” beds, because it appears 
they are not being fully used by patients who wish to obtain 
greater privacy by paying part of the cost of the bed. He 
believes that often prospective patients do not know of the 
existence of these beds or how to apply for them. 

“ Amenity ” beds are beds in small wards or single roontis, 
which, if not required on medical grounds for other patients 
with special needs, are available for a charge not exceed- 
ing £2 2s. a week to patients who wish to have the benefit 
of greater privacy. There are about 5,600 such beds 
designated in various hospitals in all parts of England and 
Wales. 

In a circular to the hospital authorities, Mr. Marquand 
suggests that general practitioners in the area should be 
told how many beds are available at local hospitals ; notices 
explaining about the beds should be placed on hospital notice 
boards, and prospective patients should be informed as a 
routine measure about the beds there when they are put on 
the waiting-list or when asked to report for admission to 
hospital. The patient would then be asked if he would like 
an “amenity ” bed if there happens to be one available at 
the time of actual admission. Mr. Marquand emphasizes 
that desire for such a bed “should secure no priority of 
admission over others on the general waiting-list, and this 
would need: to be made clear to the patient, who would also 
be told that there can be no guarantee that such a bed would 
be available.” 








AMBULANCE SERVICE 


RESTRICTIONS ON USE 


Because of a great increase in the number of calls made on 
local ambulance services the Ministry of Health has issued 
a circular (30/51) emphasizing the need to prevent unneces- 
sary use of them. : 

A person .who can make his own way to hospital should 
do so. If he cannot afford the fare to travel he may apply to 
the National Assistance Board for help. The ambulance 
service should be used only if the patient cannot get there on 
his own. Ambulance transport should be limited only to 
that part of a journey which a patient cannot undertake by 





. Public transport or on foot, and an ambulance should not be 
used merely because a patient has luggage. 

“General practitioners should not ask the ambulance 
service to provide transport to convey a patient for a longer 
journey than is necessary. For example, where a patient has 
to attend hospital and ambulance transport is necessary, the 
service should not be asked to convey him to a distant 
hospital if the necessary diagnosis or treatment can be 
obtained nearer home. Private arrangements for transport 
outside the National Health Service should be made if for 
any reason it is desired to attend a more distant hospital 
than necessary. The same principle applies to journeys to 
specialists.” 








MATERNITY CASES IN HOSPITAL 
SELECTION FOR ADMISSION 


The increase in the proportion of confinements in hospitals 
or maternity homes during the last twenty years is discussed 
in a recent circular (R.H.B. (51) 74) from the Ministry of 
Health. In most areas there is a greater demand for 
maternity beds in hospitals than can be met. While some 
hospitals are selecting cases others are not. 

The circular suggests various criteria for selection. Priority 
should be given to “ (a) all cases in which there are medical 
or obstetric reasons in the widest sense of these terms, and 
(b) adverse social conditions, especially bad housing.” 
Category (a) would include a large proportion of primi- 
gravidae and most multiparae who have had four or more 
children. As regards social conditions, the advice of the 
medical officer of health should be sought. The minimum 
period of admission should be ten days, preferably extending 
to fourteen days, unless there are exceptional reasons why 
a patient may be discharged earlier 


Beds for General Practitioners 


The Minister reminds hospitals that wherever possible 
some maternity beds should be at the disposal of general 
practitioners for the care of their own patients. Such beds 
would have to be excluded from those available for the 
training of pupil midwives in a midwifery training-school, 
and this matter would need special consideration. 








SUPPLY OF HEARING-AIDS 


The Otolaryngologists Group Committee has for some time 
been considering the supply of hearing-aids under the 
National Health Service. During the past eighteen months 
the Group Committee has twice circularized hearing-aid 
distribution centres to gain first-hand knowledge of the diffi- 
culties which are being encountered. The number of 
patients waiting for instruments varies a good deal in the 
various parts of the country. The general shortage of tech- 
nicians is one important factor in this, and the Group Com- 
mittee feels that the best use is not always being made of the 
technicians available. As the total number of instruments 
issued by a centre increases, so does the volume of repairs, 
thus throwing a larger burden of work on the technical staff 
and often reducing the amount of time which can be spent 
in fitting new instruments. The Committee feels that a good 
deal of this work could be done by mechanics and has asked 
the Ministry to advise centres on this point. Although there 
is this shortage of technicians, the Committee disagrees with 
the pclicy of the Ministry that only very minor repairs 
should be undertaken at distribution centres, believing that 
if the simple spare parts were available locally much time 
could be saved iand the service run more economically. 
Another reason for delay in some parts of the country is 
lack of suitable accommodation for the hearing-aid centre. 

The surveys referred to have shown that there is still 
delay even where the accommodation and ‘technical staff 
are adequate, owing to an insufficient supply of hearing- 
aids, but it should be mentioned that more recently there 
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has been an appreciable increase in the supply of instru- 
ments at most centres. The Committee will shortly make 
a further inquiry of distribution centres to estimate more 
accurately the extent of this problem, and on the basis of 
the figures which are received will make any necessary 
representations to the Ministry. It is the view of the Com- 
mittee that the position of applicants on waiting-lists should 
be determined by the date of their application and not that 
of their examination. Those requiring priority treatment 
should be dealt with immediately, and not be placed on a 
waiting-list. 





Correspondence 








Large Lists 

Sir,—I have been waiting for a long time in the hope that 
someone more able than myself would write to you on 
behalf of those practitioners who have large lists. It appears 
from every reference to them—in letters, articles in the Press, 
and even the official pronouncements from the Ministry— 
that there is something slightly disreputable about this group 
of the profession. 

The suggestion (not a very veiled one) is that these gentle- 
men either acquire their lists by some unfair practices, or, 
even if they have acquired them by fair means, do not look 
after their patients properly. This is utter nonsense, and no 
one has ever brought forward a shred of real evidence in 
favour of such suggestions. Do you not think it is possible 
that at least a reasonable proportion of the general public 
are sufficiently intelligent to find out over a period of years 
whether their medical interests are being well cared for or 
not? If, of course, the Ministry of Health thinks that it is 
impossible for anyone to give proper medical attention to a 
full list of patients, -then obviously it should lower the 
maximum number of patients allowed. 

It is widely suggested that any increase in remuneration 
should go largely to those doctors with lists of under 2,500. 
Such practitioners can be divided roughly into three classes: 

(1) Those in sparsely populated districts. 

. (2) Those who live in more salubrious districts where there 
are many doctors in proportion to the number of people. 

(3) Those who, though living in industrial districts, still have 
small lists. 

Class 1 is dealt with (whether adequately or not I do not 
know) by the mileage fund. 

The members of Class 2 have almost without exception 
chosen (very sensibly) to live in the pleasanter districts, where 
naturally there were more wealthy patients, so that in pre- 
N.H.S. days their private work commanded higher fees and 
so an adequate income could be earned with fewer patients 
and in pleasanter surroundings. It is probable that many of 
these practitioners still have a much higher proportion of 
private patients, and consequently income, in addition to 
N.H.S. income, than obtains in an industrial district, and in 
any case they have got all the amenities of the place of their 
choice. 

Of Class 3, how many do you really think deliberately 
restrict their list to 2,500 or less because they do not think 
that they are capable of properly looking after more than 
that number? A very few indeed, I am sure. 

Another point which should be borne in mind is the 
well-known fact that it is much more difficult, even with the 
financial-inducement of full capitation for all patients, to get 
men to come to the industrial districts. Surely this_position 
would be greatly aggravated if such inducement is with- 
drawn. From a political point of view, of course, the whole 
plan of allowances, etc., is a half-way step to a salaried 
service, that aim of the present Government against which 
the profession voted almost unanimously. 

There have been numerous investigations into medical 
practice since July, 1948. Might I suggest one more that 
would be helpful—that is, the average age at death of doctors 
with full lists in industrial districts and doctors with smaller 


lists in healthier districts. I think the results would show 
that the hard daily work in an industrial district has a real 
claim for a higher capitation fee or an additional payment 
of some sort, rather than the reverse which is now proposed. 

Finally, Sir, may I say that I have some knowledge of both 
types of practice, having been 10 years in a good country 
practice and 13 years in my present practice in an industrial 
city.—I am, etc., 

Wakefield. . S. P. SLOAN. 


Compensation 


Sm,—In view of the fact that the Ministry has suggested 
an adjudicator to settle our differences, would it be too late 
to incude the value of our practices (which is at presert rated 
at cne and a half years’ purchase) and also the rate of interest 
paid on the capital, which is at present much lower than 
any Government security ? Both these items were provision- 
ally agreed upon, and I am certain that in thinking of the 
bigger issue of remuneration we have forgotten these two 
items, which are just as important as the one on which we are 
going to adjudicate.—I am, etc., 

London, N.10. VicTOoR FELDMAN. 

Sir,—I am glad to see that the question of the interest 
which is paid on capital compensation has been raised. 
Under present-day conditions an interest of 23% is ridicu- 
lous, and was of course arranged when all interest rates were 
very low. Holders of all Government securities have of 
course suffered, but it has to be remembered that we have 
had to leave our money with the Government under compul- 
sion, and had not the option of investing it otherwise. Over 
the course of years the loss will be very substantial. 

Those of us who have retired, and are now living abroad, 
have been receiving interest, less a deduction of full English 
tax, and no refund can be claimed. That is to say, we have 
been getting a little over 1%, instead of up to 4% with little 
or no tax to pay. 

The financial arrangements with the doctors at the time of 
the introduction of the Act was a battle of wits between the 
B.M.A. and the Government, and the B.M.A. appears to 
have been worsted at every point. It is obvious now that 
practice compensation is going to be very much less than 
was anticipated. Many doctors will not get back the actual 
cash they had invested in their practices. And once more 
the vermin will squeal, but be too sluggish even to nip.— 
I am, etc., 

Kenya. 


R. A. MURPHY. 


Compensation and Ex-Service Doctors 


Sir,—I agree with the view expressed by several correspon- 
dents that the promise of special consideration to ex-Service 
practitioners has not in many cases been implemented. This 
is particularly so in the case of the single-handed practitioner 
who was absent during the war without a deputy. I, like 
many others, had a similar experience when appealing to 
arbitration. The arbitrator, bound as he was by the terms 
of the National Health Service regulations, could not accept 
as relevant any claim based on the pre-war receipts of a 
practice. 

One, point completely ignored by the Practices Compen- 
sation Committee is that the principle of assessment on pre- 
war figures has been virtually accepted in those areas where 
ex-Service practitioners were granted the income of their 
pre-war panel figures for a period of one and a half years 
on their return to practice. Surely the only means of 
avoiding grave injustice to many ex-Service practitioners is 
to give them an entitlement to assessment on their pre-war 
practice receipts, if they so desire.—I am, etc., 


Birmingham: A. SALMON. 


Economy and the N.H.S. 


Sir,—The Minister’s recent offer that a little new money 
may be added to the central pool, but only on condition that 
substantial economy is effected by its doctors, has met 
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with the indignant repudiation which it merited on several 
grounds. None the less the subject of economy now raised 
should receive much more serious attention than at present 
and issue in prompt and effective action: we must do our 
part and we shall then be justified in demanding that the 
Ministry also does its part. There can be no doubt that 
thereby much more could be saved than would balance all 
the reasonable demands of the profession without in the least 
impairing the efficiency of the Health Service. The payment 
of doctors and economy in the Service are related, but only 
in so far as each is a factor in the total cost ; but the first 
demands, after three years’ fruitless negotiation, immediate 
rectification and cannot be allowed to be dependent on the 
second, which must take time for its implementation. 

Doctors could save in many ways: (a) by avoiding 
ordering more than really necessary quantities of drugs and 
dressings, and some of the latter should be available in 
smaller packs—for example, kaolin poultices, Dressing No. 2, 
etc. ; (b) by using expensive drugs only when really necessary 
and not, for example, sulphonamides for trifling ailments ; 
and (c) by discouraging the routine drinking of medicines all 
the year round by chronic invalids—for example, cough 
mixtures in summer, etc. Doctors should be circularized on 
these lines and some indications given of the expensive items 
to be especially watched. Recently qualified men are particu- 
larly in need of such help, having so much to learn and so 
little time to study price lists. Needless to say, there must 
be no suggestion of withholding any necessary treatment or 
expensive drugs when really needed. 

If G.P.s could save much, the Ministry could save vastly 
more by strongly resisting the bureaucrat’s urge to squander 
public money. Who has not heard of the totally unnecessary 
increase of clerical staffs in hospitals and other institutions 
with no resulting increase in efficiency to offset the multipli- 
cation of salaries ; and the appointment of official dietitians 
while rationing persists is equally needless, the patient's 
doctor’ being quite competent to give the instructions, which 
he usually does as and when required. Large sums are being 
spent on hospital and institutional improvement and exten- 
sion, more indeed than a poor country can afford and calling 
for very strict supervision to prevent standards of needless 
luxury ; and it is also up to the Ministry to put a necessary 
brake on waste of dressings and drugs in hospital work. At 
the last conference of medical committees I heard from a 
provincial delegate of a 500-bed hospital in his city, the 
upkeep of which had trebled in cost in the last three years 
without increased efficiency.—-I am, etc., 

London, W.2. J. HOUSTON PorTER. 


The Recalcitrant Patient 


Sm,—My partner was recently called to an N.HS. patient 
four miles away. He was told on arrival that the patient 
could not wait in and had gone out on his motor-cycle, 
passing within a quarter of a mile of the surgery. As prac- 
titioners we have literally no control and no redress, for the 
Ministry has no powers under the existing Act. The Minister 
will be wise to arm himself to deal vigorously with such 
patients, for they could easily make the Service unworkable 
in a national emergency, with its attenuated list of civilian 
doctors.—I am, etc., 


Newton Ferrers, S. Devon. W. F. BENSTED-SMITH. 


United Action 


Sir.—The general practitioners’ fight is on, and they are 
the backbone of the profession. Is it too much to suggest 
that the whole profession should support them in their fight 
and join them if they have to withdraw from the Health 
Service ? \ 

We know to our cost that we have some members who 
have no loyalty to their colleagues and a few who would even 
let the profession down for personal gain or advancement, 
but there are surely not enough of them to neutralize united 
action.—I am, etc., 


London, W.1. J. C. MacGcown. 
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Publicity in Paddington 


Sir,—I am amazed that no effort is being made by the 
Association to inform the public directly by advertisement 
of our claims regarding remuneration. 

Many people still believe that we get 15s. a week per 
patient, for example. 

The Association’s P.R.O. obviously cannot tell the Press 
what they must print or how they are to present their news, 
but the fact is that many of their accounts of our negotia- 
tions have been of a garbled and sensational character. The 
Minister’s latest offer does not mean that we should not 
present our point of view directly to the people and get 
public opinion whole-heartedly on our side. If we believe we 
are making a just demand then we must use every constitu- 
tional means to have it met. We owe this to our profession 
and to the community which we serve. 

In Paddington it has been agreed that a national advertise- 
ment should take the following form: 

Your NaTionaL HEALTH SERVICE 1S IN DANGER 
Doctors are only getting 3d. a week gross for each patient. 
This is far less than we were promised when we agreed to the 

Service. 

This means that doctors often have to look after too many 
patients. 

This means that your DOCTOR may not always be able to 
give as much time to your case as he would like. 

The doctors are only asking that the Spens recommendations 
be honoured. 

Help us to help you. We want to give the public the Best 
Possible Service. 

Write to the papers saying that you support us in our just 
claims. 

Write to your M.P. Tell your doctor that you support him. 


Not only would such a campaign inform the public, it 
would hearten an increasingly dissatisfied and disconsolate 
profession.—I am, eic., 


ROBERT JOHN, 
P_R.O., Paddington Branch, British Medical Guild. 


Certification During Sick Leave 


Sir,—When are the certification rules going to be revised 
to fit cases such as the following ? A patient who has kept 
at work for many weeks with symptoms of nervous over- 
strain is at last persuaded that a prolonged holiday is neces- 
sary. With the consent of his employers, who grant him 
sick leave, with the National Insurance sickness benefit 
deducted from his pay, he has gone on a tour in Scotland, 
and must apparently lose his sickness benefit because the 
certification rules demand a weekly examination and certifi- 
cate ; unless he takes out a temporary registration, possibly 
with three or four different doctors, he cannot get this. 
Many similar absurd situations arise from time to time owing 
to the same rule, and I refuse to believe it is beyond the wit 
of intelligent men to make some satisfactory improvement in 
the rules.—I am, etc., 

Chelmsford, Essex. 


London, W.2. 


Ivor BEAUCHAMP. 
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Diary of Central Meetings 


_  AuGust 
Central Ethical Committee, 2 p.m. 


SEPTEMBER 


5 Wed. Assistant and Unestablished Practitioner Mem- 
bers of the Assistants and Young Practitioners 
Subcommittee, 2 p.m. 


5 Wed Compensation and Superannuation Committee, 
p.m. 
7 Fri. ~ Services Committee, 10 a.m 
11 Tues. Amending Acts Committee, 2 p.m 
26 Wed. Special Meeting of Council, 10 a.m. 
OcTOBER F 
3 Wed. General Practice Review Committee, 2 p.m. 


28 Tues. 
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GENERAL MEDICAL SERVICES COMMITTEE 
REPORT TO THE ANNUAL CONFERENCE OF REPRESENTATIVES OF LOCAL MEDICAL 
COMMITTEES, 1951 


Preliminary 

Personnel of General Medical Services Committee, 1950-1 

Ex Officio: Sir Henry Cohen, Liverpool (President) ; 
Dr. J. A. Brown, Birmingham (Chairman of Repre- 
sentative Body); Dr. E. A. Gregg, London (Chairman of 
Council); Mr. A. M. A. Moore, Upminster, Essex 
(Treasurer); Dr. W. Jope, Blantyre, Lanarkshire (Chair- 
man of Conferences of Local Medical Committees). 


Elected by A.R.M. of B.M.A. (1950): England and Wales : 
Dr. H. Guy Dain, Birmingham; Dr. H. H. Goodman. 
Newcastle-upon-Tyne ; Dr. F. Gray, London ; Dr. S. Wand, 
Birmingham; Scotland: Dr. W. M. Knox, Glasgow ; 
Northern Ireland: Dr. J. Bleakley, Belfast. 


Direct Representatives of Local Medical Committees : Dr. 
J. T. Baldwin, Milton Bridge, Midlothian (Group “ A.1”); 
Dr. C. J. Swanson, Aberfeldy, Perthshire (Group “A.2”); 
Dr. J. R. Langmuir, Glasgow (Group “A.3”); Dr. R. C. 
Hamilton, Kilmarnock (Group “A.4”); Dr. J. C. Arthur, 
Gateshead, and Dr. F. Lishman, Bishop Auckland (Group 
“B”); Dr. H. F. Hollis, Leeds, and Dr. H. Thorp, Tod- 
morden, Yorks (Group “C”); Dr. A. Campbell, Accring- 
ion, Lanes, Dr. P. J. Gibbons, Liverpool, and Dr. S. A. 
Winstanley, Urmston, Manchester (Group “D”); Dr. 
J. B. Bennett, Hyde, Cheshire (Group “E”); Dr. D. B. 
Evans, Wrexham, and Dr. A. E. Jenkins, Pontypridd (Group 
“F”); Dr. E. W. Goodwin, Leicester, and Dr. A. S. Wilson, 
Gosberton, Lincs (Group “G”); Dr. A. B. Davies, 
Walsall (Group “H”); Dr. F. A. Smorfitt, Southam, 
Warwickshire (Group “I”); Dr. C. F. R. Killick, Williton, 
Somerset (Group “J”); Dr. R. W. McConnel, Wendover, 
Bucks (Group “K”); Dr. J. D. R. Murray, Exmouth, 
Devon (Group “L”); Dr. J. C. Pearce, Diss, Norfolk 
(Group “M”); Dr. H. S. Howie Wood, Isle of Wight 
(Group “N”); Dr. D. F. Whitaker, Guildford (Group 
“O”); Dr. A. W. Gardner, Lewes (Group “P”); Dr. 
A. T. Rogers, Bromley (Group “Q”); Dr. D. F. 
Hutchinson, London, W.C.1, and Dr. A. N. Mathias, London, 
N.W.2 (Group “R”); Dr. J. L. McKenzie Brown, Wal- 


thamstow, and Dr. C. M. Scott, New Barnet, Herts (Group 
“§”); Dr. H. H. D. Sutherland, London, W.10, and Dr. 
Max Sorsby, London, E.5 (Group “T”); Dr. J. B. Young, 
Belfast, Northern Ireland (Group “ U ”). 


Elected by Annual Conference of Local Medical Com- 
mittees (1950): Dr. A. Beauchamp, Birmingham ; Dr. S. A. 
Forbes, South Croydon ; Dr. I. G. Innes, Hull; Dr. J. A. 
Pridham, Weymouth; Dr. F. M. Rose, Preston; Dr. W. 
Woolley, Bristol. 

Nominees of Other Bodies : Dr. T. Rowland Hill, London, 
W.1, and Mr. H: H. Langston, Winchester, Hants (Con- 
sultants and Specialists Committee); Dr. Catherine 
Harrower, O.B.E., Glasgow (Medical Women’s Federa- 
tion); Dr. J. A. Struthers, London, W.C.1 (Society of 
Medical Officers of Health). 

Co-opted Member: Dr. O. C. Carter, Bournemouth. 


‘Observer from the British Dental Association: Mr. J. W. 
Gilbert, London, E.7. 
Observers from the Medical Practitioners’ Union: Dr. M. 


Beddow Bayly, Camberley, Surrey, and Dr. Bruce Cardew, 
London, W.C.1 (now full members of the Committee). 


Obituary 
1. The Committee regrets to record the deaths of Dr. C. 
Baxter (Liverpool), Chairman of the Liverpool Local 
Medical Committee and a member of the Committee since 
1943; Dr. N. B. Stewart (Edinburgh), a “»*mer member of 
the G.M.S. Committee and the Insurance Acts Committee ; 
Dr. R. G. McGowan (Manchester), a member of the Insur- 
ance Acts Committee for very many years and a former 
Honorary Secretary of the Manchester Local Medical and 
Panel Committee. Dr. A. Climie (Barrhead, Renfrewshire), 
a member of I.A. and G.M.S. Subcommittees (Scotland), 
1947-51. 
Chairman 
2. Dr. S. Wand was reappointed Chairman for the 
session 1950-1. 
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Work of the Committee 


3. Much of the Committee’s time has again been taken 
up in continuing its efforts to secure an improvement in the 
remuneration of general practitioners in the National Health 
Service, 

4. A full report was issued to Local Medical Committees 
in M.30, and a letter was sent to individual practitioners 
setting out the various steps that had been taken and the 
correspondence which had passed between the Minister and 
the Committee. This report was considered by a Special 
Conference of Local Medical Committees on July 19. 

5. Apart from remuneration the Committee has been 
occupied with a wide range of subjects affecting the Terms 
and. Conditions of Service, and it has been necessary 
for no fewer than 13 meetings to be called during the 
session. 

6. These meetings invariably occupied the Committee’s 
attention for six to eight hours, and the agendas have 
seldom included fewer than 50 items. To facilitate the 
Committee’s work it has been found necessary to delegate 
much of its activities to Subcommittees, and the sum total 
of all the meetings has thrown a heavy burden on the 
members concerned. 

7. Close contact has been maintained with representatives 
of other bodies associated with the National Health Service, 
and numerous mectings have been held with the Minister of 
Health ‘and his officers and with the permanent officials of 
other Government Departments. 

8. A list of attendances at various meetings and the 
membership of the various subcommittees set up is given in 
Appendix A. This does not include attendances of members 
at meetings of other Association Committees upon which 
they. serve as representatives of the G.M.S. Committee. 


Representation on B.M.A. Committees 


9. The G.M.S. Committee is represented on the following 
B.M.A. Committees: Private Practice (Dr. S. Wand); 
Central Consultants and Specialists (Drs. A. T. Rogers and 
D. F. Hutchinson); Ophthalmic Group (Dr. M. Sorsby); 
Occupational Health (Dr. H. F. Hollis); Public Relations 
(Drs. S. Wand, P. J. Gibbons, D. F. Hutchinson, F. M. 
Rose, H. H. D. Sutherland, and W. Woolley) ; Health Centre 
(Dr. D. F. Hutchinson) ; Compensation and Superannuation 
(Drs. S. Wand, W. Jope, and A. Campbell) ; Committee re 
Association of G.P.s with Hospital Work (Drs. D. F. 
Hutchinson, C. F. R. Killick, and S. Wand); Joint Com- 
mittee of B.M.A. and Pharmaceutical Society (Drs. F. Gray, 
W. Jope, and S. Wand); Liaison Committee of Consultants 
and General Practitioners (Drs. S. Wand, A. Campbell, 
H. S. Howie Wood, A. T. Rogers, D. F. Hutchinson, W. 
Jope, and C. F. R. Killick); Joint Formulary Committee 
of B.M.A. and Pharmaceutical Society (Drs. S. A. Forbes, 
A. Smith Pool, D. F. Whitaker, and A. B. Davies); Spa 
Practitioners Group Committee (Drs. F. A. Smorfitt and 
D. F. Whitaker). 


- 


Nominees on Ministry of Health Distribution Committees 


10. The following nominees were accepted by the Ministry 
for appointment to the Central Distribution Committees for 
1950-1: 


International Distribution Committee: Dr. F. Gray 
(London), Dr. W. M. Knox (Glasgow), Dr. J. D. Wells 
(Billericay, Essex), and Dr. D. B. Evans (Wrexham). 


Distribution Committee for England and Wales: Dr. F. 
Gray (London), Dr. W. Woolley (Bristol), Dr. D. B. 
Evans (Wrexham), and Dr. D. P. Stevenson (Deputy 
Secretary of the B.M.A.); together with Dr. J. C. Pearce 
(Diss, Norfolk), Dr. J. D. Wells (Billericay, Essex), and 
Dr. C. F. R. Killick (Williton, Somerset), when questions 
concerning mileage are under consideration. 


Liaison Committee with the Central Consultants and 
Specialists Committee 


11. A liaison committee, consisting of representatives of 
the General Medical Services and the Central Consultants 
and Specialists Committees, meets from time to time to 
consider matters of mutual interest to both parent com- 
mittees. The existence of the Liaison Committee has been 
most useful in presenting a united front to the: Ministry. 


Co-operation with the Medical Practitioners’ Union 


12. Both the Conference of Local Medical Committees and 
the A.R.M. of the B.M.A. have agreed to the Committee’s 
proposal that the constitution of the Committee should be 
altered so as to include two representatives of the Medical 
Practitioners’ Union. The Union’s two representatives, who 
have attended meetings of the Committee as observers during 
the past session, will in future have full Committee status. 


Attendance of Members of the General Medical Services 
Committee at Annual Conference 


13. The Committee has considered the question of the 
attendance of newly elected members of the G.M.S. Com- 


2 mittee at the Annual Conference of Local Medical Com- 


mittees. At present, newly elected direct representatives of 
Local Medical Committees do not take office until the first 
meeting of the Committee following the Annual Conference. 
The Committee feels that it is desirable that newly elected 
members should have the opportunity of attending the 


_ Conference, even though their term of office has not officially 


commenced. 
14. In anticipation of the Conference agreeing to this 


* procedure, the newly elected members of the Committee have 


been invited to attend upon the understanding that they will 
not be able to take part in the proceedings until the Confer- 
ence has formally given consent to this arrangement. 


Recommendation A: That Standing Order (3) of the 
Conference of Representatives of Local Medical Com- 
mittees be amended to read as follows: 


(3) Members of Conference : The Conference shall be 
composed of representatives of Local Medical Com- 
mittees and of members of the General Medical Ser- 
vices Committee (including those already elected for the 
following session), and of its subcommittees. 


Remuneration 


15. An account of the discussions with Ministers and 
their officers on the remuneration issue during the past three 
years was given to Local Medical Committees in M.30 
(B.M.J. Supplement, June 16, 1951), in order that they might 
instruct their representatives to the Special Conference on 
July 19. At that Conference the following resolutions were 
passed: 


12. Resolved: That this Conference places on record its pro- 
found disappointment and dismay that, after prolonged and 
detailed negotiation and the fullest co-operation by the General 
Medical Services Committee in every type of inquiry, the 
Minister of Health and Secretary of State for Scotland have 
refused to examine the claim on its merits and have made it 
clear that any new money for general practitioners must be 
paid from whatever remains after the costs of all other parts 
of the Service have been met. The Conference regrets also 
the suggestion that the remuneration of doctors should be 
dependent in any way on the reduction of cost of prescribing. 

24. Resolved: That, as the Minister’s proposals set out in 
the Ministry’s letter of May 23 are unacceptable, in that no 
provision is made for the profession’s claim to be examined 
on its merits, the Conference calls upon the Minister to refer 
to arbitration the determination of the proper size of the 
Central Pool, having regard to the recommendations of the 
Spens Report and to present-day money values; such arbitra- 
tion to be arranged without further delay. 

19. Resolved: That the General Medical Services Committee 
be instructed that, unless a suitable form of arbitration is 
agreed by September 25, immediate steps be taken to put into 
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operation the machinery for obtaining and placing the resigna- 
‘tions of general practitioners_in the National Health Service in 
the hands of Executive Councils. 

33. Resolved: That, once the proper size of the Central 
Pool has been determined by arbitration, the General Medical 
Services Committee be authorized to resume discussions with 
the Minister in order to apply a form of distribution which is 
in accordance with the recommendations of the Spens Com- 
mittee and which will enable the best possible medical service 
to be available to the public. 

39. Resolved: That, in submitting the profession’s case to 
arbitration, it should be clearly stated that the profession 
regard it as essential that the Pool should be related accurately 
to the number of practitioners in the Service, and reviewed 
from time to time 


16. Minute 24 and the substance of Minute 19 were 
conveyed to the Minister of Health on the afternoon of the 
Conference, and when the Committee held its last meeting 
the Minister’s: reply had not been received. Arrangements 
were made, however, for dealing with any situations when 
the reply was received, including, if necessary, personal 
contact with the Minister. 

17. The machinery for the collection of resignations, if 
such a step becomes necessary, will be put into operation 
by the British Medical Guild, and local Guild secretaries 
have been asked to be ready to deal with any request from 
Guild Headquarters at short .notice. The Committee is 
confident that Local Medical Committees, appreciating the 
reasons why they cannot take the leading part in this opera- 
tion, will give local Guild Committees all possible support. 

18. The Committee wishes to place on record its apprecia- 
tion of the following resolution passed by the A.R.M. of 
the B.M.A. in June, 1951: 


75. Resolved: That this Representative Body has every con- 
fidence in the General Medical Services Committee, and, recog- 
nizing the intricacies of the remuneration problem, pledges 
itself to support the General Medical Services Committee in 
its efforts to effect a just settlement of the remuneration of the 
General Practitioner. 


Central Practitioners’ Fund—Basis of Calculation 


19. In 1948 it was agreed that the population factor in the 
calculation of the Central Practitioners’ Fund—95% of the 
population—should hold good for two years. Discussions 
have taken place in order to determine whether any modi- 
fication is necessary in the light of changed conditions. The 
major points of disagreement are the degree of inflation of 
doctors’ lists and the percentage of the population who still 
wish to remain as private patients. In another paragraph 
of this report reference is made to the clearance of doctors’ 
lists with the object of eliminating inflation. Pending the 
completion of this investigation, it has been agreed that the 
figure shall remain at 95%. 


Basic Salary 


20. During the coming Session the Committee intends to 
review the whole problem of financing new practices, with 
which is bound up the present system of basic salary. A 
special subcommittee will be appointed, and the Assistants 
and Young Practitioners Subcommittee has been invited to 
give its views on the subject. 


21. Continued representations have been made to the 
Ministry in support of the profession’s view that appeals 
against the decision of the local Executive Council not to 
grant basic salary should be referred to the Medical Practices 
Committee and not to the Minister. The Department was 
asked that, even if it could not take this step, the Medical 
Practices COmmittee should act as an advisory body on these 
occasions. The Ministry is reluctant to use the Medical 
Practices Committee for this purpose, partly: because it is 
felt that the Committee not infrequently would have a 
direct interest in the Minister’s decision. It has undertaken, 
however, to consider the possibility of asking practitioners 
nominated by the G.M.S. Committee for service on Advisory 
Committees under the Service Committees and Tribunal 


Regulations to act in an advisory capacity to the Minister 
in “basic salary appeals. 


Model Distribution Scheme 

22. The Ministry of Health has after long delay prepared a 
model distribution scheme which has been considered by the 
Committee. Generally, the Committee is in agreement 
with the Ministry’s draft scheme, but a number of amend- 
ments are being sought before the scheme is finally approved 
and issued to Local Medical Committees. Apart from a 
settlement of the mileage question, now under consideration 
by a Departmental Committee, it will also be necessary to 
frame new regulations without which any mode! scheme 
can have no statutory effect. 

Mileage 

23. The Departmental Committee which is investigating 
the whole problem of mileage and its distribution has con- 
tinued its work during the past year. Progress, however, 
has been slow, as the Committee has to a large extent been 
dependent for its information on the inquiry which the 
Ministry has been carrying out in connexion with the re- 
muneration issue. With the completion of this inquiry it is 
hoped that the Committee will proceed more speedily, and 
the G.M.S. Committee has emphasized to the Ministry the 
importance which it attaches to an early and satisfactory 
outcome of the mileage investigation. : 

24. The Committee has received inquiries from several 
Local Medical Committees as to the extent to which local 
committees are free to introduce their own methods of 
distributing local mileage funds. This question has been 
raised both with the Distribution Committee and the Depart- 
mental Committee mentioned above, but no final conclu- 
sion has been reached by either of these bodies. The 
Ministry takes the view that for the time being the area 
distribution of the mileage fund, including the Reserve 
Portion, should not be disturbed and that the special arrange- 
ments which operated in some localities should be allowed 
to continue so long as they do not conflict with the basis of 
the central distribution of the fund. The main object of 
allowing some latitude in local arrangements was to enable 
Executive Councils to meet special cases of difficulty within 
their own areas, although not to continue, and still less to 
introduce, major variations which would bring the local 
arrangements sharply into conflict with the principles under- 
lying the central distribution. The Committee is in general 
agreement with this principle. 


Mileage for Visits to Lighthouses 


25. Further consideration has been given to the question 
of mileage payments for doctors attending patients at light- 
houses, and agreement has been reached with the Ministry 
on the lines indicated in the last report to the Conference 
(para, 26). The Department has undertaken, in the case of 
any doctor being maro6ned for a long period, to seek extra 
payment from the Treasury. 


Medical Practices Committee 


26. The Committee was pleased to learn of the re- 
appointment of Drs. Annis Gillie, J. F. Murphy, and J. C. 
Pearce to the MedicafPractices Committee on the expiry of 
their terms of offise on March 31, 1951. 

27. The informal exchanges which have taken place 
between the G.M.S. Committee and the medical members 
of the Medical Practices Committee have been continued, 
and matters of mutual interest have been examined. 

28. The Committee would like to record its appreciation 
of the ready way in which the Medical Practices Committee 
has co-operated in referring matters of policy concerning 
general practitioners to the Committee. 

* 29. During the session tripartite discussions between the 
Ministry, General Medical Services Committee, and Medical 
Practices Committee have taken place on the question, 
referred to in another paragraph, of practice premises being ° 
secured by a doctor other than the selected applicant. 
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Second Report of the Medical Practices Committee 


30. The Medical Practices Committee, on completing its 
survey of general practice in England and Wales as at 
January 1, 1950, published its Second Report dealing with 
the classification of areas throughout the country. Following 
criticisms which were levelled at the Ministry's actie> in 
asking Executive Councils to implement the recommeuda- 
tions in the Medical Practices Committee’s First Report, the 
Department sought the advice of the Committee on the 
action which Executive Councils might take to secure addi- 
tional doctors in areas where they are most urgently needed. 

31. The Committee suggested that particular emphasis 
should be placed upon the desirability of encouraging 
practitioners in under-doctored areas to take partners before 
the Executive Council resorted to advertising for new 
doctors. 


Filling of Vacancies 


32. Discussions have taken place with representatives of 
the Ministry of Health and the Medical Practices Committee 
with a view to solving the difficulty created where a success- 
ful applicant for a practice vacancy finds that the practice 
premises have been secured by another doctor whe was 
previously employed in the practice as a locum or who has 
joined the medical Ist in an open area. 

33. The Ministry suggested that the Terms of Service 
should be amended to provide that, apart from a successful 
applicant, no doctor would be able to provide general 
medical services from the practice premises for a certain 
period without the consent of the Medical Practices Com- 
mittee. This proposal is being given careful consideration. 

34. The Committee is in agreement with the Medical 
Practices Committee in asking Executive Councils, in con- 
nexion with the filling of vacancies, to give full considera- 
‘ tion to applications from middle-aged or older practitioners. 
It is felt that many vacancies of moderate size would be well 
within the capacity of such practitioners and that those who 
bave borne the “heat and burden of the day” in large 
industrial areas are entitled to some consideration in their 
efforts to go elsewhere to less strenuous practices. 


Decision on Whether a Vacancy is to be Declared 


35. The Committee has protested to the Ministry against 
its proposal to issue amending regulations whereby the 
Medical Practices Committee would be given authority to 
make the final decision as to whether a vacancy should be 
advertised. The Committee maintains that the Medical 
Practices Committee is not always the best judge in these 
cases because of its lack of knowledge of local conditions, 
and holds that local Executive Councils are the most suitable 
bodies to decide upon the possibilities of a doctor being 
able to make a livelihood in such circumstances. 

36. A further discussion will take*place with the Ministry 
on this point after the Committee has reviewed the question 
in consultation with the Medical Practices Committee. 


Central Health Services Council 
Committee to Study Genegal Practice 


37. In January last it was announced that the Central 
Health Services Council had appointed a Committee to study 
general practice under the National Health Service with the 
following terms of reference and personnel: 

Reference: To consider and make a report on “ whether 
the existing arrangements for engaging in general practice under 
the National Health Service are such as to enable general 
medical practitioners to provide the best possible standard of 
service and, in particular, to advise upon— 

(i) The range of work and standards of practice which 
should be expected from the general practitioner 
by the public and medical profession. 

(ii) Types of general practice. 

(iii) Mode ofentry into general practice. 
(iv) Non-medical help. 


(v) Equipment and environment. 

(vi) Method of remuneration. 

(vii) Liaison with hospital and specialist services. 
(viii) Liaison with local authority services.” 

Personnel: Sic Henry Cohen, J.P., M.D., LL.D., F.R.C.P.,- 
F.F.R. ra ar Cevespost G. O. Barber, M.B., B.Ch. 
(Dunmow); S. C. Barnes, .B., Ch.B. (Wirral); N. F. 
Baylis, F.C.I.1., F.C.1.S. (Clerk, Nottingham County and City 
Executive Council); W. Russell Brain, M.A., D.M., F.R.C.P- 
(President, Royal College of Physicians); J. A. Brown, B.Ch:, 
M.D., B.A.O. (Birmingham); B. Cardew, L.M.S.S.A. (General 
Secretary, Medical Practitioners’ Union); H. Guy Dain, M.D., 
LL.D., F.R.C.S. (Birmingham); Sir Allen Daley, M.D., D.P.H., 
F.R.C.P. (Medical Officer of Health and School Medical Officer, 
L.C.C.); E. A. Gregg, J.P., M.D. (London); W. V. Howells, 
M.A., M.B., B.Ch. (Swansea); Enid Hughes, M.D., B.S. 
(Ruthin); Alderman Mrs. V. F. King (Chairman, Southampton: 
Executive Council); Professor Hilda Lloyd, B.Sc., M.B., 
F.R.C.S., F.R.C.0.G. (President, Royal College of Obstetricians 
and Gynaecologists); W. N. Pickles, M.D., M.R.C.P., D.P.H. 
(Aysgarth); A, Talbot Rogers, M.B., B.S. (Bromley, Kent); 
E. W. Scorer, O.B.E. (Lincoln: Member of Sheffield Regional 
Hospital Board); Stephen Taylor, B.Sc., M.D., B.S., M.R.C.P. 
(London); J. S. Thomas, M.R.C.S., L.R.C.P. (Manor Park, 
London); H. P. Travis, A.H.A. (Secretary, Bolton Hospital 
Management Committee); Sir Cecil Wakeley, K.B.E., C.B., 
F.R.S.Ed., D.Sc., F.R.C.S., F.A.C.S., F.R.A.C.S. (President, 
Royal College of Surgeons); and C. W. Walker, M.B., B.Ch. 
(Cambridge), 


38. It should be stated at once that the Central Health 
Services Council is a statutory body and is free to appoint 
ad hoc Committees to deal with any matters related to the 
National Health Service. Additionally, the Act empowers 
the Minister to appoint Advisory Committees to advise him 
and the Central Health Services Council on the services 
provided under the Act. These include Medical, Dental, 
Pharmaceutical, and other committees. In the case of ad 
hoc Committees the Council can appoint the members with- 
out consulting any other body. The regulations require the 
Minister in the case of Standing Committees to. consult 
organizations representative of the professions. 

In the case of the Committee on General Practice, it 
was appointed as the result of a request from the former 
Minister of Health (Mr. A. Bevan) for advice as to whether 
the existing arrangements for general practice under the 
N.H.S. were conducive to a satisfactory Service. With the 
object of exploring the position, the Central Council decided 
to appoint a Special Committee which would issue invitations 
to submit evidence to it. 

39. The G.M.S. Committee cannot and does not dispute 
the undoubted right of the Minister to ask an advisory body 
like the Central Health Services Council for its views on 
certain aspects of the N.H.S.,-nor does it question the right 
of the Central Health Services Council to appoint a Com- 
mittee to make certain investigations with a view to giving 
the Minister the advice he is seeking. At the same time, the 
subject for investigation is general practice under present 
conditions. The G.M.S. Committee is a democratically 
elected body with a preponderance of members actively 
engaged in, and representative of, all types of general 
practice. Many of its members have had wide experience of 
the administration of not only the present general practi- 
tioner service but its predecessor, the National Health Insur- 
ance medical ‘service. The G.M.S. Committee feels very 
strongly therefore that, as the executive of the Conference 
of Local Medical Committees and the recognized negotiating 
body on behalf of all general medical practitioners giving 
general medical services under the Act, it would have been 
in the interests of all concerned if the Central Health Ser- 
vices Council had informed the G!M.S. Committee of its 
intention to appoint a special committee, and had asked the 
G.M.S. Committee for its views on the constitution, terms of 
reference, and personnel of the proposed special committee. 


40. When the G.M.S. Committee heard of the appointment 
of the Committee on General Practice it felt that it was 
important to establish without delay an understanding of 
what the future position would be in the matter of consulta- 
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tion by the Minister on matters affecting terms and condi- 
tions of service ; in other words, to whom did the Minister 
look for advice an matters which were customarily discussed 
direct by negotiation or in Whitley Council? The Com- 
mittee was also apprehensive of the action which might be 
taken when the new Committee presented its report to the 
Central Health Services Council and it was passed on to the 
Minister. The Committee felt that it had a right to be 
consulted before any action affecting general practitioners 
was taken. 

41. The principal officers of the Ministry of Health, with 
whom the subject has been discussed, have made it clear 
that they cannot do more than subscribe to a general semi- 
official understanding that whenever they receive from the 
Central Health Services Council anything of major impor- 
tance on which action appears to be called for, and which 
involves general practitioners in any way, they will consult 
the G.M.S. Committee as to the action to be taken. In the 
case of fhe report of the Committee on General Practice, 
such questions are almost bound to arise, and it would be 
the Ministry’s intention to consult the G.M.S. Committee 
before coming td decisions as to any action which should be 
taken on the report. The Committee has accepted this 
assurance. 

42. In March last the B.M.A., among other bodies, received 
from the Committee on General Practice an invitation to 
submit evidence. This invitation, although specifically 
addressed to the Association, is predominantly the concern 
of the General Medical Services Committee, and the Com- 
mittee, for its part, has not felt that the invitation could be 
accepted without a mandate from the Conference of Local 
Medical Committees. : 

43. The Committee, having received the assurance from 
the Ministry referred to above that it will be consulted 
before action is taken on the Report of the Committee 
on General Practice, now believes that it would not be 
in the interests of the public or the profession to decline 
the invitation. In giving evidence the G.M.S. Committee 
would be doing so as the executive of the Conference, and 
it would be mainly concerned with general practice as a 
public service. It will be for the Council of the Association 
to decide whether it will give evidence on behalf of the 
Association as such, and the Council has in fact appointed a 
Special Committee to Review General Practice. This Com- 
mittee has been at work for 12 months and is conducting 
a searching inquiry into every aspect of general medical 
practice. 

The Committee recommends : 


Recommendation B: That the Conference authorizes 
the General Medical Services Committee to accept the 
invitation of the Central Health Services Council’s 
Committee on General Practice to submit evidence to 
that Committee. 


Maternity Medical Services 
Antenatal and Post-natal Treatment 


44. Agreement has been reached with the Ministry that, 
in cases where a doctor is prevented from completing Part I 
maternity medical services owing to the removal of the 
woman to another area, the fee of 10s. 6d. (or 7s. 6d.) per 
antenatal examination, with a maximum of 34 guineas (or 
24 guineas) should be paid. The combined fees of the two 
doctors for the Part I services cannot exceed this maximum. 

45. Cases have also arisen where (a) arrangements had 
been made with the general practitioner to provide maternity 
medical services, but the patient is referred to hospital for the 
confinement following the discovery of some abnormality 
late in pregnancy, and (b) where a doctor provides treat- 
ment during the 14 days following confinement although not 
himself responsible for the confinement. The Department 
has agreed that in these cases payment of the maternity 
service fee will be as follows: 


(1) Where the patient develops a complication during 
the latter part of pregnancy for which she is admitted to 


hospital for treatment and where she remains for the 
confinement, the Period I fee will be paid on condition 
that substantial services—e.g., at least two examinations— 
have been provided. 

(2) If the patient is discharged from hospital before the 
fourteenth day and the doctor is called in by the midwife 
or responds to an emergency call by the relatives, a fee 
of 10s. 6d. (or 7s. 6d.) per visit is payable. The total sum 
payable for such visits cannot exceed £4 14s. 6d., or 
£3 13s. 6d. in thgse cases where the post-natal examination 
is not made. A similar fee, 10s. 6d. (or 7s. 6d.), is payable 

* in those cases mentioned in (b) above. 

(3) If medical attendance is required after the fourteenth 
day for a patient who has been confined either at home or 
at hospital, the general practitioner is regarded as attend- 
ing the patient under the normal arrangements for general 
medical services. In appropriate circumstances, the general 
practitioner would consult the general-practitioner obstetri- 
cian who had been engaged for providing maternity 
medical services. 


Anaesthetics in Midwifery 


46. Agreement has been reached with the Ministry that, 
in exceptional circumstances, a doctor administering more 
than one anaesthetic at a confinement should be entitled to 
claim a fee for each administration. Rather than modify 
the existing regulations, the Ministry prefers that each case 
should be dealt with on its merits. 


Employment of Assistants or Locums in Maternity Medical 
Services Z 


47. The Ministry has agreed that a principal not on the 
Obstetric List should be allowed to employ an assistant or 
locum without special obstetric experience for the purpose 
of providing maternity medical services for patients on the 
principal’s own list, and to receive payment at the appro- 
priate rate. Hitherto, the Department maintained that the 
assistant’s or the locum’s obstetric experience had to be 
approved in the usual way before he could provide maternity 
medical services for persons on his principal’s list. A 
practitioner on the obstetric list is still required to provide 
an assistant or locum with approved obstetric experience. 


Forms E.C. 24 and 24A 


48. The Committee has received a number of observations 
and suggestions from a Local Medical Committee in con- 
nexion with the revised Forms E.C. 24 and 24A, which were 
agreed with the Ministry of Health some months ago. The 
Committee believes that these forms could advantageously 
be modified in some respects, and the Ministry has under- 
taken to look at the Committee’s proposals before the 
forms are again reprinted. sc 

49. The Ministry’s attention was drawn to the impression 
given by the existing forms that an antenatal examination 
must be carried out at the thirty-sixth week of pregnancy. 
The Ministry agrees with the Committee that it must be left 
to the discretion of the doctor to decide at what stage this 
examination is made, and there is no intention to adhere 
rigidly to an examination at the thirty-sixth week. 


Domiciliary Midwifery Service 

50. The Committee has taken up with the Ministry of 
Health the question of making gas-and-air analgesia avail- 
able, free of charge, to patients in private nursing-homes. 
Whilst the Department is not in a position to advise local 
health authorities that they should make gas-and-air anal- 
gesia available free of charge in these circumstances, no 
objection will be raised if local health authorities choose 
to do so. 


Inquiry into Virus Infections during Pregnancy 


51. The Committee was consulted by the Ministry of 
Health in connexion with an inquiry which the Department 
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is conducting into the relationship alleged to exist between 
the occurrence of rubella in women in the early part of 
pregnancy and the occurrence in children of certain con- 
genital defects. The Ministry was assured of the full 
co-operation of general practitioners in carrying out this 
inquiry. 


Patients Attended by More than One Doctor 


52. Executive Councils have been asked to help in appor- 
tioning the fee in cases where a patient is. attended by more 
than one doctor during the course of pregnancy. 


Maternity Outfits 


53. The Committee sought an extension of the grrange- 
ments for the provision of free maternity outfits to cover 
women confined in private nursing-homes. The Ministry, 
however, is unwilling to extend the scheme, partly on the 
ground that half of the cost is borne by local health 
authorities. 

54. A number of suggestions were also made for the 
revision of the contents of the outfits, but the Department’s 
view is that, as their circular letter of October 2, 1950, to 
local authorities sets out only the minimum requirements, 
any area which feels dissatisfied should take up the question 
locally with the local health authority. 


Certification 
55. The 1950 A.R.M. passed the following resolution: 


“118. Resolved: That this Meeting views with grave disquiet 
the absolute power possessed by the ‘ determining authority’ 
under Section 43 (3) of the National Insurance Act, 1946, and 
Clause 2 (1) of S.I. 1948, No. 1175, to accept certificates or 
.Other evidence of incapacity for work for sickness benefit 
claims from persons other than registered medical practitioners. 
That such procedure does not allow for any safeguards against 
abuse, that it lowers the status of registered medical practi- 
tioners, and is contrary to and inconsistent with Section 37 of 
the Medical Act of 1858.” 


56. This resolution was brought to the notice of the 
Ministry of National Insurance. The Ministry stated that it 
is legally advised that the regulation empowering the deter- 
mining authority to accept evidence of incapacity other than 
a certificate given by a registered medical practitioner does 
not contravene the provisions of Section 37 of the Medical 
‘Act, 1858. On this point counsel’s opinion, which the 
Committee obtained, confirms the Ministry’s legal advice. 

57. Regarding the substance of the regulation authoriz- 
ing the acceptance of evidence other than a medical certifi- 
cate, the Ministry points out that it is a long-standing 
provisic:: which covers those who are genuinely incapaci- 
tated and have conscientious objection to orthodox ‘medical 
treatment, and also the claimant who has for some good 
reason been unable to consult a registered medical practi- 
tioner during some part or all of his incapacity. The 
regulation enables the statutory authorities to accept other 
reliable evidence (e.g., an employer’s certificate) in cases of 
this kind, but the statutory safeguards provided affect claim- 
ants in this category no less than those who are undergoing 
orthodox medical treatment. 

58. The suggestion that an unqualified practitioner is not 
subject to any penalty for certification offences is answered 
by reference to Section 52 of the National Insurance Act, 
which provides heavy penalties, including imprisonment, for 
any person who makes false statements or representations, 
or furnishes false documents or information false in any 
material particular, for any purpose connected with the Act. 
Additional safeguards are provided administratively in that, 
as under the old N.H.I. Act, those concerned are required to 
exercise strict scrutiny and special supervision in cases where 
non-medical evidence of incapacity is submitted. 

59. Thus the Ministry of National Insurance is standing 
not only on the. legal advice it has received but on the 
principle that special provision must be made for persons 
not electing to avail themselves of orthodox treatment. 


60. In view of the very real nature of the safeguards 
provided under the Act and Regulations, the Ministry of 
National Insurance regrets that the statutory authority’s 
powers to accept non-medical evidence of incapacity should 
have received so much publicity without reference being 
made to the safeguards specifically provided. 

61. The Committee feels that, having regard to the 
Ministry’s explanation, supported by the legal advisers of 
both the Ministry and the B.M.A., no further action is 
called for in this matter. 


New Forms of Certificate 


62. The Committee has been given an opportunity of 
examining the draft forms of intermediate and final certifi- 
cates which were prepared following discussions between the 
Committee and representatives of the Ministry of National 
Insurance. The Committee feels that the new forms of 
certificate, which incorporate the Special Intermediate and 
Intermediate Convalescent Certificates, will be generally 
welcomed when they are issued in the near future. A further 
proposal by the Ministry for the abolition of the Special 
Intermediate Convalescent Certificate has the full approval 
of the Committee. 

63. The Department has also amended the certificates of 
confinement and expected confinement to meet a number of 
criticisms which had been made of the existing forms. The 
revisions which have been made will further help to reduce 
the excessive burden of certification which falls upon general 
practitioners. 

64. It was suggested to the Ministry of National Insurance 
that special intermediate (four-weekly) certificates might, in 
appropriate cases, be issued where the patient has been 
incapacitated for less than one month. It was pointed out 
that it was always open to the Ministry to refer a case of 
doubt to the Regional Medical Officer. The Ministry, how- 
ever, is unwilling to agree to a general relaxation of the rule. 
Its principal reason is that the most common indication for 
selecting a case for reference to the R.M.O. is that incapa- 
city has lasted for longer than would ordinarily be expected 
to result from the_diagnosis On the certificate. Such an 
indication would be altogether absent where the cause stated 
on the first four-weekly certificate was oné which ordinarily 
covered incapacity for a prolonged period. 


Certification of Contacts 


65. The Ministry of National Insurance has agreed the 
broad principles of the new procedure suggested by the 
Committee for the certification of contacts and carriers of 
infectious diseases. The Department has instructed its local 
officers that, on receiving a certificate from a general practi- 
tioner to the effect that a person is incapable of work by 
reason of his being a contact or carrier of an infectious 
disease, the Medical Officer of Health will be asked to 
consider the issue of the necessary certificate and state the 
period for which the person is excluded from work. 

66. The claimant’s doctor will be notified immediately 
if the Medical Officer of Health declines to give such a 
certificate. 

Certification for Surgical Corsets 


67. The Committee has again asked the Ministry to with- 
draw the requirement to produce a certificate in order to 
obtain exemption from purchase tax on surgical corsets. 
The Department, however, is unwilling to discontinue this 
form of certification mainly because it is felt that the with- 
drawal of the concession might increase the demand for free 
surgical belts through the Hospital Service. In the circum- 
stances, the Committee has decided to take no further action 
for the time being. 

Vague Certificates 


68. Agreement has been reached with the Ministry of 
National Insurance on the revised procedure which is to 
be followed when practitioners are of the opinion that the 
disclosure to their patients of the precise cause of incapacity 
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would be prejudicial to their well-being. The previous 
requirement to notify the Ministry of National Insurance 
(Form Med. 6) will be abolished, leaving the practitioner to 
send one form df notification only to the Divisional or 
Regional Medical Officer. 


Certificate for Priority Delivery of Coal 


69. The Ministry of Fuel and Power is introducing a new 
certificate to replace the existing certificate “for additional 
heating on medical grounds.” The first part of the existing 
certificate (“ for expectant mothers”’) has been eliminated, as 
arrangements were made in 1948 for local Fuel Overseers to 
accept the production of the special food ration book as 
evidence in support of additional coal in cases of confine- 
ment. The second part of the existing certificate, which 
becomes the main certificate, has been re-drafted to bring it 
more into line with what a doctor may reasonably certify. 
The form of application to the local Fuel Overseer will be 
printed on the reverse side so as to make it unnecessary for 
the patient to obfain a form of application from the Fuel 
Office. ' 

70. The Committee is informed that it*will still be in order 
for a doctor to give a certificate to the same effect without 
being obliged to use the official form, but the Ministry hopes 
that doctors will use the form, as it avoids delay by giving 
the local Fuel Overseer the information he requires from the 
applicafit as well as the doctor. 


Review of National Insurance Benefits 


71. In response to an invitation from the National Insur- 
ance Advisory Committee, the Committee has expressed its 
views on questions relating to the adequacy and administra- 
tion of the monetary benefits available to women under the 
National Insurance Act. In particular, it was suggested to 
the Advisory Committee that there should be a difference 
between the amount of benefit paid to women who are 
confined in their own homes and that paid to women who 
are confined in hospital or elsewhere at the public expense. 

72. It was also suggested to the Advisory Committee, in 
connexion with a review which that Committee is under- 
taking of the time limits for claiming benefit under the 
National Insurance Act, that sympathetic consideration 
should be given to the admission of evidence signed by a 
doctor that a patient has been unable to follow his normal 
occupation from a date which has already expired. 


Fitness for “ Light Work ” 


73. Complaints were received from a number of quarters 
against the action of Regional Medical Officers who have 
reported in a number of cases that a patient examined for 
fitness for work, although unable to follow his normal 
occupation, is not incapable of doing other work of.-a light 
character. Following a report of this nature, the patient 
usually ceased to receive sickness benefit. 


74. The Ministry of National Insurance has now modified - 


the procedure so that a copy of the R.M.O.’s report will go 
both to the patient’s own doctor and to the local office of 
the Ministry, who will forward it to the Employment 
Exchange for an expression of opinion about the prospects 
of employment for a person with the limitations indicated. 
Any details by which the claimant can be identified will be 
deleted before the report is forwarded to the Employment 
Exchange. 
Prescribing and Dispensing 


List of Appliances 


75. The Committee has made a number of suggestions for 
additions to the list of appliances prescribable by general 
practitioners in the National Health Service, namely: 
(a) strip dressings; (b) plaster-of-Paris slabs; (c) gelatin 
sponge ; (d) stockinet bandages; (e) waterproof dressings. 

Three-inch zinc oxide plasters have been included in the 
Drug Tariff. 

76. Hospital-quality cotton-wool, suitable for padding or 
protection, has been added to the Drug Tariff. This quality 


must be prescribed by name, otherwise B.P.C. wool will be 
supplied. et 


List of Specially Expensive Drugs and Appliances 


77. The Ministry has agreed that the following items 
should be included in the list of specially expensive drugs 
and appliances for the supply of which dispensing doctors 
paid by capitation fee receive payment over and above 
such fee: (a) Streptomycin and preparations of streptomycin. 
(b) Dihydrostreptomycin and preparations of dihydrostrepto- 
mycin. (c) Para-aminosalicylic acid. (d) Chloramphenicol. 
(e) Artane.* 

78. The Department has also agreed in principle to, and 
Treasury sanction is being sought for, the inclusion of 
the more expensive type of pessary, and has made it clear 
that vitamin By is covered by the item “Liver extracts 
and the active principles of liver” in the special list. 

79. Further representations have been made in favour of 
the inclusion of crepe bandages and “riddobron.” These 
items are still under consideration by the Ministry. 


Standard Dressings 

80. Following the agreement which was reached with the 
Ministry on the revision of the component parts of the 
standard dressing laid down in the Drug Tariff, the Depart- 
ment has arranged for the production of a new standard 
dressing consisting of three 2-in. bandages, 1 sq. yd. white 
gauze, and 1 oz. cotton-wool. This is a new dressing which 
is economical in use and should be of value to the profession. 


National Formulary 

81. The National Formulary is being revised, and the new 
edition will probably be ready for circulation to all con- 
cerned within the next few months. 

82. The new edition will contain a pharmacological classi- 
fication of preparations in the Formulary—e.g., analgesics 
grouped under one heading. The Minjstry is preparing a 
supplement which will indicate the relative cost of drugs and 
»reparations contained in the Formulary. + 


Medicines and Appliances for Doctors’ Surgeries- 

83. The Department has been urged repeatedly to imple- 
ment the agreement which was reached with the Committee 
on the suggestion that doctors should be allowed to order on 
official prescription forms stocks of medicines and dressings 
for emergency use in their surgeries to take the place of the 
present unsatisfactory arrangement under which doctors are 
paid 2s. 6d. per 100 patients. Although agreement has been 
reached with the pharmacists as to the items which may be 
ordered in this way, the introduction of the arrangement has 
been held up until the chemists’ negotiations with the Ministry 
on the percentage to be added to the cost price of medica- 
ments dispensed under the N.H.S. are further advanced. 

84. The Committee is anxious to complete these arrange- 
ments, which have been outstanding for some time, and has 
informed the Ministry that unless there is a reasonable 
prospect of early solution it will be compelled to seek a 
very substantial increase in the “2s. 6d. per hundred 
patients” arrangement. 


Dispensation Capitation Fee 
85. The Rural Practices Subcommittee is seeking an 
increase in the capitation fee (6s. 6d.) which is paid to doc- 
tors who are required to supply all necessary medicines and 
appliances for their patients. Doctors who do not wish to 
be paid on the capitation basis are free, of course, to change 
over to the “ payment per prescription” basis, which is the 
method of paying chemists for medicines and appliances 
supplied. Nevertheless there is good evidence that an 
increase in the dispensing capitation fee is long overdue. 
86. A preliminary discussion has already taken place with 
the Ministry, and, as a first step, the Department is making 
an inquiry into drug costs which will enable it to assess 
accurately the increase necessary. The Committee has 
emphasized the very great urgency of the question and the 
need for the Ministry to expedite its inquiry. 
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Econamy. in Prescribing 


87. Discussions haye taken place with the Ministry of 
Health on ways and means of effecting economies in pre- 
scribing costs. The Ministry is now in the process of imple- 
menting a number of suggestions which have been put for- 
ward involving, inter alia, a greatly extended propaganda 
campaign, the publication of a quarterly booklet on pre- 
scribing costs generally, and the issue of a comprehensive 
list of proprietary drugs and preparations with their reputed 
therapeutic equivalents. 


Investigation of Alleged Excessive Prescribing 


88. The Ministry has established an investigating unit to 
examine prima facie cases of alleged excessive prescribing. 
The Committee has agreed that, where a practitioner’s 
prescribing costs are found to be substantially in excess of 
the average for the neighbourhood in which he practises, an 
informal visit will be paid by the Regional Medical Officer 
to ascertain whether there are any valid reasons for such 
high costs. It is hoped that in_the majority of cases this 
preliminary interview will have the desired effect. 


Specifications for Prescribed Appliances 


89. Amending regulations were issued by the Ministry of 
Health in September, 1950, which include a revised schedule 
of appliances and a requirement that those set out in the 
schedule shall conform to specifications to be included in the 
Drug Tariff. This amendment has the merit that new appli- 
ances can be added to the specifications without amending 
the Regulations, as was previously necessary. 

90. The Ministry undertook to seek the advice of the 
G.M.S. Committee generally on the question of specifica- 
tions; these may include a number of proprietary pre- 
parations although not by their proprietary names. The 
Ministry’s intention is to make the specifications as wide 
as possible so that everything that could normally and 
reasonably be regarded as covered by the schedule will be 
included. 

Unauthorized Use of Form E.C.10 


91. The Ministry of Health, after consultation with the 
Committee, has issued a circular letter to Executive Councils 
drawing attention to the circumstances in which prescriptions 
may not be given on Form E.C.10. This instruction relates 
to private patients and those patients on the lists of dis- 
pensing doctors paid by capitation fee. 


Testing of Drugs and Appliances 
92. As a result of protests from a number of Local Medi- 


cal Committees and individual practitioners against the ~ 


requirement in the Terms of Service that a doctor should 
give prescriptions for test purposes, fhe matter has been 
discussed with representatives of the Pharmaceutical Society 
and the Central N.H.S. (Chemist-Contractors’) Committee, 
without whose support it would, of course, be inadvisable if 
not impossible to obtain an amendment of the Terms of 
Service. : 

93. The considered opinion of the pharmacists is that, so 
long as a scheme designed to test the nature and quality of 
drugs and appliances supplied under the N.HLS. is required 
by the Ministry of Health, the scheme at present in being 
is less open to objection by pharmacists than any other so 
far proposed. The pharmacists’ representatives felt that any 
action taken by general practitioners to prevent the opera- 
tion of the present scheme would not assist in the solution 
of the problem, and it was therefore decided to take no 
further action in the matter. 


Prescribing by Consultants 


94. Attention has been drawn to the difficult position in 
which gereral practitioners are placed when a consultant 
informs a patient that he is advising a particular preparation 
for his treatment. This applies particularly to preparations 
which may be classified as foods for N.H.S. purposes. It is 


felt that the consultant’s report on the case, including his 
advice in regard to the prescribing of proprietary prepara- 
tions, should be transmitted to the patient’s doctor under 
confidential cover. 

95. The co-operation of the Central Consultants and 
Specialists Committee has been sought, and that Committee 
has expressed the opinion that, where a consultant sees a 
patient in the absence of the patient’s medical attendant 
(e.g., in a hospital O.P. department) and refers the patient 
back to the general practitioner for further treatment, the 
consultant should not reveal to the patient details of the 
treatment he has advised the general practitioner to adopt. 


Prescribing for Residential Schools and Jnstitutions 


96. Following the agreement which was reached with the 
Ministry of Health for the bulk prescribing for residential 
schools and institutions, the Department sought to issue a 
further instruction limiting the arrangements to the pre- 
scribing of preparations contained in the Formulary and 
excluding the prescribing of the individual items. The Com- 
mittee had not envisaged such a limitation when discussing 
these proposals with the Ministry, and, as a result of pro- 
tests by the Committee, the Ministry has agreed that it will 
leave matters as they stand until further experience is 
available as to how the arrangements are working in practice. 


— 


Discount on Drugs 


97. Strong representations have been made to the Depart- 
ment against the loss which dispensing doctors suffer when 
supplying a number of proprietary preparations. The loss 
is.a result of the lower rate of discount which the doctor 
receives On proprietary items from wholesale drug houses, 
and the reduction made by the Ministry in the “on cost” 
allowance from 33% to 16%. 

98. The Ministry originally undertook to raise the question 
with the wholesale drug houses, but has since made an 
offer to the chemists of an “on cost” allowance of 25%. 
Such an allowance, which would also apply to dispensing 
doctors, would at least prevent them suffering a loss when 
supplying these proprietary preparations. Any agreement 
for a higher “on cost” allowance will be retrospective to 
the date of the original reduction for both doctors and 
chemists. 


Joint Pricing Committee for England 


99. The Committee has nominated Dr. Joel Green, of 
Kilburn, N.W.6, as its representative on the Joint Pricing 
Committee for England for a further period of one year. 


Joint Committee on Prescribing on Form E.C.10 
100.. The Committee’s nominee (Dr. W. Woolley, of 
Bristol) was appointed 2 member of the Central and Scottish 
Health Services Councils’ Joint Committee on Prescribing on 


Form E.C.10. 


General Practitioners and Hospital Work 


101. It came to the notice of the Committee that a 
Regional Hospital Board had issued instructions that the 
number of patients on a doctor’s list should be taken into 
consideration in allocating sessions to general practitioners 
working in the hospitals of the region either as consultants 
or S.H.M.O.s or under paragraph 10 (b) of the terms of 
service for hospital medical officers. The Committee made a 
strong protest through the Central Consultants and Specialists 
Committee against the proposed arbitrary method of allo- 
cating sessions to general practitioners, in that it made no 
allowance for the circumstances of the applicant for appoint- 
ment—e.g., whether in rural or urban practice, the qualifi- 
cations and experience of the applicant, whether single- 
handed, in partnership, or with an assistant, and other 
factors. 

102. The Senior Administrative Medical Officer of the 
Board has given an assurance that the Board’s instruction 
is for general guidance, and that there is no intention of 
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enforcing it rigidly; all other commitments of the practi- 
tioner would be cgnsidered. A medical representative of 
the Board has visited the area from which the complaint 
emanated and has discussed the position with the practi- 
tioners concerned. 


Representation of General Practitioners in Hospital 
Administration 


103. Representatives of the G.M.S. Committee have again 
discussed with officers. of the Hospital Division of the 


‘ Ministry of Health the question of representation of general 


practitioners at all levels of hospital administration. The 
Ministry was reminded of the undertaking it gave a year 
ago to give consideration to nominations put forward by the 
Committee in a constitutional manner—that is, through 
Local Medical Committees—and it was pointed out that 
the position was still far from satisfactory. In at least one 
Beard there was no general practitioner amongst the mem- 
bers, whilst in others, although general practitioners were 
included in the membership, they did not necessarily repre- 
sent or enjoy the whole-hearted confidence of the general 
practitioners in the region. The Ministry promised to give 
sympathetic consideration to the Committee’s representations. 

104. The Committee will remind the Ministry of its under- 
taking in good time before the next elections are due, and 
will do all in its power to secure adequate general-practi- 
tioner represenjation at all levels of hospital administration. 


Shortage of Hospital Beds 


105. Discussions have taken place between representatives 
of the G.M.S. Committee and officers of the Ministry of 
Health on ways and means of relieving the present shortage 
of beds in hospitals and of improving the existing machinery 
for the admission of emergency cases to hospitals. It was 
pointed out that general practitioners were at present spend- 
ing a great deal of their time endeavouring to secure the 
admission to hospital of acute medical cases. This time can 
be ill afforded and should be available for the care of other 
patients. It was extremely difficult to secure beds for elderly 
people who required nursing and whose home conditions 
were unsuitable. Prior to July, 1948, it was possible to 
obtain the help of public assistance officers in securing beds, 
Which saved a great deal of the doctor’s time. 

106. Suggestions made for alleviating the present unsatis- 
factory position, particularly in times of epidemics, were 
that facilities should be provided whereby chronic cases 
could, wherever possible, be nursed in their own homes ; 
that hospital staffs should be asked to work longer hours ; 
that the number of beds reserved for maternity cases should 
be reduced and fewer normal confinements should take place 
in hospital; that part-time nurses and nursing orderlies 
should be employed in increasing numbers, and nurses 
should be freely interchangeable ; that “ broken time” for 
nursing staffs should be abolished, as it gave rise to frustra- 
tion ; that repair and redecoration of wards should not be 
carried out, unless urgently necessary, in the winter months ; 
that special accommodation might be provided for elderly 
people who do not require skilled nursing; that, during 
periods of stress, the admission of “cold” surgery cases 
should be severely restricted ; and that the practicability of 
providing a district night-nursing service and a daytime 
home-nursing service should be explored. 

107. A number of S.A.M.O.s of Regional Hospital Boards 
attended a further meeting with officers of the Ministry, 
when the above suggestions were discussed, together with 
a proposal that there should be a close liaison between 
Regional Hospital Boards and Local Medical Committees. 
This would provide a means of rapidly bringing genera! 
practitioners’ difficulties in hospital matters to the notice of 
those administering the hospital services and vice versa. It 
would also provide a channel through which the Regional 
Hospital Board could more speedily be informed of the 
commencement of an epidemic. An undertaking was given 
that. all these suggestions would be considered, and there is 
every indication that, with the co-operation of Regional 


Hospital Boards and Hospital Management C>mmittees 
which is being sought, there will be a substantial improve- 
ment in the situation. 

108. The emergency admissions machinery is admittedly 
a difficult problem. It would seem to be impossible to 
establish a uniform method throughout the country, but 
there is general agreement that, at least in the more populous 
parts of the country, admissions must be on a group basis. 
in a number of areas it would seem to be the normal prac- 
tice for a general practitioner to approach directly the hos- 
pital he considers appropriate, and it is not proposed to 
interfere with this practice, It is contemplated that at each 
level—small hospital, large hospital, hospital management 
committee, and emergency bed service or regional head- 
quarters—there will be an officer who will handle requests 
for beds, allocate beds, and co-ordinate the group admis- 
sions officers in the area. The aim is to provide machinery 
to relieve the general practitioner of his responsibility once 
he makes his original request for a bed. Discussions with 
the Ministry are continuing. | 


Conversion of General-practitioner Hospitals to Other Uses 


109. The 1950 Annual Conference (Minute 103) passed a 
resolution deploring the present apparent policy of convert- 
ing general-practitioner hospitals to other uses, and urged 
the Committee to take immediate steps to secure the reversal 
of this policy, thus implementing the instructions of the 


- Minister of Health in a communication to Regional Hospital 


Boards in October, 1949. This resolution was referred 
to a Joint Subcommittee of the Central Consultants and 
Specialists and General Medical Services Committees for 
appropriate action. In the meantime the Committee made 
itself acquainted with the events which led to the dispute 
between the general practitioners on the staff of the Victoria 
Hospital, Kingston, Surrey, and, after meeting representa- 
tives of the hospital staff, approved the issue of the following 
statement to the Press: 


“The General Medical Services Committee of the British 
Medical Association, representing the 20,000 general practi- 
tioners of this country, is deeply concerned by the action of 
the South-West Metropolitan Regional Hospital Board in the 
matter of the Kingston Victoria Hospital. 

“‘ By attempting to enforce a change in the function of this 
hospital, which for many years has served the public well as 
a general-practitioner hospital, the Board appears to be flouting 
public opinion in the district as well as acting directly against 
the wishes of the doctors concerned. At a time when the status 
of the family doctor is in jeopardy anything which is likely to 
exclude the general practitioner from his full part in hospital 
work is a retrograde step which will prove detrimental to the 
efficiency of the National Health Service and is also directly 
contrary to the advice of the Ministry of Health given to all 
Regional Boards in October, 1949. é 

‘* The Committee considers that in view of all the circum- 
stances the proper course is to hold a full public inquiry before 
further action is taken.” 


Adult Patients Needing Aftercare following Discharge from 
Hospital 

110. The attention of the Ministry of Health was drawn 

to the implications of a circular to Regional Hospital Boards 

in which. it was suggested that, in some circumstanees, direct 


information, including any necessary medical details, should - 


be passed by the hospital to the local health authority. The 
Committee fears that such an arrangement would lead to 
an unnecessary duplication of the services given to the 
patient by the local health authority and the general practi- 
tioner. The Ministry has agreed that, normally, any arrange- 
ments for aftercare should be made only with the knowledge 
and consent of the general practitioner. 


General Practitioners and Institutional Midwifery 


111. Representations have been made to the Ministry of 
Health concerning the position of the general practitioner in 
relation to the practice of midwifery in hospitals. The Com- 
mittee drew attention to the increasing number of beds being 
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made available in hospitals for normal midwifery cases, and 
asked that some of these beds should be allocated to general 
practitioners. 

112. As a result of these discussions, the Ministry is 
issuing a mtmorandum to Hospital Management Com- 
mittees and Boards of Governors on the subject. It is 
being suggested that in all cases there should be a selection 
of admissions, which would mean giving priority to cases 
needing hospitalization. It is also being suggested that every 
case admitted should not be discharged before 10 days, pre- 
ferably 14, after the confinement; that priority should be 
given to (a) all cases in which there are medical or obstetric 
reasons in the widest sense of these terms, and (b) adverse 
social conditions, especially bad housing; and that book- 
ings should be restricted to 80% of the beds available for 
this purpose, leaving the remainder available for emergency 
cases. It was hoped that these measures would reduce the 
number of cases admitted to hospital and would result in 
doctors having more cases to attend in the patients’ own 
homes. At the same time, Hospital Management Com- 
mittees and Boards of Governors are being asked to give 
consideration to the allocation to general practitioners of 
some maternity beds in suitable hospitals, for the care of 
their own patients. 


Remuneration of General Practitioners on the Staffs of 
Cottage Hospitals 

113. Following a motion proposed at the 1949 Annual 
Conference drawing attentibn to the inadequacy of the Staff 
Fund basis of remuneration for general practitioners on the 
staffs of cottage hospitals, the Committee appointed a 
special subcommittee to investigate both the adequacy and 
the methods of distributing the Staff Fund to members of 
hospital medical staffs. To this end, an inquiry was 
instituted, which produced a number of replies to the effect 
that the majority regarded their remuneration from staff 
fund sources as inadequate in relation to the services ren- 
dered and the time spent at the hospital. A second inquiry 
of a mere detailed nature was then undertaken and detailed 
questionaries were sent to the staffs of a number of repre- 
sentative hospitals. In this inquiry the staffs were asked to 
keep a record of services for a period of three months from 
September 1, 1950, whilst information was also sought as to 
the amount and basis of distribution of the Staff Fund and 
of actual remuneration received. 

114. The results of this detailed inquiry confirmed the 
indications given by the previous investigation that, having 
regard to the extensive duties which doctors on the staffs of 
cottage hospitals were carrying out, the remuneration was 
inadequate. It must, however, be borne in mind that the 
items of service were those given to all the patients in the 
cottage hospital during the period under review, whereas the 
Staff Fund is intended only to remunerate general practi- 
tioners for services rendered to patients not on their lists. 
Additionally, the convenience which accrues to the general 
practitioner cannot be overlooked. Nevertheless, having 
regard to the extent of the services which the inquiry has 
revealed, the Committee felt that general practitioners were 
performing duties which were over and above those envis- 
aged when the £25 per occupied bed was agreed. In par- 
ticular, the Committee holds the view that assistance at 
gperations, the taking and interpretation of x-ray films, and 
the administration of anaesihetics are outside the scope of the 
work which the Staff Fund is intended to remunerate. By 
excluding these items from the range of a general practi- 
tioner’s terms of service in a cottage hospital, the Committee 
feels that the total time spent at the hospital would be con- 
siderably reduced in relation to the payments which are 
made from the Staff Fund. The Ministry of Health was 
therefore asked that payments for these services should be 
made additional to remuneration from staff fund sources 
and paid on the following basis: 

(1) X Rays and Anaesthetics.—Where there is no anaesthetist 
or radiologist in contractual relationship with the Regional 

Hospital Board, by agreement between the practitioners on the 


staff of the hospital, two of their members should be appointed 

to carry out these duties, ach being remunerated on a sessional 

basis under the terms of paragraph 10 @) of the Terms and 

Conditions of Service for hospital medical and dental staff. 

(2) Assistance at Operations—Where it is found: that one 
or more members of the staff are habitually attending the 
hospital to assist at operations, there should be an addition 
to the Staff Fund, which should be divided among the staff of 
the cottage hospital as they may think fit. 

115. With the exception of the taking and interpretation of 
x-ray films, which the Department maintains is a specialist 
function, the Ministry has expressed itself in general agree- 
ment with the Gommiitee’s views and is now considering 
ways and means of implementing them. 


Grading of Hospital Staff 


116. The Ministry of Health was asked to include general 
practitioners holding appointments under paragraph 10 (b) 
of the terms and conditions of service for consultants and 
specialists in the impending review of appointments. The 
Ministry’s reply was that the review was limited to S.H.M.O.s, 
between whom and consultants there was, at the time of the 
original grant, a line of demarcation which was not always 
clear. The review was promised in order to give those 
S.H.M.O.s who by further experience could show that they 
had achieved consultant status an opportunity of doing so. 
As a result of further representations to the Ministry, how- 
ever, the Ministry has now decided to extend the scope of 
the forthcoming review of S.H.M.O.s to include those general 
practitioners working under the provisions of 10 (b) who are 
holding posts classified in the establishment as S.H.M.O.s 
or consultants. 


Appointments for Patients in Hospitals 


117. The Committee has drawn attention to the unneces- 
sary congestion and waste of time which occur as a result 
of the practice of asking a block of patients to attend a 
hospital comparatively early in the morning whilst the 
majority of cases are not seen until about 1 p.m. 

118. The Ministry’s reply is that every hospital is expected 
to have an appointments system which will obviate any ques- 
tion of block appointments. They have promised to take 
appropriate action where a proper appointments system is 
not being maintained. 


Remuneration of Clinical Assistants 


119. The Committee has examined the proposals put for- 
ward by the Management Side of Committee “ B” (Whitley 
Council) for the remuneration of general practitioners 
employed in hospitals as part-time clinical assistants. The 
proposed rate of pay for these practitioners—£100 per 
annum per notional half-day—is quite unacceptable to the 
Committee, and discussions are taking place with the Staff 
Side of Committee “ B.” It has been suggested by the Staff 
Side that it would be inappropriate to fix the remuneration 
for this class of hospital officer before the whole question of 
the association of general practitioners with hospital work 
has been settled. 


Remuneration of General Practitioners Engaged on Occa- 
sional Work in the Blood Transfusion Service 


120. The Committee has examined proposals put forward 
by the Staff Side of Committee “B” (Whitley Council) for 
the remuneration of medical officers engaged on occasional 
work in the Blood Transfusion Service. 

121. The Management Side’s original proposals were not 
acceptable to the Committee and have now been modified 
to meet its wishes. The agreed scale of fees will be at the 
rate of £1 1s. per hour or part of an hour subject to a 
maximum payment of £3 3s. per session. 

122. The Committee is normally opposed to sessions of 
more than two and a half hours, but it recognizes that in 
special circumstances and in the public interest sessions up 
to three hours cannot altogether be avoided. 
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Medical Examination of Nurses 


123. In its last report (paragraph 179) the Committee 
referred to a requirement by some hospitals that a candi- 
date for a nursing post should produce a pre-employment 
certificate of fitness, although there was no provision for a 
fee payable by the hospital. 

124. The Ministry’s ruling was that if a hospital required 
a pre-employment certificate of fitness the doctor giving the 
certificate must look to the candidate for his fee. The 
examination which followed the appointment of the nurse 
would be carried out either by a member of the staff of the 
hospital or by a general practitioner. In the latter case, the 
Hospital Management Committee would be responsible for 
the fee, the amount of which is at present the subject of 
negotiation through Whitley machinery. 

125. The attention of the Ministry has been drawn to a 
booklet on the ‘“ Supervision of Nurses’ Health ” issued by 
the King Edward Hospital Fund for London and circulated 
by the Ministry to Regional Hospital Boards and Hospital 
Management Committees, in which hospitals are recom- 
mended to require from a candidate for a nursing post a 
detailed medical certificate with full family history from the 
candidate’s own doctor before the candidate is accepted for 
training. The Ministry, on being reminded of its promise 
that hospitals would be asked not to insist upon the produc- 
tion of a pre-employment certificate, has undertaken to con- 
sider what further steps can be taken to discourage hospitals 
from requiring these certificates. In the meantime, hospitals 
have been given authority to reimburse any nurse required 
to produce such a certificate up to a maximum of £1 Is. 


Provision of Diagnostic Facilities 


126. The Ministry agrees that it is desirable for general 
practitioners to have direct access to diagnostic facilities, and, 
where conditions allow it, this has been arranged. The 
Committee has been supplied with information by the 
Ministry which shows that, although progress is slow, direct 
access to diagnostic facilities is being made available to 
general practitioners in an increasing number of hospitals. 
In many cases, however, such a step is dependent upon the 
provision of extra accommodation which is restricted by 
the reduced programme of capital development. 


Medical Service Committee and Tribunal Procedure 


127. The 1950 Annual Conference (Minute 55) asked the 
Committee to co-operate with the Council of the B.M.A. “ in 
undertaking a full investigation of the-status, composition, 
procedure, and functioning of the Tribunal and Medical 
Service Committees, to hear evidence, to take legal advice, 
and to publish a full report with recommendations as a 
preliminary step to securing amending legislation.” 

128. Before this resolution was passed-the G.M.S. Com- 


. mittee, through a special subcommittee, had already carried 


out an extensive review of the Service Committee and 
Tribunal Regulations with a view to recommending changes 
where it was considered that the existing machinery was 
defective or was not working smoothly. In this connexion 
the Committee, in December, 1949, asked Local Medical 
Committees for their observations, either On general prin- 
ciples or details of the machinery for investigating com- 
plaints, but the response to this invitation was negligible. 

129. In its last report to the Conference (paragraphs 73-76) 
the Committee gave an account of its action. It was 
explained that the Committee’s review covered the whole of 
the Service Committee and Tribunal Regulations, and that 
a statement containing many proposals for the amendment 
of the Regulations had been prepared ; some of these pro- 
posals were mentioned in the Committee’s report. 

130. When the Committee’s representatives met repre- 
sentatives of the Ministry of Health to discuss the Com- 
mittee’s proposals, it was made quite clear that, whilst the 
framework of the procedure must be set out in Regulations, 
the Ministry’s policy, generally speaking, was to refrain from 


making additional regulations except where the need for 
them was clearly established. They held the view ‘hat 
present and future improvements in the machinery for c:ia- 
sidering complaints could be secured more easily and 
effectively by issuing a handbook of guidance to all con- 
cerned. Subsequently, a draft of the handbook was pre- 
pared, and the Committee, in consultation with representa- 
tives of the dentists and pharmacists, has made a number 
of suggestions for its improvement. 

131. During the past session the Subcommittee already 
referred to has received and discussed with its authors a 
memorandum advocating the substitution of entirely new 
machinery, substantially legal in character, for the present 
Service Committee procedure. A change of this character, 
so fundamentaly different from the system which has worked 
relatively smoothly for over thirty years, requires and will 
receive very careful consideration. Any change would, of 
course, require to be approved by the representatives of 
other professions engaged in the N.H.S. and who are now 
covered by the Service Committee and Tribunal Regulations. 

132. During the coming session the Committee intends to 
go more deeply into the disciplinary machinery and will 
again be asking Local Medical Committees to furnish their 
views on any changes which seem to be desirable as the 
result of the past three years’ experience. 

133. A protest has been lodged against the inordinate 
delay which occurred in dealing with the case of a Kent 
medical practitioner whose name was removed from the 
Medical List by the Tribunal. 

134. The Ministry has also been informed that the Com- 
mittee is opposed to the publication of any general statement 
made by members of the Tribunal as to the extent and nature 
of a doctor’s responsibilities under the terms of service. 


Delegation of Powers of a Medical Service Committee 


135. The Committee’s attention has been drawn to the 
action which has been taken by a Service Committee in one 
area of empowering the Chairman and Clerk to allow an 
extension of the period during which a complaint must be 
lodged, or, failing the consent of the practitioner concerned, 
to apply to the Minister for his consent to the investigation. 
The Committee is strongly opposed to the delegation of 
these powers of a Medical Service Committee, and has legal 
advice that the Regulations do not authorize such delegation. 
Discussions are continuing with the Department. , 


Publicity in Disciplinary Cases 


136. As a result of representations by the Committee, the 
Ministry has now agreed that, except in those cases where 
the decision is to remove the doctor from the Medical List, 
the doctor’s name will in future be excluded from the 
published decision of the Tribunal. 


Frivolous and Unjustified Emergency Calls 


137. Persistent representations have been made to the 
Ministry to reintroduce rules for the conduct of patients 
similar to those which were in force under the N.H.I. Act. 
The Department, however, has said that at this stage it can 
do no more than undertake to consider the point in con- 
nexion with any future legislation, and that the question will 
be raised at the highest level. Similarly the Ministry has 
undertaken to examine a proposal that it should be possible 
to award costs against a patient, although this, too, would 
require an amendment of the Act. In the meantime it is 
being suggested to Executive Councils that a suitable letter 
might be sent to patients found to have behaved unreason- 
ably, and that the contents of this letter, though not the 
name of the addressee, might be made public. 

138. The Ministry was also asked to extend its publicity 
campaign to prevent frivolous .and unjustified calls upon 
medical practitioners, and the Committee is pleased to record 
that an increasing number of articles on this topic are 
appearing in both the national and local press as well as in 
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periodicals and Trade Union publications. In addition, men- 
tion has been made of the subject in some B.B.C. features, 
and the Committee is continuing to emphasize the urgent 
need for an intensive and sustained propaganda campaign 
through this medium. 

139. The Ministry is looking into the question of using 
Health Visitors and Child Welfare Centres for propaganda 
purposes, whilst the Committee has agreed that the pro- 
fession might also assist by stressing the need for local 
publicity at Executive Council meetings. 


Amending Acts Committee of the B.M.A. 


140. This is a standing committee of the B.M.A. appointed 
by the A.R.M. in 1950 “to consider what changes are desir- 
able in the N.H.S. Acts and Regulations and orders made 
under these Acts and to make recommendations.” The 
G.M.S. Committee was invited to comment on a number of 
proposals contained in the draft report of the Amending 
Acts Committee and has done so. The report will be issued 
in the early Autumn and will be considered by a Special 
Representative Meeting. 


Ownership of Goodwill of General Medical Practices 


141. A request was received from the Amending Acts 
Committee of the B.M.A. for the G.M.S. Committee’s views 
on a memorandum advocating the restoration of the owner- 
ship of the goodwill of general medical practices to those 
who desired it. The memorandum drew attention to the 
breaking up of partnerships and the difficulties associated 
with entry into general practice, both of which it attributed 
to the ban on the sale and purchase of practices in whole 
or in part. The memorandum also drew attention to the 
resolution of the Representative Body of the B.M.A. in 
May, 1946, “that this meeting regards as essential to the 
freedom of patients and the profession the right to buy and 
sell practices as at present.” 

142. The Amending Acts Committee’s memorandum 
recommended that it should be possible to recover the right 
to own the goodwill of a general practice, and to dispose of 
it privately in whole or in part, by repaying to the State 
any money already received-in respect of the practice by way 
of compensation and foregoing any right to compensation 
in the future ; that there might be a limit on the price which 
could be paid for a whole practice, governed by prevailing 
economic conditions, but no limitation on the*sale of shares ; 
and that any doctor who had succeeded without payment to 


- a practice through the present selection machinery, and who 


wished to become the owner of the goodwill, should pay to 
the State the amount of the compensation paid to his pre- 
decessor in the practice. 

143. The G.M.S. Committee, after a full discussion, 
decided to inform the Amending Acts Committee that, in its 
opinion, the proposals for the restoration of the ownership 
of goodwill were impracticable. 


Partners and Assistants 
Employment of Assistant 


144. The Ministry has agreed that, when consent to the 
employment of an assistant is given by an Executive Council, 
such consent is given in principle and not in respect of any 
individual assistant. Previously, the Department ruled that 
fresh consent was necessary for each assistant. 


’ Definition of a Partnership 


145. Agreement has been reached with the Ministry on 
what constitutes a partnership for the purpose of regulating 
the maximum numbers on a.doctor’s list. For this purpose 
a doctor will not be deemed to be carrying on in practice in 
partnership unless he is in the position of a principal in 
connexion with the practice and is entitled to a share of 
the profits which is not less than one-third of the share of 
the profits of the partner with the largest share. 


Minimum Salary for Assistants 


146. An Executive Council asked the Committee to sup- 
port the contention that approval should not be given to 
the appointment of a full-time assistant at a salary less than 
that applicable to a trainee assistant, i.e., £700 per annum 
plus a car allowance where.necessary up to £150 per annum. 

147. The matter was referred to the Assistants and Young 
Practitioners’ Subcommittee, who supported the Executive 
Council’s view. The Committee is in agreement with this 
principle, and the Council of the Association has adopted 
its recommendation that any advertisement for a full-time 
assistant where the remuneration is stated to be less than 
that applicable to a trainee assistant should not be accepted 
for insertion in the British Medical Journal. 


Assistants and Young Practitioners’ Subcommittee 


148. Following the submission of an application to the 
Council of the Association for a special group within the 
Association to represent the interests of unestablished 
practitioners, the Committee received a deputation repre- 
senting the applicants. The Committee had already given 
considerable thought to finding ways and means by which 
unestablished practitioners could make their views known, 
and as a first step the Assistants’ Subcommittee, which was 
appointed in the previous session as a permanent feature of 
the G.M.S. Committee’s work, had been reconstituted to 
allow for the representation of newly established principals 
as well as assistants. 

149. The Committee, whilst unable to recommend appro- 
val of the application for the formation of a special group 
within the Association, does take the view that a case exists 
for the provision of representation of this class of practi- 
tioner. It therefore accepted the recommendation of the 
Organization Committee of the Association that a special 
subcommittee whose membership would include, in addition 
to assistants and young practitioners, representatives of un- 
established general practitioners, should be appointed mainly 
through an electorate set up for the purpose. It therefore 
entrusted to the Assistants and Young Practitioners’ Sub- 
committee the task of formulating a plan for the future 
constitution and election of the subcommittee. The. pre- 
liminary work has been completed, and it is hoped that a 
democratically elected subcommittee will be appointed by 
the time -that the new session of the G.M.S. Committee 
commences. Meanwhile, two members of the present Sub- 
committee (an assistant and an unestablished principal) are 
being invited to meetings of the G.M.S. Committee as 
observers. ‘ 

Trainee Assistants’ Scheme 

150. A special subcommittee was established to review 
the Trainee Assistants’ Scheme in the light of its working 
over the past three years. In particular, the Subcommittee 
considered the view expressed in a number of motions 
proposed at the last Annual Conference that the scheme 
should be abolished or modified to minimize the abuses 
which are possible under the present arrangements. The 
Subcommittee is, however, satisfied that no serious objection 
can be taken to the broad principles and objectives of the 
scheme, and its report is therefore confined to a number of 
suggestions for improving the detailed administration of the 
scheme and preventing the possibility of abuse. The Sub- 
committee’s report is set out in Appendix B. 


Regional Medical Service 

Appointment of Part-time Regional Medical. Officers 

151. In future, Local Medical Committees will be con- 
sulted by the Ministry of Health in connexion with the 
appointment of part-time Regional Medical Officers. The 
names of any suitable practitioners which the Ministry has 
in mind*will be submitted to the Local Medical Committee 
for its observations, and, at.the same time, the Department 
will be prepared to consider additional names put forward 
by Local Medical Committees. 
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Fees for Part-time Regional Medical Officers 


152. The Committee is seeking the advice of the Private 
‘Practice Committee on the possibility of securing an increase 
in the fees paid to part-time Regional Medical Officers. It 
‘is understood that the salaries for full-time R.M.O.s are 
under review, and the fees for part-time R.M.O.s will be 
re-examined on the completion of this review. 


Reports to Regional Medical Officers 


153. Up to the present practitioners have been allowed 
only two days in which to complete and return reports 
concerning patients who have been referred to Regional 
Medical Officers. As a result of the difficulties which have 
‘been experienced in completing and returning these reports 
within ihe prescribed time, the Ministry has agreed to the 
‘Comraittee’s suggestion that the return form should, when 
reprinted, be reworded so as to make it clear that in excep- 
‘tional circumstances an extension of the period of two days 
will be allowed. 


Obligation to Accept the Report of a Regional 
Medical Officer 


154. Some general practitioners are under.the impression 
that they are obliged to accept the opinion expressed in the 
report of a Regional Medical Officer concerning their 
patients. The Committee wishes to make it clear that in all 
cases it is open to the general practitioner to challenge the 
R.M.O.’s_ report by continuing to issue certificates of 
incapacity if, in his opinion, the patient is still incapacitated. 


Fees for Dental Anaesthetics 


155. The Committee has again made strong representations 
to the Ministry of Health against the reduction which has 
taken place in the fees paid for dental anaesthetics as a result 
of the general cut in dental remuneration. The Ministry, 
‘however, will not depart from the view that, as the responsi- 
bility for providing anaesthetics in connexion with dental 
treatment rests with the dentist, the fee is purely a matter 
of private arrangement between the practitioners concerned, 
and that any increase in dental remuneration is out of the 
question at the present time. The co-operation of the British 
Dental Association will be invoked in the unusual event of 
the dentist reducing the fee by more than 10%. 


Remuneration for Attending a Case of Dental Haemorrhage 


156. Continued representations have been made against 
the present unsatisfactory position in regard to the payment 
for cases of dental haemorrhage and, as a result, the 
Ministry has obtained Treasury sanction for an arrangement 
which would require a dentist to attend cases of dental 
haemorrhage personally or to make arrangements for their 
treatment in his absence. Under an amending regulation, 
shortly to become operative, the doctor can receive a fee 
from the dentist, as in the case of a dental anaesthetic, and 
the latter would claim a fee from the Executive Council. 


Form £.C. 1 


157. Following the introduction of the new Regulation for 
change of doctor, it has been necessary to revise Form E.C. 1. 
The use of this form is now restricted to a first application 
for inclusion in a doctor’s list and those occasions when a 
person who changes his address and whose medical card is 
missing wishes to transfer to another doctor. 


Change of Doctor 


158. The revised arrangements for change of doctor came 
into operation on October 1, 1950. There is reason to 
believe that, generally speaking, the new procedure is not 
properly understood by the public and that even some 
doctors are not aware of the detailed procedure. It is hoped 
that Local Medical Committees will assist in making-the 
detailed procedure, which is set out below, more widely 
known: 


1. Transfer With the Consent of the Patient’s Present Doctor 

Until new medical cards are available, the patient’s present 
doctor endorses page 3 of the card with the words “I consent 
to the transfer” and signs and dates the endorsement. The 
patient then takes the card to the new doctor of choice and, 
if accepted, can obtain treatment from him from the date of 
acceptance. The new doctor completes part A or B of the 
card and sends it to the Executive Council, who will return it 
in due. course to the patient. If an old N.H.I. medical card 
is still in use it will contain a panel providing for transfer by 
consent, which the doctor can complete; the emdorsement 
mentioned above is not then necessary. 

2. Ordinary Transfer 

The patient sends his medical card to the Executive Council 
with a letter informing the Council of his intention to transfer. 
The Council will return the card with a slip (Form E.C. 4B) 
affixed at the top of page 3 showing the earliest date (fourteen 
days from the date on which the Council received the patient’s 
letter) on which the transfer can become effective. The slip will 
be valid for one month. The doctor accepting the patient 
signs the slip, sends the card with the slip attached to the 
Executive Council, and it is returned to the patient in due 
course. 

If the patient has lost or mislaid his card, he will be sent 
Form E.C. 12—application for a duplicate medical card—and 
he will be given a duplicate medical card with a slip (Form 
E.C. 4B) attached. If E.C. 12 is returned within seven days 
after his original letter, he will still be able to transfer on the 
date fourteen days after the Executive Council received his 
original letter. 


Inflation of Lists 


159. As a result of continued representations the Ministry 
is now carrying out a clearance of Executive Council regis- 
ters to eliminate the inflation which exists in doctors’ lists. A 
comparison will be made of Executive Council registers with 
those maintained for the purpose of National Registration. 
The clearance is being carried out in alphabetical order and, 
to obviate any hardship to doctors in areas where any 
particular letter of the alphabet might predominate, it has 
been agreed that the percentage of population on doctors’ 
lists in each. area—which is a factor in the distribution of the 
Central Pool—shall be “frozen” on the basis of the per- 
centage obtaining on January 1, 1951. The Ministry has 
now framed Regulations which authorize the removal from 
doctors’ lists of the names of persons who cannot be traced 
as a result of the clearance mentioned above. The doctors 
concerned will be informed and given three months’ notice 
of the intention of the Executive Council to effect removals 
from their lists. During this period it will be open for the 
doctor to provide any information which will enable the 
missing person to be traced. Once the large-scale clearances 
have been effected, the Ministry has undertaken that new 
Regulations will be made whereby a person whose where- 
abouts cannot subsequently be traced will not be removed 
from the doctor’s list for a period of six months. 

160: The Department has also been urged to establish a 
Central Index Registry to reduce the possibility of inflation 
in the future, and it is understood that preliminary steps to 
this end have now been taken. 


Vaccination and Immunization 


161. The Ministry of Health has been approached with 
a view to intensifying the propaganda campaign in favour 
of vaccination and immunization. In particular, the Com- 
mittee suggested the preparation of notices which doctors 
could display in their waiting-rooms and the greater use of 
pamphlets. The Ministry states that propaganda is being 
sustained to the limit of the money available for this purpose. 
In the meantime, any practitioner who wishes to secure a 
supply of propaganda material should apply to his local 
health authority. 

162. Local difficulties in connexion with. payment of fees 
for vaccination and immunization have arisen from time to 
time, but, so far, with the help of the Department they have 
invariably been satisfactorily settled when the matter has 
been brought to the Committee’s notice. 
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Health Centres 


163. Preliminary discussions have taken place with the 
Ministry of Health on the recommendations of the special 
subcommittee which was set up to inquire into the problems 
facing general practitioners entering health centre practice 
and which were reported to the last Annual Conference. 
The Subcommittee’s report stressed the need for consultation 
between local authorities and doctors concerning the change- 
over from private to health centre practice, and the adminis- 
trative machinery for establishing and maintaining the centre. 
Discussions are proceeding with the Department on the 
implementation of other recommendations in the Report. 

164. The recently published report of the Central Health 
Services Council on health centres is in sympathy with many 
of the views expressed by the Subcommittee, and the 
Ministry is aware of the importance which the Committee 
attaches to the need to protect those doctors who undertake 
this experimental form of practice. 


Compensation 


165. The Committee asked for the views of the Compen- 
sation and Superannuation Committee on a motion referred 
to it at the 1950 Annual Conference, that the global sum 
should be increased to take account of the change in the 
value of money since 1948. The reply received was that 
there is no provision in the Act for any increase, and, as 
amending legislation would be required, it is felt, for a 
number of reasons, that it would be inadvisable at present 
to raise the question of any increase in the global sum. 


Control of Medical Man-power in War 


166. The Committee has been given an account of the 
machinery to be established by the Government for the 
registration and recruitment of medical practitioners in 
readiness for any National emergency. This machinery in- 
cludes the utilization of Local Medical Committees for 
“screening” local medical reservists. 

167. As the Committee has already explained to Local 
Medical Committees,-its acquiescence in the proposal by the 
Ministry of Health that each Local Medical Committee 
shouid co-opt a lay member of the Executive Council when 
carrying out the duty of “screening” local medical 
reservists was conveyed to the Government Departments 
concerned only after prolonged discussions. It is understood 
that the proposal has been welcomed in some areas in the 
light of experience during the last war. 

168. On the Committee’s recommendations the Council of 
the B.M.A. asked the Ministry of Defence to request the 
Service Departments, as far as possible, to call up medical 
practitioners who are liable for service but have not yet 
served or have served only for a short period, in advance of 
those who saw service in the 1939-45 war. The reply from 
the Ministry of Defence was that the overall plan of the 
Service Departments provided for the calling up, in the initial 
stages of an emergency, of a number of medical officers 
with a legal liability for recall, together with a number of 
Class W/Z and similar reservists provisionally selected with 
regard to the principle of “ last out—first in” ; that the long- 
term plan was to build up a National Reserve from National 
Servicemen completing their Colour Service and transferred 
for part-time service with the T.A./S.R., but until the 
Reserve was large enough it would be necessary to rely upon 
the “Z” reservists to supplement the T.A., the Regular 
Army Reserve, and T.A. Reserve of Officers, etc.; and that 
after the eutbreak of an emergency the calling up of doctors 
who had not previously served in H.M. Forces would te 
governed by legislation. 


Call-up of “Z” Reservists 


169. The attention of the Ministry of Health was drawn 
to the dislocation of general medical services which is likely 
to be caused by the calling up for training of single-handed 


general practitioners who practise in isolated country dis- 
tricts. The Ministry's reply was that a practitioner could 
appeal to the Central Medical War Committee. 


Protection of Practices of Doctors Called up in an 
Emergency 


170. The Committee has a special subcommittee which is 
endeavouring to formulate a scheme for protecting the prac- 
tices of general practitioners in the National Health Service 
who may be called up in. the event of a National emergency. 
The draft scheme under consideration includes: 

(a) making good from the Central Practitioners’ Fund the 
difference between a doctor’s Service pay and allowances and 
his former net income from N.H.S. capitation fee sources; 

(b) reimbursing the absentee practitioner for any continuing 
expenses which he may incur and which arise directly from the 
maintenance of his practice by other doctors ; 

(c) “ freezing’ doctors’ lists at the commencement of the 
emergency and permitting patients to transfer only on a temporary 
basis. 

171. The scheme has been discussed with officers of the 
Ministry of Health and a revised draft is now being pre- 
pared. It is hoped to be able to circulate the revised scheme 
to Local Medftal Committees in time for consideration at 
the forthcoming Annual Conference. 

172. A more urgent problem was the position of prac- 
titioners liable to recall in consequence of the war in Korea, 
and, following representations, a statement was issued by the 
Department to the effect that the absentee doctor’s name 
would be retained on the medical list of the Executive 
Council. The practitioner himself is required to make 
deputizing arrangements by the appointment of a locum- 
tenent or otherwise to enable his practice to be continued 
during his absence. 


General Practitioners attending Training Camps of the 
Supplementary Reserve or Territorial Army 


173. Representations were made to the three Service 
departments with a view to securing the reimbursement of 
the expenses incurred by general practitioners in the National 
Health Service of providing a locum when attending for 
compulsory training of the Reserve Forces after completing 
a period of full-time National Service. The three Service 
Departments declined to meet these expenses on the ground 
that the cost of providing a locum should be made from the 
practitioner’s remuneration from civilian sources and Service 
pay, while the Ministry of Health took the view that general 
practitionets were at no greater disadvantage than other pro- 
fessional men and that the expenses for providing locums 
were taken into account as a practice expense in determining 
the remuneration of general practitioners. 

174. Further complaints have since been received from 
general practitioners due for call-up whose Service pay and 
allowances are not sufficient to reimburse them for the 
additional expenditure involved. It has been pointed out 
that a doctor is compelled, by his terms of service under the 
N.H.S., to make adequate provision for his patients. The 
Ministry has undertaken to give further consideration to the 
Committee’s representations. 


Reinstatement of Demobilized Service Personnel in 
Doctors’ Lisis 


175. In its last Annual Report (paragraph 171) the Com- 
mittee informed the Conference that it did not feel able to 
press for the restoration of the names of Service personnel 
in the lists of doctors in which they were included before 
enlistment, because it would involve the employment of a 
substantial number of additional clerks. The question has 
been reopened with the Ministry. Apparently many of the 
people concerned do not follow the instructions to place their 
names on doctors’ lists immediately they are demobilized, 
and delay doing so until they are in need of medical 
attention. 
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Occasional Attendance on Members of H.M. Forces 


176. The Ministry has issued to Local Executive Councils 
a circular letter, approved by the Committee, clarifying the 
existing instructions on occasional attendance on members 
of H.M. Forces. 


National Service Medical Boards 


177. It was suggested to the Committee that arrangements 
should be made for information concerning a person’s 
unfitness for National Service as ascertained by National 
Service Medical Boards to be passed on, as a matter of 
course, to the person’s own general practitioner. An 
approach was made to the Ministry of Labour, but the Com- 
mittee understands that it would be impracticable for 
National Service Medical Boards to do this on every occa- 
sion. Nevertheless, the Boards will accede to any request 
made by a general practitioner for information about a 
particular case. 


Expenses of Local Medical Committees 


178. It was represented to the Committee that the revised 
method of calculating the deductions to be made from the 
remuneration of general practitioners for recovering the 


- administrative expenses of Local Medical Committees in 


areas where a Statutory Levy is in operation results in 
considerable additional work being placed upon the staffs 
of Executive Councils. Whilst the Committee favours the 
method whereby the levy is based upon capitation fees only, 
Local Medical Committees may wish to adopt the method 
previously in force whereby the levy was based upon gross 
income from Executive Council sources, and the Ministry 
was asked to give Executive Councils authority to adopt 
either method of deducting the statutory levy, according to 
the wishes of the Local Medical Committee. 


Travelling Expenses for Representatives of Local Medical 
Committees on Joint Committees with Executive 
Councils 


179. The Committee has explored with the Ministry the 
possibility of securing the reimbursement of the travelling 
expenses incurred by those members of Local Medical Com- 
mittees’ who represent their Committees on Joint Com- 
mittees with Executive Councils in connexion with practice 
vacancies. At present these expenses can be paid only if 
the doctors concerned are members ef Executive Councils. 
Legally, Joint Committees of this nature cannot be regarded 
as Committees of an Executive Council, and in consequence 
no payment can be made under the Act as it now stands. 
The Ministry has agreed that the question will be considered 
again when any amendment to the Act is next contemplated. 


Treatment of Merchant Seamen 


180. In view of the agreement which was reached with the 
Shipping Federation that their doctors should not claim 
temporary resident fees for the treatment of merchant sea- 
men, the Committee vis concerned to discover that there 
are doctors who are not connected with the Shipping 
Federation who, although employed direct by shipping com- 
panies, are continuing to treat seamen as temporary residents. 

181. Preliminary information indicates that the number of 
practitioners involved is small, and further inquiries are 
being made by the Ministry. 


Supplementary Ophthalmic Services—Reference of Patients 
to Hospitals by Opticians 


182. As a result of complaints from a number of areas, 
the Ministry was asked to amend the Supplementary Oph- 
thalmic Services Regulations so that ophthalmic opticians 
and ophthalmic medical practitioners would be required to 
refer patients requiring ophthalmic treatment other than re- 
fraction back to their own practitioner instead of direct to 


hospital. Although this is the intention of the existing 
regulations, it was found on examination that there are tech- 
nical difficulties in the way of framing new regulations to 
make such a requirement compulsory in all circumstances. 
The Ministry has, however, undertaken to inform ophthalmic 
opticians and ophthalmic medical practitioners of their 
obligations on this point under the existing regulations. 


Birth Control 


183. The Ministry of Health has ruled that a practitioner 
who gives advice on birth control for sociological reasons, 
although not required to give such advice, is affording treat- 
ment within the provisions of the Regulations and is pre- 
cluded from accepting a fee by the provisions of Clause 10 
of the Terms of Service. 

184. The Committee is of the opinion that this ruling is 
contrary to the import of the following definition of medical 
treatment which was agreed between the Committee and the 
Ministry in 1950: 

“* Medical treatment consists in the employment of the pro- 
fession@™l skill of the medical profession to alleviate suffering, 
to restore normal functions, to maintain health, and to prevent 
disease or other conditions harmful to health. 

“The word ‘health’ here refers to the mental as well as 
to the physical state.” 


Discussions are proceeding with the Department. 


Refresher Courses 


185. The Ministry of Health was asked to extend the 
present arrangements for general-practitioner refresher 
courses to full-time assistants in general practice. The 
difficulty in the way of this proposal is that the amount 
available for these grants is strictly limited by the Treasury, 
and the inclusion of assistants at the present time would 
mean a reduction in the number of courses available for 
principals. The Department has, however, undertaken to 
give assistants any places which are not required by prin- 
cipals, and to give the general question favourable considera- 
tion when the financial position is not so difficult. 

186. Application was also made for the grant for “ short ” 
refresher courses to be extended to include the week-end 
refresher courses organized by a number of hospitals in 
Londen and elsewhere. The Ministry has agreed that these 
week-end courses should qualify for the grant provided that 
(a) the course consists of not less than three sessions ; (b) iit 
is approved by the University concerned ; and (c) the practi- 
tioner complies with the criteria laid down by the Ministry 
for attendance at “short” refresher courses. 


Lectures to Patients 


187. The Ministry of Health suggested that as an experi- 
ment the scheme of giving lectures to patients which 
operated in some areas before the war should bde re- 
introduced in a large southern county. The Committee is 
given to understand that these arrangements have produced 
encouraging results in the past, and has informed the 
Ministry that it would favour the extension of such a 
scheme to other areas if thought to be, desirable. 


Temporary Residents—Isle of Man 


188. In view of the fact that the Isle of Man receives no 
grant from the Central Pool for services rendered to tem- 
porary residents from the mainland, the Committee - was 
asked to explore the possibility of bringing the Isle of-Man 
into the general temporary resident arrangements of the 
country. It appears, however, that temporary resident fees 
are paid out of Government funds in the Isle of Man and 
do not constitute a charge on the local Practitioners’ Fund. 
Additionally, there is no provision in the National Health 
Service Act whereby National Health Service funds can be 
diverted to the island. In the circumstances, the Committee 
is taking no further action. 
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Medical Cards of Emigrants 
189. As a result of representations by the Committee, the 
Ministry has agreed to make more intensive efforts to secure 
the medical cards of persons who are going abroad for over 
three months. The emigration authorities have agreed to 
assist in this task by trying to collect medical cards on 
embarkation. 


Instructional Film—* The Birth of a Baby ” 


190. The Committee protested to the Ministry that the 
script of a film to be sponsored by the Department entitled 
“ The Birth of a Baby” had a definite bias in favour of the 
midwife, to the detriment of the part played by the general 
practitioner in providing maternity medical services. The 
Ministry has given an assurance that its object is to 
present a balanced view of the functions of midwife, clinic, 
and general-practitioner obstetrician, and that it was intended 
to allow the doctor who took part in the film to follow his 
usual practice. 

191. The Department agreed to modify the scri®t to meet 
the Committee’s views and to refer to the alternative forms 
of treatment and facilities available. An undertaking was 
also given that the Committee would be invited to com- 
ment on the film before it was finally edited and released. 


School Health Service and the General Practitioner 


192. The Public Health Committee of the Association was 
asked to take energetic steps to implement the suggestion 
that under no circumstances should a local health authority 
medical officer refer a school child to any specialist, other 
than an ophthalmic surgeon, except with the approval, 
expressed or implied, of the child’s family doctor. A circular 
on these lines has been issued by the Public Health Com- 
mittee to all Medical Officers of Health. 


General-practitioner V.D. Service 


193. The Committee has protested to the Ministry of 
Health against a communication containing the following 
paragraphs, which was sent by a Regional Hospital Board 
to an “authorized” general practitioner who had _ been 
through a full course of venereal diseases and their treat- 
ment : 

“* The Regional Hospital Board at a recent meeting considered 
a recommendation of its Specialist Services Advisory Committee 
that general practitioners should no longer be expected to make 
the diagnosis of vene-val disease, er to give a decision on the 
adequacy or otherwise of tests of cure, or to advise course of 
treatment. 

“The Board agreed with the view that ‘ authorized ’ general 
practitioners participating in the V.D. Service should not accept 
responsibility for the diagnosis of venereal disease but should 
refer new cases to the nearest treatment centre for consultant 
diagnosis and advice before any treatment is commenced.” 


194. The Committee has asked that the Board should 
withdraw those sections of the circular which throw doubt 
upon the clinical judgment of the general practitioner. 


Co-operation in the National Health Service 


195. The Committee has appointed Drs. S. Wand, F. Gray, 
W. Woolley, and H. H. D. Sutherland as its representatives 
at a round-table conference to be arranged to consider and 
report on questions of co-operation between various branches 
of the National Health Service. The Central Consultants 
and Specialists Committee, the Public Health Committee, and 
the Society of Medical Officers of Health are also represented. 


British Empire Cancer Campaign 


196. The Committee has referred to it a communication 
from the British Empire Cancer Campaign on the question 
of education in cancer as affecting both general practitioners 
and members of the public. The proposal contained in the 
communication was that no’ general approach should be 
made to the public until general practitioners had been 


reminded of the great importance of their potential contribu- 
tien in the form of early diagnosis. It was then proposed 
to seek their views upon the desirability of instituting a 
general scheme of education of the lay public by a simple 
“Yes” or “ No.” The Committee has informed the British 
Empire Caricer Campaign that it takes no exception to the 


proposals. 
Organization of B.M.A. Annual Scientific Meetings 


197. The Council of the B.M.A. has appointed a Joint 
Subcommittee of representatives of the Science, Journal, 
Central Consultants and Specialists, and General Medical 
Services Committees to organize the plenary sessions of 
future Scientific Meetings of the Association. The G.M.S. 
Committee will be represented by Drs. S. Wand, A. T. 
Rogers, and I. G. Innes. . 


Annual Meeiing of Executive Councils’ Association 
(England) 


198. The Committee has accepted the invitation of the- 
Executive ~Councils’ Association (England) to nominate a 
medical: practitioner to give a paper on “General Medical 
Services as Seen Through the Eyes of a General Practi- 
tioner ” at the Executive Councils’ Association’s annual meet- 
ing in October of this year. The Chairman of the Committee 
has agreed to do this. 


Handbook for General Practitioners 


199. The Ministry has issued to every general practitioner 
in the National Health Service, through Executive Councils, 
a copy of a “ handbook ” for general practitioners. 


The Defence Trusts 


200. The balance sheet and statement of expenditure and 
income of the National Insurance Defence Trust for the 
year ending December 31, 1950, is being circulated to Local 
Medical Committees. In addition the amount at present 
standing to the credit of the General Medical Services 
Defence Trust is £41,462. (Subject to a liability for income- 
tax of approximately £7,000.) 

201. A statement showing the contributions so far received 
from each area is also being circulated to Local Medical 
Committees. This statement shows that, in spite of the 
appeals from the Trustees, many areas have not taken any 
steps to bring their contributions up to their quotas of the 
target fund of £1,000,000. A further appeal will shortly be 
made to these areas to take appropriate action. 

S. WAND, 


Chairman, General Medical Services Committee. 


GENERAL MEDICAL SERVICES SUBCOMMITTEE 
(SCOTLAND) 


Chairman and Deputy Chairman 


202. Dr. W. M. Knox and Dr. W. Jope were appointed 
Chairman and Deputy Chairman respectively for the session 
1950-1. j 

Subcommittees 

203. The Subcommittee appointed the following subcom- 
mittees : Chairman’s Rural Practitioners’, Colliery Practi- 
tioners’, Dispensing Capitation Fee, Partnership Shares, and 
a Joint Subcommittee with the Consultants and Specialists 
Committee (Scotland) on Relation of General Practitioners 
to Hospitals. 

204. A special ad hoc Subcommittee has been appointed to 
discuss with the Medical Practices Committee matters which 
could, with advantage, be the subject of joint discussion 
between the two bodies. 


Representation 


205. Representatives of the Subcommittee have been 
appointed to other committees as follows : Central Consul- 
tants and Specialists Committee (Scotland), and its Radio- 
logical and Ophthalmic Services Subcommittees ; Scottish 
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Central Recruitment Committee ; Maternity Services Sub- 
committee and Public Health Subcommittee of the Scottish 
Committee ; Amending Acts Exploratory Committee (Scot- 
land) ; Staff Side of {Medical Subcommittee of Scottish 
Advisory Committee (Whitley); N.H.S. Drugs Accounts 
Committee (Scotland) ; International Advisory Distribution 
Committee ; Scottish Advisory Distribution Committee ; and 
the Tribunal established under Section 43 of the Scottish Act. 


Liaison with Scottish Association of Executive Councils 


206. A proposal by the Subcommittee for a permanent 
liaison with the Scottish Association of Executive Councils 
has been accepted by the latter body and an ad hoc committee 
composed of three members from each side, with power to 
co-opt additional members as. the business arising requires 
this, has been established. Subjects so far discussed by the 
Liaison Committee include: difficulties of delivering medi- 
cines in rural areas ; procedure for the assistance of a young 
practitioner, left in charge of a partnership practice, in the 
choice of a successor; procedure of the Scottish Medical 
Practices Committee in hearing appeals against decisions of 
Executive Councils on the filling of vacancies; form of 
Annual Report of Executive Council to Scottish Medical 
Practices Committee ; accommodation for medical practi- 
tioners in new housing estates. 


Fees Payable by Local Authorities for Services Rendered by 
General Practitioners 


207. The agreement reached with the Scottish Local 
Authority Associations in respect of fees for part-time 
services rendered by general medical practitioners has now 
been promulgated. The fee for vaccination and immuniza- 
tion reports is retrospective to July 5, 1948. The agreement 
in respect of other services is operative as from April 1, 1951. 

208. Discussions have been proceeding between representa- 
tives of the Subcommittee and of Public Health Medical 
Officers in Scotland, under the Chairmanship of Dr. Peters, 
Deputy Chief Medical Officer of the Department of. Health, 
on the procedure to be adopted for mass vaccination arising 
from future outbreaks of smallpox. The report of these 
discussions has been submitted by the Department to the 
Scottish Local Authority Associations for their approval and 
acceptance as a basis for consideration of the appropriate 
fee to be paid for the service. 


- 


/rregular c ertification and Prescribing Under the National 
Health Service 


209. The Subcommittee has discussed with the Department 
of Health complaints received by the Department from the 
Ministry of National Insurance of irregular certification and 
cases brought to his notice of extravagant and careless 
prescribing. . 

210. As a result’ of this discussion, the procedure for 
dealing with irregular and improper certification has been 
revised to bring it more into the hands of the local profession 
in the less serious cases rather than leaving the responsibility 
with the Regional Medical Officer of the Department, and 
the assistance of Local Medical Committees has been sought 
in bringing this procedure into operation. 

211. Local Medical Committees have also been asked to 
co-operate with Executive Councils in checking any extrava- 
gant or careless prescribing which may occur in their areas. 
After consultation with the Subcommittee, a circular has 
been issued by the Department of Health to Executive 
Councils outlining the procedure to be followed. 


Prescribing of Expensive Medicines and Appliances 


212. Following consultation with the Subcommittee, the 
second interim report of the Joint Committee on Prescribing 
has been issued, through Executive Councils in Scotland, to 
general practitioners under cover of an explanatory letter 
from the Chief Medical Officer of the Department of Health 
for Scotland. 


> 


Change of Doctor Procedure 


213. Following representations by the Subcommittee, steps 
have been taken to alter the procedure in respect of change 
of doctor by patient. Under the new procedure, a patient 
who wishes to transfer to another doctor must give the 
Executive Council a fortnight’s notice, except where he 
changes his address or: where both doctors consent to the 
transfer, when immediate trdnsfer will be allowed. 


Dispensing Capitation Fee 


214, The Special Dispensing Capitation Fee Subcommittee, 
which was appointed for the purpose of investigating the 
dispensing capitation fee in Scotland with a view to further 
representations to the Department of Health for an increase 
in the present fee, has now concluded its deliberations and 
submitted its report to the full Subcommittee. The investi- 
gations have shown that, generally speaking, the dispensing 
practitioner paid by capitation rate suffers financially as 
compared with the practitioner dispensing on the “ per 
script ” method, and it is considered that a valid case could 
be made out for a substantial increase in the capitation fee. 
Accordingly, the matter has been reopened with the Depari- 
ment of Health and discussions are proceeding. 


Maternity Services 


215. Matters Discussed with the Department of Health— 
A number of matters connected with the Maternity Services 
under the National Health Service have been under dis- 
cussion with the Department of Health for Scotland. These 
include : 


(i) Revision of Form of Application and Claim for Payment 
(E.C. 24 (Scotland) ), and the variation of Maternity Medical 
Service Fees by Executive Councils where the grouping of 
services rendered does not conform with that set out in Form 
E.C. 24. 

(ii) The introduction of a standardized Maternity Record 
Form.—tThe principle has been accepted by the Department and 
the details of the form, which will remain with the ‘general 
practitioner as part of the patient’s general record, are under 
consideration. 

(iii) Ante- and post-natal care of hospital confinement cases 
where the patient is living at a distance from the hospital.— 
Instances referred to the Subcommittee of patients who have 
arranged for their confinement in hospital being required to 
travel long distances to attend antenatal clinics at hospital for 
routine examination which might be carried out more con- 
veniently and possibly with less risk by arrangement with the 
general practitioner, have been brought to the notice of the 
Department. It was suggested that the matter was one which 
should be capable of arrangement between the~ Executive 
Council and the Regional Hospital Board, but the Department 
has undertaken to investigate any case where it is not possible 
to reach an amicable arrangement locally. 

(iv) The provision of Standard Maternity Packs.—This ques- 
tion has been discussed with representatives of the Department 
and the Scottish Local Authority Associations. It has been 
agreed that packs should be supplied by the Local Authorities, 
and agreement has also been reached regarding the minimum 
content. The view of the Subcommittee is that no charge 
should be made for the pack, as this would penalize the woman 
confined at home as compared with the woman confined in 
hospital. This view is resisted by some of the Local Authority 
-Association representatives, and a decision still has to be 
reached. 

(v) Fees for the administration of anaesthetics in midwifery 
cases.—The Department has agreed that, where it is necessary 
for two entirely separate anaesthetics to be given in a midwifery: 
case, there should be an additional fee. 


216. Co-ordinating Machinery for Maternity Services.— 
The question of the establishment in every Executive Council 
area of permanent liaison machinery between the three 
sections of the midwifery service, possibly by means of a 
joint committee under the terms of paragraph (b) of the 
sixth Schedule to the Scottish Act, is under consideration. 
Replies of Local Medical Committees in Scotland to a 
circular seeking information regarding those areas in which 
co-ordinating Subcommittees under Section 30 of the Scottish 
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Act have been established seem to bear out the contention 
of the Subcommittee that these committees are unsuitable 
for the purpose of securing effective co-ordination, and that 
this can only be secured by means of a professional com- 
mittee at the Executive Council level. An attempt is being 
made to extend to one or two other large areas in Scotland 
an experiment made in Lanarkshire under which the Local 
Medical Committee, with the inclusion of the Medical Officer 
of Health in its membership apd the attendance at meetings 
of a representative consulting obstetrician, functions effec- 
tively as a co-ordinating body. If the result of the extended 
experiment is encouraging, the desirability of the establish- 
ment of a similar arrangement throughout Scotland will be 
pursued with the Department of Health. 


Treatment of Dental Haemorrhage by Medical Practitioners 


217. Arrangements have now been made whereby the 
doctor in Scotland may be paid a fee for attending to dental 
haemorrhage as the deputy of the dentist concerned in the 
case. This arrangement is similar to that made by the 
Ministry of Health in respect of England and Wales. 


Fees for the Administration of Anaesthetics 


218. The Department of Health has agreed that, where a 
general practitioner administers an anaesthetic to a patient 
on his list for an operation performed by a second general 
practitioner, the principle applied in connexion with 
Maternity Medical Services can also be applied in connexion 
with general medical services—namely, that a fee should be 


payable. 


Certificates of Incapacity for Hospital Out-patients 


219. The Department of Health for Scotland has agreed to 
a proposal by the Subcommittee that first certificates should 
be issued by hospital medical staff in cases where a patient 
is not referred to the hospital by his general practitioner. 
The Department has undertaken to take the necessary steps 
with the Ministry of National Insurance for the implemen- 
tation’ of this proposal. 

Mileage 

220. A decision of the Renfrewshire Local Executive 
Council to discontinue mileage payments to doctors resident 
in the City of Glasgow in respect of patients in the county 
of Renfrew has raised certain general principles in con- 
nexion with the distribution of mileage. The members of 
the Subcommittee who are members of the Scottish Advisory 
Distribution Committee have been asked to ventilate the 
matter in that Committee. 


Emergency Treatment 


221. The question of whether there should be provision 
in local distribution schemes for special fees for emergency 
treatment, or whether the matter should be dealt with under 
a “ knock-for-knock ” arfangement, has been discussed with 
the Department of Health. The Department has accepted 
the Subcommittee’s proposal that schemes should contain 
provision for the payment of emergency fees, but that it 
should be left to each Executive Council to determine, in 
consultation with the Local Medical Committee, the actual 
arrangements and the extent to which they should be applied. 


Matters far Discussion with the Department of Health 


222. A number of matters are pending for discussion with 
the Department of Health for Scotland. These include : 
supply of medicines to private patients; payments from 
inducements fund to improve distribution of practitioners in 
an area; reversing of telephone charges ; constitution and 
procedure of Medical Service Committees ; vaccination of 
foreigners travelling by air ; certificates in respect of accom- 
modation in old people’s homes; administrative medical 
officers in the general-practitioner service; selection of 
medical practitioners for training assistants ; and reinstate- 
ment on doctors’ lists of persons going abroad. 


. 
National Insurance Acts and the Practitioner 


223. The Subcommittee has received complaints that 
patients of practitioners who were claimants for Industrial 
Disablement Benefit were being medically examined on the 
instructions of the Regional Medical Officer of the Ministry 
of National Insurance, without any notification to the 
practitioner either of the fact that the patient was to be 
examined or of the result of the examination. Accordingly, 
the whole position has been discussed with the Regional 
Controller of the Ministry of National Insurance in Scotland 
and medical officials of the Ministry. As a result of these 
discussions a Memorandum prepared by the Ministry of 
National Insurance Central Office for Scotland outlining in 
detail the National Insurance Acts as they affect the practi- 
tioner will be circulated, with the co-operation of the 
Scottish Association of Executive Councils, to practitioners 
on Executive Council lists. 


Partnership Arrangements under the National Health Service 


224. The special Subcommittee appointed during last 
session to consider the problems arising in connexion with 
partnership arrangements under the National Health Service 
has now reached the final stage of its deliberations. A 
memorandum has been prepared which deals in detail with 
the many problems confronting practitioners contemplating 
partnerships. It includes such items as: allocation of and 
increase in partnership shares; duration of partnership ; 
partnership expenses ; holidays and study leave ; incapacity 
arrangements ; dissolution ; distribution of income ; super- 
annuation ; the dangers of concealed sale ; salaried partners ; 
and the introduction of a restrictive clause. The Memoran- 
dum contemplates the establishment of a Partnership 
Advisory Committee and provision for arbitration in the 
event of disagreement between the partners over the partner- 
ship deed. When finally approved by the General Medical 
Services Subcommittee the memorandum will be submitted 
to the Scottish Committee of the Association for adoption 


and circulation. 


Ad Hoc Committee with Scottish Medical Practices 
Committee 


225. The ad hoc subcommittee appointed by the General 
Medical Services Subcommittee has discussed with the 
Scottish Medical Practices Committee a number of problems 
arising from the general medical services under the Act. 
These include (a) the admission of a practitioner to the list 
of an Executive Council to practise in partnership, where 
the Executive Council had already refused consent to his 
employment in the partnership as an assistant; (b) the 
admission to a medical list of a doctor who was an assistant 
to another practitioner in the area. These matters have been 
the cause of considerable apprehension in the Local Medical 
Committees concerned, and the discussion proved helpful in 
elucidating the points at issue. The meeting also discussed 
the question of whether the regulation maximum of 4,000 
for a single-handed practitioner was a reasonable one. The 
general opinion was in favour of such a reduction which in 
itself would*‘favourably influence the distribution of patients. 
It was agreed, however, that this issue is closely related to 
and can only be dealt with effectively in connexion with the 
general question of remuneration now under discussion. 
General consideration was also given to the question of what 
should be taken as the basis for determining adequacy of 
services, but no decisions were reached. 


Colliery Practitioners 


226. The Colliery Practitioners Subcommittee has under 
active consideration questions relating to ex gratia payments 
for emergency calls to mine accidents; arrangements for 
attendance at mine accidents ; death and disablement benefit 
arising from attendance at mine accidents ; part-time medical 
appointments with the National Coal Board. Discussions 
have taken place with representatives of the National Coal 
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Board and_Mine Workers’ Union, and with the Department 
of Health on the question of ex gratia payments. It has 
so far not been possible to secure the approval of the Depart- 
ment to the-proposal for such payments, but it is hoped to 
find an early solution of the difficulty. Discussions are also 
taking place with the appropriate officials of the Ministry of 
Fuel and Power and the Pneumoconiosis Board on the pro- 
cedure to be adopted with regard to notification of post- 
mortem findings in pneumoconiosis cases to the practitioner 
ordinarily in attendance and, in general, the administrative 
aspects of pneumoconiosis in Scottish coal mines. 


Control of Medical Man-power in War 


227. The Subcommittee has considered and, in so far as 
it relates to general practitioners giving service under the 
National Health Service (Scotland) Act, endorsed the pro- 
posals for the establishment of committees for the recruit- 
ment of medical practitioners in the event of war. 


Representation of the Medical Practitioners’ Union in 
Scotland on the Subcommittee 


228. The Subcommittee has rejected a proposal by the 
Scottish Division of the Medical Practitioners’ Union involv- 
ing representation of the Union-on the Subcommittee. It is 
considered that, as the Subcommittee includes in its member- 
ship a directly elected representative of each Local Medical 
Committee in Scotland, Scottish members of the M.P.U. are 
able without difficulty to express their views on National 
Health Service matters through the representative of the 
appropriate Local Medical Committee on the Subcommittee, 
and that the proposal, if adopted, would in effect mean a 
double representation of these doctors. ‘ 

W. M. KNOX, 


Chairman, General Medical Services 
Subcommittee (Scotland). 
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APPENDIX B 
REPORT OF THE TRAINEE ASSISTANTS’ 
SUBCOMMITTEE 


The Subcommittee was appointed on November 9, 1950, 
with the following reference and personnel : 

Reference: That a subcommittee consisting of the following 
personnel be appointed to review the Trainee Assistants’ 
Scheme and report with recommendations. 

Personnel: D. C. Bowie, Sir Henry Cohen, A. B. Davies, 
F. Gray, I. G. Innes, A. E. Jenkins, W. Jope, A. T. Rogers, 
C. J. Swanson, C. W. Walker, S. Wand, A. S. Wilson, 8. A. 
Winstanley, H. S. Howie Wood, and W. Woolley. 


Chairman 
A. T. Rogers was appointed Chairman of the Sub- 
committee. 


General Considerations 


1. The subcommittee has met on four occasions and a 
detailed examination has been made of the Trainee Assis- 
tants’ Scheme not only from the point of view of both 
trainer and trainee, but also of its value to the National 
Health Service and the profession generally. The Sub- 
committee is aware that the Report of the Cohen Committee 
on the training of the general practitioner may have long- 
term repercussions on the scheme, but, for the present, the 
Subcommittee has confined itself to recommendations which 
experience of the scheme, gained over the past two and a 
half years, shows to be desirable. 


Continuation of the Scheme 


2. The Subcommittee has considered the view expressed 
in a number of motions proposed at the Annual Conference 
of Local Medical Committees that the scheme should be 
abolished or that it should, in some way, be modified to 
minimize the abuses which are possible under the present 
arrangements. 

3. Members of the Subcommittee have had first-hand 
experience of the scheme; some as members of Selection 
Committees established for the purpose, and others as 
trainers, and in the light of experience gained since the 
appointed day the Subcommittee is satisfied that, with 
certain modifications, the scheme plays a very valuable part 
in training new entrants to general practice and should be 
continued. There is no doubt, particularly under present 
conditions, that some form of apprenticeship to general 
practice is necessary, and it is right that the Government 
should accept its share of the responsibility by contributing 
towards the cost of this training period. In reaching this 
conclusion the Subcommittee has given consideration to the 
views expressed by the Lancashire Local Medical Committee 
that the money now used for training assistants should be 
available to those general practitioners who are in need of 
assistance. The Subcommittee holds, however, that the 
general question of the adequate remuneration of general 
practitioners is a separate issue and should not be confused 
with the Trainee Assistants’ Scheme, which has as its object 
the training of new entrants to general practice. 

4. Having therefore satisfied itself that no serious objec- 
tion can be taken to the broad principles and objectives of 
the scheme, the Subcommittee has sought to discover ways 
and means of improving its detailed administration and 
preventing the possibility of abuse both by trainers and 
by trainees. 

5. Generally, the experience of a number of areas has 
been that the more strictly loca! selection committees have 
interpreted the spirit of the Ministry’s criteria for approving 
trainers the less occasion there has been for complaint. 
Indeed, many of the present difficulties have arisen because 
the criteria have been loosely interpreted. 

6. Nevertheless, the Subcommittee is awzre that the 
present arrangements are open to criticism, mainly on the 





grounds that they do not prevent either the employment of 
a trainee assistant in a practice which, to all imtents and 
purposes, needs a fully trained whole-time assistant, or the 
acceptance of a trainee assistantship as a temporary measure 
by a newly qualified practitioner who does not intend to 
make a career of general practice. It has therefore for- 
mulated:a number of proposals designed to strengthen the 
existing administrative machinery. 


The Selection Committee 


7. The successful operation of the scheme depends entirely 
upon the wise selection of trainers, and the Subcommittee 
is of the opinion that it is undesirable for the whole Local 
Medical Committee to act as a Selection Committee on these 
occasions. Not only is a small committee more suited to 
judge the applicant’s personal qualities, but the many facts 
into which the Committee has to inquire are often highly 
confidential. 

8. It is therefore desirable that the Selection Committee 
should be composed of a relatively small body of senior 
members of the Local Medical Committee, together with 
representatives of the University. Such a committee should 
be appointed by the Local Medical Committee for an initial 
term of three years and should be authorized to reach a final 
decision in each case, subject only to an applicant’s right of 
appeal. 

9. It appears that in some areas Selection Committees do 
not always interview the applicants personally. The Sub- 
committee is convinced of the importance of a personal 
interview, and that it is essential that the University repre- 
sentatives should be present at that interview. 

10. The Subcommittee has also examined the desirability 
of providing for an appeal by a rejected applicant against the 
decision of the Selection Committee, and after careful con- 
sideration has concluded that it is in the best interests of 
the scheme that appropriate eet should be instituted 
for this purpose. 

11. For the same reasons that the Subcommittee felt a 
small selection committee was desirable it believes that the 
appeal should be heard by another group from the Local 
Medical Committee, small in number, and assisted by 
University members. In some areas where the Local 
Medical Committee is not itself too large a tbody it might 
be the local preference that appeals should be heard by the 
full committee with University members present. 


The Trainer 


12. In considering the suitability of a practitioner to act 
as a trainer the Subcommittee wishes to emphasize that local 
committees are not judging professional skill but are look- 
ing for a particular type of practitioner who is likely to 
possess the qualities necessary for a good trainer, and that 
the rejection of an application does not reflect in any way 
upon the professional standing or ability of the applicant. 
In addition to possessing a good knowledge of medicine and 
satisfying the criteria prescribed by the Ministry, there are 
a number of personal attributes which the Subcommittee 
thinks should be taken into account by Selection Committees. 
Among such qualities a trainer should be: (1) a-good prac- 
titioner (rather than average); (2) held in respect by 
colleagues (rather than tolerated) ; (3) a leader (rather than 
a follower); (4) the possessor of a tidy mind (which can 
grasp the essentials of a problem and can present it lucidly) ; 
(5) of a type to inspire confidence in patients, colleagues, 
and trainees. This information can usually be elicited by 
judicious questioning on the part of the Selection Com- 
mittee. ; 

13. Difficulties have arisen in the past because of the 
failure of Selection Committees to take the trainer’s practice 
commitments fully into account. If it is evident that a 
doctor applying for a trainee assistant is really in need of 
an assistant or a partner in his practice, in the Subcom- 
mittee’s view the application should be refused. Indeed, in 
the case of a doctor with an assistant or partner, it might be 
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made a condition of the grant that he should not reduce the 
amount of assistance which he has in the practice. (By 
assistant is meant any assistant other than a traineé assis- 
tant.) 

14. The fact that the ‘prospective trainer is not only 
anxious to teach but has sufficient time to devote to the task 
is of great importance. To this end, every successful appli- 
cant should be required to inform the Local Medical 
Committee of any change in his practice circumstances 
which might affect the issue and it should be open to the 
Committee, in the light of such information, to withdraw its 
approval of the applicant as a trainer. This obligation to 
advise Local Medical Committees of a change of circum- 
stances would not, of course, apply to the admission of an 
assistant as a partner, a change of assistant, or similar events, 
which would not affect the trainer’s commitments. The 
criteria prescribed by the Ministry envisage an optimum list 
for the trainer of over 2,000 (in an urban area) and below the 
official maximum of 4,000. The Subcommittee’s interpreta- 
tion of this requirement is that partnership arrangements 
should be taken into account and not the size of the prac- 
titioner’s individual list only. 


The Trainee 


15. The Ministry’s criteria for applicants for trainee 
assistantships merely stipulate that the trainee shall not 
previously have been in general practice in the British Isles 
(other than for a short period as a locum), and that the 
applicant is not liable for, or has completed, his military 
service. The Subcommittee feels that no exception can be 
taken to these requirements, but, additionally, the personal 
qualities of the applicant should be regarded as of great 
importance, particularly should his ability to absorb the 
training be taken into account. (The Subcommittee has 
heard of the employment as trainee assistants of doctors 
advanced in years who would be unlikely to gain much from 
their year as a trainee, nor to have many active years as 
general practitioners before them.) 


Syllabus for the Training Period 


16. A number of areas already ask prospective trainers 
for an outline of the training they are prepared to give, and 
the Subcommittee feels that this practice might usefully be 
extended, as the information greatly assists Selection Com- 
mittees in reaching a decision. 

17. The Subcommittee wishes particularly to emphasize 
that an essential element in the training of an assistant is 
that he must have adequate opportunity for discussing cases 
with his principal. 

18. Outlook and observation are important parts of the 
training. It should be impressed upon the trainee that the 
patient should be regarded as an individual with a family 
and social background, and not merely a case. In other 
words, the trainee, fresh from hospital practice, must adapt 
himself to the wide issues involved in general practice. No 
one is better qualified to effect this necessary orientation of 
outlook than an experienced trainer. 

19. Similarly, the training of a young practitioner in 
medical ethics is of great importance, although the Sub- 


committee feels that this aspect can most suitably be dealt_ 


with as and when the occasions arise. 


Instruction in Particular Subjects 


20. The Subcommittee has examined a proposal that there 
should be opportunity for a trainee assistant to spend part 
of his time as a clinical assistant in a near-by hospital. After 
careful consideration the Subcommittee feels that, so far 
as training in particular subjects is concerned, paid clinical 
assistantships at hospitals should be discouraged. The main 
object of the scheme is to train a young practitioner in 
general practice, and nothing should be allowed to interfere 
with this end. Subject to this overriding consideration, 
opportunities for a trainee to act as an honorary clinical 
attaché to a consultant in a hospital in order to gain experi- 


ence in such subjects as paediatrics or midwifery are of 
value and should be generally welcomed. 

21. Consideration has also been given to a suggestion that 
a trainee assistant, on the completion of his training, should 
be entitled to attend a full-time course in midwifery at an 
approved institution under arrangements made by the 
Ministry of Health. It is essential; in the interests of the ~ 
trainee, that he should have adequate experience in mid- 
wifery during his training, and the Subcommittee thinks that 
if it is unlikely that a trainee will have opportunities for 
gaining this experience, it is necessary that he should be 
given the opportunity of taking a resident course in obstetrics 
immediately after the end of his training period. 


Period of Training 

22. The Subcommittee has considered whether twelve 
months’ training is sufficient, and has concluded that, for 
the purpose of this scheme, one year is the minimum period 
of training during which the trainee can ‘gain experience of 
the seasonal incidence of work in general practice. Given 
such a period of basic training, experience later in practice 
should remedy any omissions. 

23. Consideration has also been given to the position of 
a trainee who is genuinely prevented, by circumstances out- 
side his control, from completing the full twelve months’ 
training. If the trainee has bona fide reasons for not com- 
pleting the course he should be allowed to spend the re- 
mainder of the training period with another trainer. 


Responsibility for Training 


24. The trainer, approved by the Selection Committee, 
should regard himself as being solely responsible for the 
training of the assistant. In the case of a partnership, 
although any assistance which the other partners might 
provide should be welcomed, this should in no way affect 
the full responsibility of the trainer appointed by the Com- 
mittee. In this connexion the Subcommittee wishes to 
emphasize its view that the trainee should be given little 
responsibility at the beginning of the training period. As 
the year’s training progresses, an increasing measure of 
responsibility can be placed on the trainee, although it is 
not considered desirable that he should at any time during 
the period of training be left in sole charge of the practice. 


_Report on Trainers and Trainees 


25. The Subcommittee has examined a proposal that at 
the end of a period of training both trainer and trainee, or 
either of them, should be invited to report their experiences 
to the Local: Medical Committee. After careful considera- 
tion the Subcommittee is of the opinion that it is undesirable 
to ask for confidential reports from either trainer or trainee. 
Although, therefore, the Subcommittee feels that any 
detailed report of a personal character should be avoided, 
it does consider that some information of this nature would 
help Selection Committees to guard against abuses of the 
scheme. This end, it is suggested, could be met by the use 
of a questionary which asks a number of general questions, 
such as: “Are you satisfied with the working of the 
scheme ?” and “In what respects do you think improve- 
ments could. be made?” A simple questionary confined 
to such general questions as these could be submitted to 
both trainer and trainee. It is not intended that this would 
either prevent or encourage the lodging of a spontaneous 
complaint by either party. 

26. The Subcommittee has given careful consideration to 
the length of time for which a practitioner should be 
approved as a trainer by the Selection Committee, and has 
concluded that it is desirable that all appointments as 
trainers should be reviewed annually. It is important that 
such a review should take into account all the factors which 
affect the trainer’s ability successfully to participate in the 
scheme. If there has been no change in practice circum- 
stances, and no suggestion that the term of training has not 
worked out satisfactorily, reappointment as a trainer would 
probably follow almost automatically. 
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Supervision of the Trainee 


27. In each Hospital Region the parent University has 
appointed a Postgraduate Dean or Adviser whose duties 
cover all aspects of postgraduate medical education. Whilst 
the Subcommittee does not fully agree with the suggestion 
of the Cohen Committee that the Postgraduate Dean’s duties 
should include the arrangement and supervision of the work 
of individual trainee practitioners, the Subcommittee agrees 
that, in co-operation with the Local Medical Conimittee, the 
Postgraduate Dean might well take an interest in the Scheme 
to the extent of carrying out some investigations as to the 
success of its working. 

28. Supervision in the sense of exercising continuous over- 
sight of training in all cases by the Postgraduate Dean is 
undesirable and, generally speaking, impossible. The Sub- 
committee feels, however, that there is much to be gained 
by regular contact between the Dean and the trainers and 
trainees, and that Local Medical Committees, where they so 
wish, should freely seek the advice of the Postgraduate Dean 
upon educational matters. Such contacts furnish a valuable 
means of disseminating training ideas and methods and of 
acquiring a store of information upon tried and proven train- 
ing schemes. The Subcommittee wishes to emphasize, how- 
ever, that it is firmly opposed to the conception, that a fixed 
training programme is desirable or that any programme 
should ever be considered acceptable of general application. 
Provided always that a high standard of selection of trainers 
is maintained, wide variations in training programmes are not 
only permissible but are essential if the greatest value is to 
be obtained from the Trainee Assistants’ Scheme. 

29. Although the Subcommittee does not favour formal 
supervision in any way, where Local Medical Committees 
wish to do so, the Postgraduate Deans should be invited to 
seek and maintain contacts with the trainers and trainees so 
far as it is possible for them to do so. 


Agreement between Trainer and Trainee 


30. The Subcommittee is of the opinion that it is to the 
advantage of all concerned that both parties should enter 
into a formal agreement. A model form for this purpose is 
available from the Medical Practices Advisory Bureau. 


Trainee Assistants with a View 


31. Under the Trainee Assistant Scheme the grant is made 
for educational purposes only, and, normally, the Sub- 
committee does not think a trainer should be permitted to 
take a trainee with a view to partnership. The Sub- 
committee has previously in its report stated the view that 
a doctor who needs a partner should not be allowed to have 
a trainee. It therefore recommends that no advertisement 
for a “trainee with a view” should be accepted by the 
British Medical Journal. 


Benefits of the Scheme to the Trainee 


32. The need for a period of supervised experience of 
treating patients in hospital has, by the Medical Act of 
1950, now been formally recognized, and, although similar 
experience of general practice is not obligatory, it is 
desirable that there should be some period of supervised 
experience. 

33. The Subcommittee feels that the Trainee Assistants’ 
Scheme does in some way fill this need, and is convinced of 
the value to a young doctor of an appointment of this nature 
under conditions which have been specifically designed to 
permit him to begin to learn something of the art of treating 
patients in their homes under the guidance of an experienced 
senior practitioner. These conditions leave to the trainee 
leisure to absorb the techniques and skills he is observing 
and which he must acquire for himself before becoming 
established in practice in his own right. A young doctor 
on completing his year’s trainee assistantship has still much 


to learn, but he should have received a good grounding in 
general practice which will stand him in good stead through- 
out his professional life. 


34. The Subcommittee believes that young doctors should 
be encouraged to seek trainee assistantships and that 
evidence that they have acquired such supervised experience 
should count strongly in their favour when they are seeking 
other posts. Accordingly, the Subcommittee feels that the 
Medical Practices Committee and Executive Councils 
generally might give special consideration, other things being 
equal, to applications to fill vacancies in general practice 
which come from former trainee assistants. Similarly, the 
Subcommittee feels that the Medical Practices Advisory 
Bureau might draw the special attention of principals to the 
names of those applicants who have taken advantage of the 
Opportunity to train themselves for general practice by 
having held posts as trainee assistants. To this end, the 
Bureau might be asked to consider whether those practi- 
tioners seeking openings who are registered with the Bureau 
should not be asked to state on their application forms 
whether they have held a post as a trainee assistant under 
the scheme. 


Method of Application 


35. Earlier in its report the Subcommittee has stated 
that it is of the opinion that no objection can be taken to 
the criteria which have been prescribed by the Ministry of 
Health in connexion with the scheme. For ease of reference, 
these criteria are set out in Sub-Appendix 1. 

36. Some Executive Councils have been in the habit of 
using a special form upon which applicants for permission 
to train set out their qualifications and experience. Itqnight 
be thought desirable that some such form should be more 
generally used and, for the information of Local Medical 
Committees, the form used by-the Middlesex Executive 
Council is set out in Sub-Appendix 2, together with a form 
on which the applicant is required to give details of the 
trainee when applying for the grant. 


SUMMARY OF MAIN RECOMMENDATIONS 


37. (a) That, subject to certain modifications, the Trainee 
Assistants’ Scheme is in the interests of both the profession 
and the N.H.S. and should be continued. 


(b) That the Selection Committee should be composed 
of a relatively small body of senior members of the Local 
Medical Committee, together with representatives of the 
University, with power to take the final decision in each 
case, subject to the applicant’s right of appeal to the Local 
Medical Committee, who would appoint the Appeal Com- 
mittee on which University members would serve. 

(c) That, in judging an applicant's suitability to act 
as a trainer, the Selection Committee should interview the 
applicant personally, and should also take into account 
certain personal qualities. 

(d) That the appointment of trainers should be reviewed 
annually. , 

(e) That the period of training should remain at one 
year and that during that period due regard should be had 
to the importance of adequate instruction in midwifery ; and 
that opportunities should exist for the trainee to take a 
resident course in obstetrics immediately at the end of the 
training period, if it is unlikely that he will be able to obtain 
sufficient midwifery experience during his normal training. 

(f) That at the end of the training period both trainee and 
trainer should be asked to complete a simple questionary 
which asks a number of general questions concerning the 
scheme. 

(g) That it is in the interests of both trainer and trainee 
that they should enter into a formal agreement at the 
commencement of the training period. 

(h) That a trainee assistant should not be employed as 
“with a view,” and that the British Medical Journal be 
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asked to refuse all advertisements for trainee assistants which 


specify a view. 


(i) That the Medical Practices Committee and Execu- 
tive Councils generally might give special consideration, 
other things being equal, to applications to fill vacancies 
in general practice which are submitted by former trainee 
assistants, and that the Medical Practices Advisory Bureau 
should draw the attention of principals to the names of those 
applicants who have taken advantage of the ‘opportunity to 
train themselves for general practice by having held posts as 
trainee assistants. 


SUB-APPENDIX 1 
The Ministry’s Criteria 


1. The conditions on which a grant will be paid to a 
doctor whose application is approved are: 


(a) The grant will be paid in respect of any assistant 
employed by the doctor who has not previously been in 
general practice in the British Isles (otherwise than for a 
short period as a locum). 


(b) The period of training will be one year, and accord- 
ingly the grant may not be paid for more than one year 
in respect of the same assistant. Where the arrangement 
between the principal and the assistant is terminated be- 
fore the year is up, the circumstances should be reported 
to the Local Medical Committee. 


(c} The doctor will not be entitled to a grant in respect 
of more than one assistant during the same period. (He 
may, however, employ an assistant in the ordinary way at 
the same time as an assistant for whom a training grant is 
being paid.) 

(d) The doctor must have not less than 2,000 patients 
on his list. He will not be entitled to increase his list of 
patients beyond the usual maximum (e.g., 4,000 for a 
single-handed doctor) in respect of an assistant for whom 
a grant is paid. 

(e) The assistant must not, during the period for which 
a traimng grant is being paid, apply to have his name 
included in the Medical List. 

(f) The grant will not be payable in respect of an 
‘assistant liable and medically fit for military service. 


2. The following considerations should be taken into 
account: 


(a) the standing of the applicant in his profession ; 


(b) the applicant’s list, and also his other commitments. 
The size of the practice should be adequate, but not too 
large. The doctor should have not less than 2,000 persons 
on his list, except in a rural area, in regard to which the 
Minister has now decided to reduce the minimum to 1,500 
persons on the applicant’s list. On the other hand a 
doctor whose list is approaching the normal maximum, 
or who has other ‘commitments, may find it difficult to give 
adequate supervision to a trainee. 

(c) whether the applicant is in partnership, and whether 
he already employs an assistant. 


3. The type of practice should also be considered, prefer- 
ence being given to a mixed practice providing a variety of 
experience. There are obvious advantages if the “trainer” 
is on the list of general-practitioner obstetricians. 

4. Qualifications and experience should obviously be taken 
into account. The “trainer” ought not, in the Minister's 
view, to have much less than 10 years’ experience in general 
practice, and save in exceptional circumstances should not 
be more than 65 years of age. 

5. It is essential that premises and equipment should be 
of a high standard and that the circumstances of the practice 
should be such as to allow the “ trainer ” to exercise a proper 
degree of supervision over the assistant. 

The Minister hopes that consideration of these factors 
may assist Local Medical Committees in making their selec- 


tion. In general they will no doubt seek to secure ability 
to teach and to initiate the assistant into a wide field of 
general practice. 


SUB-APPENDIX 2 
NATIONAL HEALTH SERVICE 
MIDDLESEX EXECUTIVE COUNCIL 
ee SPOT ETT TT ET 


Application for Approval as a Trainer 


You are requested to give answers to the following questions 
set out below in support of your application for a grant for the 
training of an assistant. This form will be referred to the 
Middlesex Loca: Medical Committee to assist in reaching a 
decision. 
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9. Number of National Health Service patients on list ...... 
10. Details of present partners and/or assistants, giving 
addresses and size of N.H.S. lists .................. 


11. Do you do midwifery ? ............ 
Are you on the Obstetric List? ............ 
How many cases per annum ? ............ 
12. Details of practice accommodation (number of waiting- and 
consulting-rooms and any branch surgeries) .......... 


13. Does your state of health allow you to take full participa- 
COM MOREE FT dias <.s: 006550 545% ' 


14. Are you available at night ? ............ 
15. Have you been found guilty of any offence by: 
(a) The General Medical Council ? ............ 
(b) A Medical Service Subcommittee of an Insurance 
Oh Pe Pepe Pepe 
(c) A Medical Service Committee. of the Executive 
RES s060cabdnnin 
16. Have you had any training experience ? ................ 
17. Would the trainee need a car ? (Give reasons) .......... 


I declare the above answers to be correct, to the best 
of my knowledgé and belief. 


| Re rer Rane | EE OEP ne pS 
To be returned to: 


The Clerk, 

Middlesex Executive Council, 
Gloucester House, 
Gloucester Gate, N.W.1. 






























96 Skpr. 1, 1951 


GENERAL MEDICAL SERVICES COMMITTEE 





SUPPLEMENT To THE 
RITISH MEDICAL JOURNAL 





NATIONAL HEALTH SERVICE 
MIDDLESEX EXECUTIVE COUNCIL 
Re 


Application for a Grant for a Trainee Assistant 
Details of Trainee 
1. Name and address of proposed trainee 


eee eee ee ee ee ee ee ee ee ee ee 


Tee eee eee eee eee eee eee eee eee eee ee 


4. Salary it is proposed to pay: 
Assistant, £ per anaum. 
Boarding expenses, £ per annum. 


5. Has trainee been in General Practice in British Isles ? .... 
6. Is proposed trainee liable for Military Service ? .......... 
7. Where would trainee live ? 


8. Date on which trainee takes up practice .................. 
EL eee Signed 


To be returned to: 
The Clerk, 
Middlesex Executive Council, 
. Gloucester House, 
Gloucester Gate, N.W:1. 





PUBLIC HEALTH SALARIES 


The remuneration of medical officers in various types of 
public health appointments has been considered in detail by 
Whitley Committee C. The committee has sent three circu- 
lars to local authorities recommending that certain arrange- 
ments should he put into effect. The arrangements concern 
deputy medical officers of health (M.D.C. Circular No. 8), 
medical officers not covered by the Industrial Court awards 
(M.D.C. Circular No. 9), and divisional or area medical 
officers (M.D.C. Circular No. 10). The arrangements de- 
scribed in the circulars are given below. 


Deputy Medical Officers of Health 


The second award of the Industrial Court (No. 2321) 
provides that a deputy medical officer of health is to receive 
a commencing salary which is two-thirds of the minimum 
of the scale adopted by the employing authority for the 
post of medical officer of health. Whitley Committee C 
has agreed on the following arrangements for applying the 
award, and recommends all local authorities concerned to 
put them into effect. 

The committee recognizes that, in certain cases and for 
reasons purely personal to the individual—e.g.; his long 
and valued service—local authorities may wish to pay their 
present medical officer of health on a higher scale within 
the permitted range than the scale they would consider 
appropriate for the post itself (and at which, therefore, it 
would be advertised if a successor were being appointed). 
The committee regards it as desirable that authorities should 
be free to take account in this way of factors which are 
purely personal to the medical officer of health, and con- 
cludes that authorities should be able to do so in the know- 
ledge that the effect of any such action will be confined to 
the officer whom it-is intended to benefit. 

The committee has therefore agreed that, in applying the 
award to deputy .medical officers of health, a distinction 
should be drawn between the salary scale considered appro- 
priate for the post of medical officer of health and the actual 
salary scale being paid to the present occupant of that post, 
and that accordingly the salary scale for a deputy medical 
officer of health should be arrived at on the following basis : 


Method of Determining Salary 

(a) The local authority should determine the appropriate salary 
for the post of medical officer of health in accordance with the 
principles laid down by the Industrial Court in the interpretation 
(Award No. 2327) which is set out in paragraph (1) of M.D.C. 
Circular No. 7 dated June 21, 1951. That is, they should 
determine, within the limits of the permitted range, what salary 
scale is appropriate having regard to their population, other local 
factors, and the functional responsibility of their medical officer 
of health post. 

(b) The salary scale determined under (a) thereupon becomes 
the salary scalé by reference to the minimum of which the 
minimum of the salary scale of the deputy medical officer of 
health should be calculated. 

(c) If because of purely personal factors the local. authority 
decide to pay their medical officer of health on a higher salary 
scale within the permitted range than that determined uncer (a). 
the deputy medical officer of health should derive no advantage 
from the increase and his salary should still be calculated as, in (b). 

The award provides that deputy medical officers of health 
are to be given annual increments “equivalent to” those of 
the medical officer of health. The committee wishes to 
make it clear that this should be regarded as implying 
increments of the same number and amount as the medica} 
officer of health. 


Medical Officers not Covered by the Industrial Court Awards 


Committee C recommends local authorities to put the 
following arrangements into effect: 

The committee recognizes that certain authoriti¢és may 
find it necessary to make provision for posts at a higher 
level than assistant medical officer (salary scale £850—£1,150) 
but for which the salary scale awarded for senior medical 
Officers (£1,250-£1,650) is not appropriate. It has agreed 
that, where this is the case, the appropriate salary scale for 
any such posts should be determined at the discretion of the 
authority. Any posts so created should carry a title other 
than assistant medical officer or senior medical officer. 

In this connexion attention is drawn to the fact (para. (2) 
of M.D.C. Circular No. 7 dated June 21, 1951) that, in so 
far as appointments made after December 8, 1950, are con- 
cerned, the salary scale awarded in respect of senior mecica} 
officers (Award No. 2285) is appropriate only in the case 
of local authorities with populations exceeding 250,000. 

The committee recognizes also that certain large authori- 
ties may find it necessary to make provision for posts carry- 
ing a higher maximum salary than the maximum of £1,650 
awarded for senior medical officers, and has agreed that, 
where this is the case, the appropriate salary scale for any 
such posts should be determined by the authorities at their 
discretion. Any posts so created should, however, be given 
some title other than senior medical officer. 


Divisional or Area Medical Officers 


In M.D.C. Circular No. 3 dated May 21, 1951. local 
authorities concerned were advised that, for the time being, 
the salaries set out in para. 13 (5) of Industrial Court Award 
No. 2321 should be regarded as applicable only to divisionat 
or area medical officers, whose responsibilities covered the 
whole range of the health services (including the school 
medical service), and that the position of divisional or area 
medical officers whose responsibilities were of lesser extent 
was to be discussed by Committee C. 

The committee has now considered the matter. It recog- 
nizes that the actual range of services for which a divisional 
or area medical officer may be responsible is a matter for 
determination by the authority according to the scheme 
adopted by the authority for the administration of the health 
services in their area, and it has agreed on the following 
arrangements, which it recommends all local authorities con- 
cerned to put into effect. 


Detailed Arrangements 


(a) A medical officer duly appointed as divisional or area 
medical officer for divisional administration of the health services 
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should receive the appropriate salary according to para. 13 (b) of 
Industrial Court Award No. 2321 if he is required by the authority 
to undertake responsibility for the administration in his division 
or area of ail the following services: school medical service ; 
maternity and child-welfare sérvice; vaccination and immuniza- 
tion ; prevention, care, and aftercare ; and health visiting. 

(b) A medical officer who qualifies under (a) above for the 


para. 13 (6) salary should receive that salary even though he may ~ 


not be required to undertake responsibility for some or-any of the 
following services: ambulance service; home nursing service; 
home help scheme; mental health service. 

(c) The para. 13 (6) salary should not be paid to a medical 
officer responsible for any combination of the services set out 
in (a) and (6) above which does not include all the services set 
out in (a). 

The effect of these arrangements is that a divisional or 
area medical officer should receive the para. 13 (b) salary if 
his responsibilities cover, as a minimum, all the services set 
out in (a) above, and, as a maximum, all the services in 
both (a).and (b) together with any other duties appropriate 
to a medical officer. 

It is suggested that to avoid confusion a medical officer 
who, under these arrangements, does not qualify for the 
para. 13 (6) salary should be given some title other than 
divisional or area medical officer. In cases where the title 
selected is not one which is used in the awards of the Indus- 
trial-Court, the salary scale for the post will be at the dis- 
cretion of the lecal authority, in accordance with M.D.C. 
Circular No. 9. 








VENEREOLOGISTS GROUP CONFERENCE 


The Annual Conference of the Group was held at B.M.A. 
House on July 27 under the chairmanship of Dr. ROBERT 
LEES, and was attended by 26 members. The agenda con- 
sisted largely of matters arising from the Group Committee’s 
report on its activities during the 1950-1 session, including 
those mentioned below. 

It was reported that the Council of the Association had 
approved a recommendation that membership of the Group 
be restricted to registered medical practitioners who had been 
qualified for at least five years and had been predominantly 
engaged—i.e., more than half the practitioner’s professional 
time—in the practice of venereology for at least three years, 
and that the list of members be subjected to periodic revision 
at intervals of not more than three years. The first revision 
was now being undertaken. In regard to retired practi- 
tioners, it was the custom for them to retain their member- 
ship if they so desired. 


S.H.M.O. Grade 


The Group Committee had considered the future use of 
the S.H.M.O. grade. So far as venereology was concerned 
the agreed statement on this subject in R.H.B. (50) 96, which 
showed the extent to which S.H.M.O. appointments were in 
future to be permitted, included the following: 

“Posts of officer in charge of a small clinic: in large depart- 
ments posts other than head of the department.” 


The Group Committee had not been altogether satisfied 
with this, its view being that all S.H.M.O. posts in venereology 
should be under consultant supervision. Experience had 
shown, however, that new posts were being designated 
* assistants venereologist ” and were in fact under consultant 
supervision, and the Group Committee therefore had not 
pursued the matter but would watch the position. 

Another problem concerning S.H.M.O.s_ which had 
received the attention of the Venereologists Group Com- 
mittee was the impending review of gradings. The Con- 
ference considered the agreed arrangements for the review 
which had since been announced in R.H.B. (51) 62. The 
point particularly noted by members was that in the event 
of an S.H.M.O. being upgraded his salary would not neces- 
sarily be adjusted in accordance with the consultant scale 
unless he held a consultant post in the approved establish- 
ment. The Conference considered whether action could be 


taken with the object’ of securing the establishment of more 
consultant posts to meet this difficulty, but decided that this 
was a matter for consideration later if necessary in the light 
of the results of the forthcoming review. 

The Group Committee had made representations that in 
venereological departments: one consultant should be in 
administrative charge, who, without interfering with the 
clinical work of his colleagues, would be responsible for 
matters relating to the administration of the department. 
Similar proposals had been considered by other groups— 
Radiologists and Pathologists—and the Joint Committee had 
agreed to receive a deputation to discuss the matter. 

The Whitley Regional Appeals machinery had been 
invoked in the case of a consultant venereologist who had a 
dispute with his regional hospital board concerning the 
determination of his starting salary. The appeal, made on 
his behalf by the Association, had been successful. 

The Conference was pleased to note that the Group 
Committee had expressed its support of the work of the 
newly formed British Federation against Venereal Diseases 
and that the official support of the Council’ of the Associa- 
tion was to be sought by the promoters of the Federation. 


Non-medical Workers 


The remuneration of nursing staff in V.D. clinics had for 
some time been occupying the Group Committee’s attention. 


and an approach had been made to the Royal College of | 


Nursing on the matter. It would also be raised through the 
Association’s Liaison Committee with the Royal College. In 
the Committee’s opinion fully qualified nurses who remained 
in V.D. work should have a special scale of remuneration 
which should also apply pro rata to nurses working part-time 
in V.D. clinics. The Conference accepted the Committee’s 
view that such special inducements were necessary for 


. nurses undertaking work in V.D. clinics in view of the 


limited scope for promotion and the special knowledge and 
skill called for which is not within the scope of ordinary 
nurse training. 

The position of other non-medical workers had also been 
discussed by the Group Committee, particularly social 
workers. There was great difficulty in getting social workers 
for V.D. clinics, and the Group Committee intended to study 
the problem. It had been suggested that a survey of the 
position be undertaken by means of .a questionary to be 
issued in the autumn and also that regional meetings of 
venereologists might be held in order to stimulate interest 
in the problem. 


Prevention of Congenital Syphilis 


On the subject of congenital syphilis, the Group Com- 
mittee had expressed agreement with the view that an 
essential factor in the prevention of the disease was the 
education of expectant mothers in the importance of attend- 
ing antenatal clinics, another factor being the encouragement 
of general practitioners in making use of the Wassermann 
test. During the discussion of this item it was mentioned 
that over the past year or two there had been evidence of an 
appreciable fall in the incidence of this disease. There was 
still a great need, however, for getting expectant mothers to 
recognize the importance of treatment. In quite a number 
of cases it had been refused. 

The Conference approved the report of the Group 
Committee. 





£ 





RADIOLOGISTS GROUP CONFERENCE 


The Annual Conference of the Radiologists Group was held 
at B.M.A. House on July 26 under the chairmanship of 
Dr. S. COCHRANE SHANKS and was attended by 32 members. 

A report by the Group Committee on its activities during 
the past session was laid before the conference. Among 
other things the report dealt with a suggestion made to the 
Group Committee by the Medical Committee of the British 
Institute of Radiology that there should be a uniform method 
of recording statistics in diagnostic x-ray departments. The 
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Group Committee had also been asked for its comments by 
the Ministry of Health, which was seeking a system of 
estimating the cost of running diagnostic departments so that 
one department could be compared with others doing the 
same kind of work. The Nuffield Provincial Hospitals Trust, 
which is undertaking an experiment in hospital costing, had 
also considered this matter in conjunction with the Faculty 
of Radiologists. : 

The Group Committee had devised a form on which could 
be recorded in columns the patient’s name and hospital 
number, the source from which the patient had been referred, 
the type of examination (with analysis columns, each sub- 
divided into in-patient and out-patient columns, so that the 
total examinations under each heading might easily be 
shown), and also an indication of the cost of the examination. 
To enable this latter information to be given a table of the 
various kinds of examination had been drawn up grouped 
as nearly as possible according to the cost of materials 
involved and the time taken over the examination, and each 
group had been given an appropriate unit value. 

The Conference spent some time in discussing the pro- 
posed form and the table of examination unit values, and, 
subject to minor amendments which it was decided to suggest. 
they were approved. 

S.H.M.O. Grading 


The forthcoming review of senior hospital medical officer 
gradings was also referred to in the Group Committee's 
report, and the agreed arrangements for the review which 
had subsequently been announced in circular R.H.B. (51) 62 
were explained to the Conference. Members noted with 
some dissatisfaction that it did not follow because an 
S.H.M.O. was upgraded that he would receive consultant’s 
pay. An adjustment of salary would depend on whether 
a consultant post was held in the approved establishment. If 
the post is graded as an S.H.M.O. post consultant remunera- 
tion cannot be paid. 

Another matter which the Group Committee had con- 
sidered was a proposal that in radiodiagnostic and radio- 
therapeutic departments one consultant should be appointed 
in administrative charge—i.e., responsible for dealing with 
questions concerning apparatus, records, and so on—and also 
for matters relating to ancillary staff. There was of course 
no intention of interfering in any way with clinical duties. 

It was understood that a similar proposal had been con- 
sidered by consultants in other specialties—pathology and 
venereology—and that the Joint Committee had agreed to 
receive a deputation to discuss the matter. 


Fees for Work Outside N.H.S. 


Dissatisfaction was expressed by members with the agreed 
scale of fees (see Supplement, June 30, p. 297) for work out- 
side the scope of the N.H.S. undertaken by radiologists for 
Government departments. While the scale was reasonable 
enough where the examination was performed by the radio- 
logist at hospital, it was inadequate in respect of certain 
types of examination—e.g., cholecystography (3 guineas), and 
intravenous urography (4 guineas)}—when the work was 
carried out at the radiologist’s own consulting-rooms. 

The Conference felt it was very unlikely that proposals for 
special fees for examinations carried out at the radiologist’s 
consulting-rooms would be acceptable to Government 
departments, and that the only action which could be taken 
was for radiologists faced with the problem to endeavour 
to make independent arrangements themselves. 

The Conference also expressed doubt whether it would be 
possible to secure agreement to special fees for domiciliary 
x-ray examinations within the N.H.S. where additional equip- 
ment had to be taken on account of there being no suitable 
electric current. available. 

Attention was drawn in the Group Committee’s report to 
a practice on the part.of some consultants of referring private 
patients. to hospital for x-ray examination and demanding 
the films and reports. This practice was open to the objec- 
tion that it “ short-circuited ” radiologists in private pract'ce 
and was an abuse of the services of radiologists in the N.H.S. 
The report of the Group Committee was approved. 





VAGUE CERTIFICATION 
SIMPLIFIED PROCEDURE 


The Ministry of National Insurance is introducing a simpli- 
fied procedure for notifying cases in which a practitioner, 
in completing National Insurance medical certificates, has 
stated the cause of incapacity less precisely than was possible 
because he considers it inadvisable to convey the precise 
cause of incapacity to his patient. Practitioners have previ- 
ously been asked to send two notifications in such cases, 
one (on form Med. 6, which is bound in books of Special 
Intermediate Certificates) to the National Insurance office, 
and a second to the divisional medical officer of the Ministry. 
of Health or regional medical officer of the Department of 
Health for Scotland. 

Under the new procedure only one notification—to the 
divisional (or regional) medical officer—will be necessary. 
A new form of Med. 6 will be provided for this purpose 
and will be bound in books of First Medical Certificates 
(Med. 1). Instructions for its use will be given on the cover 
of the books of certificates. When these new forms reach 
practitioners they should be used instead of any of the old 
forms {bound in books of Special Intermediate Certificates 
(Med. 3)) which may still be in practitioners’ possession. 








PUBLIC HEALTH AWARDS 
INFORMATION STILL SOUGHT 


The Secretary of the B.M.A. is seeking information on the 
implementation of the public health awards (Nos. 2285 and 
2321) made by the Industrial Court. The Secretary has asked 
all medical officers of health to provide information on the 
acceptance and implementation of these awards (in letter 
D.29/50-51 dated March 22, 1951, and letter D.52/50-51 
dated June 2, 1951). The Secretary is grateful for having 
received already a large number of returns, but it is 
important that the information should be complete, and 
many returns dealing with the implementation of the second 
award (No. 2321) are still outstanding. Though some 
authorities are still considering the award, information about 
the present position is urgently requested. All medical 
officers of health are urged to co-operate and asked to send 
details about the present situation at once to the Secretary 
at B.M.A. House. 





OVERCROWDED -MENTAL INSTITUTIONS 





- The Ministry of Health states in a circular that it is becom- 


ing increasingly difficult to defend the continued overcrowd- 
ing of mental institutions and the continued piling up of 
waiting-lists of mental defectives urgently needing institu- 
tional care. The Ministry asks hospital boards to review 
the position carefully. If necessary, capital expenditure on 
other branches of the service must be reduced or postponed 
to provide for the needs of mental care. 








MATERNITY MEDICAL SERVICES 


SCALES OF PAYMENT 


The Ministry of Health has laid down scales of payment 
for a general practitioner or general-practitioner obstetrician 
whose patient is referred to hospital for confinement because 
an abnormality is discovered late in pregnancy but before 
labour begins. Provided at least two examinations have 
been made, the Period I fee in cases of this kind is 34 guineas 
(or 24 guineas if the doctor is hot a general-practitioner 
obstetrician). 

If the patient is discharged from hospital before the 14th 
day after confinement, and the doctor is sent for by the 
midwife or responds to an emergency call by the relatives, 
a fee of 10s. 6d. per visit (or 7s. 6d.) should be payable for 
services provided on or before the 14th day. The total sum 
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for such visits shuuld not exceed £4 14s, 6d., or £3 13s. 6d. 
if the post-natal examination is not given "(£3 7s. 6d. or 
£2 12s. 6d. if the doctor is not a general-practitioner 
obstetrician). be 

This method of payment should also be adopted in any 
other cases in which a doctor provides maternity medical 
services during the 14 days after confinement to a woman 
who had her confinement by prearrangement in a hospital. 
It will also be appropriate in many similar cases where a 
doctor is called in by a midwife under existing arrangements. 

If medical attendance is required after the 14th day in 
respect of a patient who has been confined either at home 
or in hospital, the family doctor should be called in and 
should attend the -patient as part of general medical ser- 
vices. If necessary the family doctor .would consult with 
the general-practitioner obstetrician, if the latter had pro- 
vided maternity medical services. 





Heard at Headquarters 








From Chair to Chair 


Dr. Wand’s election to the chair of the Representative 
Body has drawn attention to the remarkable fact that—if 
the General Medical Services Committee be regarded as a 
continuation of the old Insurance Acts Committee—he is the 
fourth chairman of that committee to be raised to the repre- 
sentatives’ chair. The late Sir Henry Brackenbury was 
chairman of the Insurance Acts Committee from 1916 to 
1924, when he became chairman of the Representative Body. 
Dr. H. Guy Dain put in the remarkable period of 12 years 
as Chairman of the committee, and then also passed on to 
the higher eminence. Dr. E. A. Gregg had a long schooling 
in the chair of the Insurance Acts Committee and then 
chaired the Representative Meetings. There is one great 
difference between the two chairmanships. The chairman of 
the Representative Body rarely intervenes in debate; his 
position is analogous to that of the Speaker in the House of 
Commons. The chairman of the committee, on the other 
hand, is constantly guiding, exhorting, persuading, reminding, 
proposing, and doing everything that the leader of the 
“ House” has to do, and it must have been a discipline for 
some of its occupants to go to the chair of the Representa- 
tive Body, where they were concerned with little more than 
procedure. 


In the Dumps 


A doctor tells us that he recently overheard the following 
conversation in a country inn: 

First Gentleman: You remember old Bill? He’s been 
very queer. 

Second Gentleman: Oh yes, I remember him. He had 
one of them gastrectomies. Bad, was he ? 

First Gentleman: Yes, very bad. For six months after 
coming out of hospital he couldn’t drink more than half- 
pints of bitter, and it were only last Saturday that he went on 
fo pints. 





Questions Answered 








Capital Allowance for New Car 


Q.—1 recently obtained an appointment which entails a 
large amount of travelling between hospital laboratories. In 
view of this I was able to accelerate the delivery of my new 
car, which had been on order for some time. Now I under- 
stand I can claim for a Revenue capital allowance for my 
car. How dol go about this ? 

A.—The Board of Inland Revenue .has prepared an 
explanatory pamphlet on the subject of capital allowances, 
a copy of which will no doubt be supplied by the local 


Inspeetor of Taxes on request.. The general basis of the 
allowance is (a) an initial allowance of 40% of the amount 
expended (20% if expended before April 6, 1949) plus (5) an 
annual: allowance of 25% of. the written-down value. It 
should be borne in mind that these allowances are regarded 
as part of the total cost of running the car, and whether they 
can legally be claimed depends on whether of not the cost 
of running is allowable. If, for instance, the employing 
authority gives an allowance for the use of the car, it is 
u .!ikely that the individual concerned can show to the satis- 
faction of the Revenue Authorities that that allowance is 
inadequate to meet the expenses “ incurred wholly, exclu- 
sively, and necessarily in the performance of the duties ” of 
the employment. This is, perhaps, particularly so in view 
of the fact that the cost of travelling between the residence 
and the main place of employment is not an admissible 
deduction for income-tax purposes. 


Proportion of House Expenses 


Q.—/ now practise as a consultant from my house. What 
proportion of house expenses can I claim against income 
tax ? 


A.—There is no standard proportion because so much 
must depend on the circumstances of each case, but one- 
half seems to be a fairly common ratio. Where the premises 
have a special site value (and therefore a higher cost) for 
professional purposes, some higher proportion may be 
obtainable. 


Production of Birth Certificate 


Q.—The local superannuation authorities have requested 
to see my birth certificate. Is this usual? Can I refuse 
to furnish samme, and if so will I forfeit any advantages ? 


A.—It is the usual practice for an employing authority 
to ask to see the birth certificate of an officer on appointment 
or subsequently. There is no statutory requirement to pro- 
duce it, but on the other hand eligibility for pension and 
other superannuation benefits depends partly on an age 
qualification, and the authority, not unreasonably, would 
require evidence of the officer’s date of birth before authoriz- 
ing payment of pension or other benefit. 


Entertainment Expeases 


Q.—/ am an ophthalmologist. May I claim an income- 
tax allowance for entertainment expenses and for expenses 
incurred in having meals out? If so, how much may 1 
claim ? 


A.—This question is one on which there is little guidance 
in case law, though it was argued in Court only a short time 
ago. The statutory rule requires allowable expenditure to 
have been incurred “wholly and exclusively” for the 
purpose of the profession, and entertainment is often a 
matter of mixed motives. In the case referred to above the 
judge decided in favour of a firm of solicitors that they 
were entitled to deduct as professional expenses the cost 
of entertaining clients to lunch or dinner at a club or 
restaurant at which the client’s business was discussed and 
adyice given. Whether the case will be carried to the Court 
of Appeal and how far the decision will provide guidance 
in cases where the facts are somewhat different will have to 
await future development. In the meantime there is ground 
for holding that a professional man is not deterred from 
claiming a deduction for entertainment expenses, but the 
authorities will no doubt examine the facts put forward in 
support of the claim to see that the expenses can properly 
be said to have been wholly and exclusively incurred fot 
professional purposes. 

A similar line of approach applies to experises incurred in 
having meals out. At most, only the additional cost of such 


meals (as compared with the usual domestic cost) would be 


allowed, and of course only when such meals were taken in 
the course of carrying out professional work. 
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Age for Appointment as S.H.M.O. 


Q.—I am aged 28 and have heard that I am not eligible to 
apply for S.H.M.O. appointments until the age of 32. Can 
you confirm this ? 

A.—The S.H.M.O. salary scale is tied to the age of 32. 
There is no provision in the Terms of Service for the 
appointment of practitioners in this grade below that age, 
as there is in the case of consultants, and the Ministry has 
indicated that it is not the intention that a practitioner should 
be appointed to a post in the S.H.M.O. grade before reaching 
the age of 32. 

Statutory Holidays 

Q.—What are the statutory and general national holidays 
referred to in the Terms and Conditions of Service of hospital 
medical staff ? 

A.—In England and Wales they are Christmas and Boxing 
Days, Good Friday, Easter Monday, Whit Monday, and 
August Bank Holiday. 








Correspondence 





Conscription and Hospital Posts 

Smr,—Since the advent of the National Health Service 
many serious problems have resulted from the sudden dis- 
ruption of old-established customs of hospital organization 
in this country. One pressing problem, which does not 
appear temporary and which requires widespread publicity, 
is the difficulty in obtaining resident staff in non-teaching 
hospitals. 

A large proportion of the medical and surgical consultant 
work of this country is carried out in non-teaching hospitals, 
and, indeed, one of -the platforms on which the take-over 
of the hospitals was based was that the work of the hospitals 
up and down the country would be raised in standard to give 
uniform specialist service to the whole population. Prior 
to 1948 residents in non-teaching hospitals were attracted to 
posts for a variety of reasons, among which a salary higher 
than that obtained at teaching hospitals, together with pro- 
fessional opportunity and a desire for practical experience as 
opposed to academic instruction, held their place. Hospital 
residents not wishing to take higher qualifications often 
found their way into practice in the district around the 
hospital or town of.-their adoption, while those seeking 
specialization often found work for some years at a hospital, 
and ultimately sought successfully the opportunity of acquir- 
ing consultant status on its staff. 

With all its shortcomings this system worked well, but has 
now been stopped. Practice control throughout the country 
makes settling down in a district less easy and less certain, 
while acquiring consultant rank after years of experience in 
non-teaching hospitals has been discouraged by the almost 
complete withdrawal of registrars and senior registrars from 
under the authority of the regional boards, leaving them 
mainly under the control of the hospital authorities at the 
teaching centres. The teaching hospitals have clung to the 
maximum of the reduced number of registrar posts, which 
are well paid, while the non-teaching hospitals must “be 
mainly staffed. with residents graded in more junior posts, 
with less remuneration and certainly a remuneration not 
exceeding that which could be obtained at teaching hospitals 
for comparable work. This would not matter if there was 
not a shortage of applicants for posts. The non-teaching 
hospital has become less attractive for those wishing to 
specialize, and conscription limits the availability of doctors 
for the more junior posts. 

It seems clear that posts of general house-surgeon and 
house-physician are easier to fill than the special departments, 
which suffer most from the staff shortage. The cause of this 
appears to be related to the terms of conscription into the 
Services, for most young men are required, after a period 
of qualification of six to twelve months, to enter one of the 


Forces for a period of National Service, and they have no 
time to consider experience in the specialties. After leaving 
the Forces, perhaps married at the time of discharge, these 
young men commonly wish to get into general practice as 
quickly as possible, for this offers better remuneration for 
them and more than temporary security when compared with 
the many vacant hospital resident posts about the country. 

This shortage of hospital residents has put the national 
hospital service into a precarious state. Surely the time has 
come to ask if the conscription of all young doctors into the 
Forces is necessary. Is not service in the national hospital 
scheme just as much national service as a period of some 
months in the Army, Navy, or Air Force? Can qualified 
doctors not have the privilege of doing their term of duty in 
civilian hospitals as an alternative to entering the Forces, 
in the manner that miners have been encouraged to stay 
in the mines rather than train as soldiers ? 

If such an idea were accépted, it should be possible to see 
that ali hospitals have adequate personnel, and as a result the 
hospitals would benefit and be able to carry out their work 
better. The experience of young doctors would be 
broadened by their doing a supervised series of hospital 
appointments, and the public would be better served, both at 
the time the doctors were carrying out their hospital work 
and later, when they were in practice. The tempo of medical 
work in the Forces in peacetime can never give the experi- 
ence to be obtained in civilian work. 

Does the military training of a doctor matter much ? It is 
up to the Forces to prove that there is need for every young 
man to go through military training in the course of his edu- 
cation, or sanction the release of some of them for hospital 
work. If the Forces can prove that their need is as urgent as 
that of civilian hospitals, then the only alternative which 
appears possible to prevent serious breakdown in hospital 
work is that the period of National Service be deferred for 
two or three years, until the newly qualified doctor has had 
the opportunity of doing several hospital jobs. If this step 
were taken, then at the time he entered the Forces he would 
have more professional experience, and the Forces would 
benefit from this. . 

As the argument was used that the purpose of hospital 
expansion was to bring specialized experience and skill to all 
parts of the country, it seems perfectly clear that the practical 
result cannot be achieved unless hospital departments can be 
adequately staffed. The policy of the Ministry should be 
modified before it becomes manifest to the whole country 
that the State hospital scheme cannot carry out its obliga- 
tions and that it is failing at the non-teaching periphery 
through no fault of those immediately concerned, while at 
the university centres the system may be working in a manner 
which seems to justify complacency. The difficulty in 
obtaining resident hospital staff is indicated by figures 
showing the money spent on advertisements. One small 
hospital of under 100 beds and a staff of two residents spent 
about £350 advertising these posts in one year. A larger 
hospital of 400-500 beds, with between 20-30 residents and 
registrars, spent over £1,800 in advertisements in one year. 
On many occasions the posts had to be advertised for many 
weeks om end,—I am, etc.,, 


Nottingham. A, N. BIRKETT, 


Doctors’ Houses in Scotland 


Sir,—Throughout the Highlands and Islands area many 
doctors under their scheme of service were provided with 
houses rent free. I have now received a circular lettef saying 
the Secretary of State sees no reason why I should not pay 
rent and rates, demanding a quarter’s rent in advance, and 
enclosing a form of agreement to be signed accepting certain 
restrictive conditions—payment of rental with the right to 
increase it at any time and tyment of house. 

This seems to me a shameful unilateral repudiation of the 
terms of service under which I was appointed last year to 
this parish by the Minister. I hope that all doctors involved 
throughout the area will emphatically repudiate this dis- 
graceful procedure and refuse to sign the proposed agreement 
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granting the Secretary of State full rights of private owner- 
ship while themselves abandoning tenancy rights.—I am, etc., 
Port Ellen, Argyll. ALASDAIR McI. SMITH. 


*." The Scottish Secretary of the B.M.A. writes: The 
action now being taken by the Department of Health for 
Scotland in respect of free house tenancy in certain High- 
lands and Islands practices is the logical conclusion of the 
winding-up of the old Highlands and Islands scheme, conse- 
quent upon the coming into operation of the N.H.S. (Scot- 
land) Act. The practitioners concerned now work under the 
same terms and conditions of service as those throughout 
the rest of Scotland. It is held that in these circumstances 
it would be anomalous that these doctors should have advan- 
tages not open to those in other rural areas. To meet 
possible hardships provision is made that, where an affected 
doctor is in receipt of a payment from the Inducement Fund, 
account shall be taken of this change in his circumstances in 
assessing the amount of his payment. The position is 
explained in the E.C. circular letter to which Dr. Smith 
refers, though the explanation could have been fuller and its 
wording happier. 


S.H.M.O. Grading 


Sir,—I have just read the letter of Dr. T. W. Stephens 
(Supplement, July 28, p. 37) and would like to express my 
agreement and sympathy. 

Regrettably, the original grading was conditioned by an 
apportionment of consultant posts in each specialty in each 
region, and the grading was left to a professional committee 
of regional notables. The circles of consultancy in certain 
minor specialties have now become very tight rings to which 
the masters will’ now only admit their own disciples. Those, 
who had to accept the humbler status, on the meagre 
S.H.M.O. scale, were left with a sense of ostracism by their 
more fortunate former colleagues, and were gradually 
dropped as such. Some indeed found they were squeezed 
right out by the surging of self-seeking ambition which has 
been a regrettable reaction in some of the fortunates. 

I do not think that the forthcoming review of grading is 
likely to bring mmch benefit to the older and formerly 
respected men who are now mere hospital officers —I am, 
etc., 

Bristol. J. JOHNSTON MASON. 


Registrars and General Practice 


Sir,—Having read a good deal on the subject of the 
strenuous efforts that are being made by the medical profes- 
sion in general to facilitate the entry of senior registrars into 
general practice, and having come to the conclusion that the 
possession of two higher. qualifications is no guarantee that 
one will ever be accepted for a consultant appointment so 
long as there is no prospect of the long-awaited expansion in 
the major specialties, I recently applied for a general-practice 
vacancy in a certain town in the south of England. Although 
I have*had some experience in general practice and many 
years’ hospital experience, I was not successful. 

About a week after the appointment had been made, how- 
ever, I received a letter from a doctor practising in the town 
where the vacancy occurred informing me that the local 
executive council had appointed him to run the vacant prac- 
tice in conjunction with his own. He then went on to state 
that as a result of this addition to his commitments he would 
be unable to run the two practices single-handed, and as he 
had been given my name by the local executive council, 
and I presumably liked the district, perhaps I would be 
interested in becoming his assistant on a long-term basis. 

I feel that comment is superfluous, but should be grateful 


if you would print this letter, if only as a warning to senior - 


registrars who are holders of the F.R.C.S., M.R.C.P., and 
other higher qualifications, and who are deluded enough to 
believe that they actually have a hope of being appointed to 
a general-practice vacancy so long as the committee which 
makes the appointment consists largely of general praeti- 
tioners and laymen who accept guidance from their medical 
colleagues in committee.—I am, etc., 


SENIOR REGISTRAR. 


Vacancies for Permanent Assistants 


-$ir,—I should like to make a protest about the present 
trainee scheme. If the advertisement columns are anything 
to go by there are far more vacancies for trainee assistants. 
than for permanent assistants or for partnerships. What 
then is happening to the army of trainees who at the end-of 
their twelve months’ period are swelling the much smaller 
market for permanent posts? On all sides one hears, with 
truth, that doctors are overworked, but as things are at 
present none of them can afford the help they need except 
from a trainee. This may be all right for the principal, but 
it is very hard on the young doctor who has done his 
hospital appointments, his military service, and his trainee- 
ship, and who is now eager to settle down to make his place 
in general practice. ; 

There is one other point I should like to make. During 
the last ten months I have answered very many advertise- 
ments in the Journal for assistantships. In only two cases 
have I received a reply. I realize that the advertiser has 
probably had many applications, but surely it is a matter of 
common courtesy that each applicant should receive some 
sort of a reply, even if only a printed slip to say that the 
application is unsuitable or the post has been filled—I am, 
etc., 


Harrogate, KATHLEEN SCOTT. 


Bargain from Strength 

Sm,—Your publication of some correspondents’ letters 
that are couched in a much firmer tone, such as those from 
Drs. C. McCluskey, C. K. Dunstan, and C. P. Wallace 
(Supplement, July 7, p. 7) is very welcome. With them I 
am in complete agreement. In “three years of discussion 
and negotiation, of hedging and stalling” we have achieved 
nothing but an impotent Guild—impotent because, unlike 
the dockers, our members as a whole do not support their 
fellow members who are victims of injustice. 

Many, as complacently well off or better off than before, 
seem not to be interested in the fate of those who are hard 
hit. And now we are pressing for arbitration to determine 
the proper size of the central pool. But can any fixed pool 
be proper, having regard to the increasing number of doctors 
and increasing costs of working and living ? Is there a fixed 
pool for drugs, or opticians’ or dentists’ remuneration, to be 
shared out regardless of numbers or requirements ? Again, 
even should the proper size, after long undignified wrangling, 
be determined, are we then to wait untold months for further 
discussions with the Minister in order to “apply a form of 
distribution in accordance with ...?” Probably by the 
time that is settled a new set of conditions or costs of living 
will render it obsolete, or the Ministry will present us with 
a non possumus on account of the rearmament programme 
or other excuse. 

To me and to many others there is only one way of 
bargaining or getting justice, and that is from strength—the 
“or else” method—and without further delay.—I am, etc., 

Thame, Oxon. C. H. BARBER. 


Token Payment 


Sir,—We hear much about the status of the general prac- 
titioner, and of how it has fallen during the past three years. 
This fall is often attributed to our poor remuneration under 
the N.H.S. Although I agree that we should be paid more 
for our work, I cannot see how an increase in our salary will 
improve our status in the eyes of the public. I find that 
more and more I am being taken for granted. So many of 
the patients in my crowded surgery just make a convenience 
of me to get free aspirin and aperients. The standard of my 
work is falling, because I must see these many people, whose 
wants are trivial. The most terrible thing is that the indi- 
vidual’s sense- of personal responsibility is disappearing. 
They come to me, or call me, for the silliest and simplest 
things. Because this scheme is “free” their demands are 
insatiable, and because it is free they do not value what they 
get. This is human nature. 
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There should be a charge made to the patient for service 
rendered. A charge which they can be reasonably expected 
to pay, but which wouid be enough to discourage them from 
asking for a sheaf of prescriptions for every ailment, real 
and imagined, of which they and their families can think. 
The address “ Pitfalls of Planning,” by Mr. A. Lawrence 
Abel (Supplement, August 4, p. 41), is admirable. Surely 
Mr. Abel, in his request for a token payment, has hit the nail 
on the head.—I am, etc., ; 


Birkenhead. K. B. THOMAS. 


Untying the Knot 


Sir,—One of the results of the N.H.S. has been to dis- 
courage established practitioners from taking partners and 
so to swell the ranks of the unestablished G.P.s. This un- 
willingness on the part.of the established practitioners is 
understandable. Before 1948 partnerships were easy to form 
and, if necessity arose, easy to dissolve. But now, as the 
goodwill is owned by the Government, a man who accepts 
a partner may be fastening on himself an old man of the 
sea. No longer can a partnership be dissolved by paying the 
retiring partner a sum of money. The original principal now 
risks the danger of having to continue a disagreeable partner- 
ship or of even being ousted from his practice. Arbitration 
in the event of disagreement is a clumsy and unsatisfactory 
way of dealing with the problem. I think one can readily 
sympathize with the hesitancy of the G.P. in the matter of 
taking on a partner, when dissolution is so difficult. 

In order to meet the problem, Sir, I suggest a return to the 
former custom of a partner buying his share of a practice. | 
suggest, however, that he buy the goodwill from the Govern- 
ment, who are in fact the owners. The amount payable 
would of course be dependent on the income of the practice. 
The selection of the partner and all other terms in the agree- 
ment should be settled entirely between the existing and 
prospective partners without Governmental interference. On 
dissolution I suggest a similar procedure in reverse—the 
Government to pay a sum based on practice receipts, but all 
other matters to be settled solely between the remaining 
and retiring partners. 

The foregoing is mere!y an outline and a Jarge number of 
details would require to be worked out. There is the diffi- 
culty of the prospective partner finding the necessary Capital. 
In the old days the amount was raised easily, and I think 
the methods used then to raise it would cause no hardship 
if applied nowadays. 

I think some such scheme is essential to overcome present 
difficulties, and its adoption would be a great improvement on 
present arrangements by: (i) facilitating entry of new doctors 
into practice ; (ii) encouraging group practice ; (iii) allowing 
greater freedom of movement from one area to another.— 
I am, etc., 


Derry, Northern Ireland. J. J. COSGROVE. 


Remuneration of G.P.s 


Sir,—Assuming that agreement is reached with the 
Ministers, may I put forward the following formula for con- 
sideration and discussion : 


(1) Annual expenses allowance for every G.P._.. i> 

(2) Basic capitation per patient on list .. te is 

(3) Increase after a years as G.P. per patient on list .. zs. 

(4) Second increase after b years per patient on list .. ps. 

(5) One of M.D., M.R.C.P., F.R.C.S., M.S., etc., equal to gq years 
(6) A-combination of the above degrees to be equal to ..__r years 


The weighting of item (1) would give an increase in the 
remuneration of the smaller lists—e.g., making (1) £500 per 
annum on a list of 1,000 would be 10s. per patient, on a list 
of 2,000 it would be 5s. per patient, while on a list of 4,000 
it would be 2s. 6d. per patient, while £600 per annum would 
similarly be 12s., 6s., and 3s. There would need to be some 
safeguards, of course—e.g., a limit of time in which a doctor 
starting in practice would get the allowance of £x if his list 
had not reached, say, 1,000. 


Item (2) would of course depend on the size of the pool 
and the amounts which would be required for the other 
items. The obtaining of higher degrees would be counted as 
years of experience. 

There is also the question of mileage, and this would 
depend on whether the amount for mileage had been 
included in the pool or was in a pool by itself. 

There may be many points which I have missed. Some 
I know would like to consider the question of pensions for 
service under the old National Health Insurance so that the 
olde~ doctors could retire at an earlier date and make way 
for the younger men. Perhaps others would express their 
views.—I am, etc., 


Rhyl, Flintshire. J. G. MACQUEEN. 


S1r,—There are two points in the recent correspondence 
between the Government and the G.M.S. Committee to 
which I would like to draw attention. 

In the first place, one of the factors to be considered in 

~ determining the size of the central pool is “ the remuneration 
from all other sources received by general practitioners ” 
(Ministers’ letter, Supplement, August 11, p. 56). What is 
the exact meaning of this? Does it refer to remuneration 
derived only from the N.H.S.? If not, is the Spens report, 
or subsequent practice inquiries, to form the yardstick in 
determining “all other sources ” ? 

In the second place, the G.M.S. Committee’s letter (Supple- 
ment, August 25, p. 69) contains the following: “ Until the 
future size of the central pool is finally determined.” We 
are really seeking adjudication on the present size of the 
pool in relation, as the Ministers’ letter states, to “the 
change in the value of money since 1939” and “ the recom- 
mendations of the Spens Committee,” but no mention is 
made of any review in the future of the size of the pool. 

If we accept the adjudicator’s decision on the present size 
of the pool, are we not binding ourselves indefinitely to some 
figure which in a year or two may have no relation to the 
value of money at that time, with the result that further 
protracted negotiations will have to take place all over 
again ? Should we not press for inclw®ion in the precise 
terms of reference to the adjudicator of some clause which 
will ensure the periodic review of the size of the pool unit 
in relation to the value of money at the review date? We 
are on dangerous ground in accepting any particular figure 
without such a proviso.—I am, etc., 


Tunbridge Wells, Kent. A. E. LODEN. 


B.M.A. Peace Committee 


Sir,—I am glad to read Dr. H. E. Vickers’s letter (British 
Medical Journal, August 4, p. 300). While fully agreeing with 
the necessity for defence preparations, I have always felt 
‘that our profession should make an effort to promote a 
peaceful solution of international problems and do all in 
our power to counteract war propaganda which poisons our 
minds and presents an unbiased approach to the views of 
other nations. (I am not advocating appeasement.) The 
weapons of war are sufficiently devastating, even without the 
atomic bomb, to wreck the civilized world. Our Association 
could render a valuable service by forming a B.M.A. Peace 
Committee to consider ways and means of bringing home to 
everyone the’ folly, stupidity, and wickedness of a drift 
towards war.—I am, etc., 


London, W.14. C. WATNEY ROE. 


Refresher Courses for Assistants 


Sir,—General practitioners with at least 500 persons on 
their list may attend postgraduate refresher courses at the 
expense of the Ministry ; assistants are not eligible for this 
assistance. It appears that among the many major blunders 
in the planning of the N.H.S. this grave mistake affecting 
exclusively assistants is not getting the amount of adverse 
publicity it deserves. 
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Many assistants have in the. last three years been unable 
to find a suitable vacancy, and, since there is very little 
incentive for most principals to promote their assistants to 
the status of partner, the number of “ over-age assistants ” 
is growing steadily. These cinderellas of the scheme do feel 
the urge and the necessity for postgraduate education just 
as strongly as their principals, and no doubt their patients 
would derive benefits from their courses to at least the same 
extent as their principals’ patients. Yet the often grossly 
underpaid assistant is expected to pay the fees and travelling 
expenses out of his own pocket, whereas his admittedly also 
underpaid principal has fees, travelling expenses, and the 
salary of a locum paid by the Minister. 

If the Minister is anxious that all patients under the N.H.S. 
should get the best possible G.P. service—and we have read 
statements to this effect repeatedly—he should remedy this 
gross injustice forthwith, failing which he is bound to meet 
with a steadily deteriorating standard of service.—I am, etc., 

London, S.W.9. J. GOTTLIEB. 


*." The following statement, which appeared in para. 43 of 
the Annual Report of Council this year, concerns the point 
raised by our correspondent: “In consequence of a resolu- 
tion passed by the 1950 A.R.M., the Ministry was asked to 
extend the present arrangements for general-practitioner 
refresher courses to full-time assistants in general practice. 
The difficulty in the way of this proposal is that the amount 
available for these grants is strictly limited by the Treasury, 
and the inclusion of assistants at the present time would 
mean a reduction in the number of courses available for 
principals. The Ministry has, however, undertaken to give 
to assistants any places which are not required by principals 
and to give the question favourable consideration when the 
financial position is not so difficult.”"—Ep., B.M_J. 


Fee for Consultation 


. Sir,—I have just returned home from a consultation with 
a physician at my patient’s house. As she is an N.H.S. 
patient of mine, I am not entitled to any particular fee 
for a little more than an hour’s time, for which the physician 
receives 4 guineas as far as I know. 

This seems unfair to me. In private practice it was always 
considered obvious for the practitioner to be compensated 
for the special loss of time connected with a consultation, 
somehow in proportion to the consultant’s fee. In these 
circumstances it is small wonder that the practitioner prefers 
to let the consultant visit the patient by himself, which, 
however, is against the best interests of the patient.—I am, 
ee. 

Plymouth F. F. TIeTZE. 


Unwelcome Visitor 


Sirn,—Having been momentarily dumbfounded when con- 
fronted by the latest unusual demand under the National 
Health Service, I find myself wondering how my fellow 
practitioners react to similar far from isolated abuses of their 
services. 

At 12.15 a.m. on Sunday morning I was roused from my 
sleep by a furious ringing of the night-bell. On answering 
the door I found one of my N.H.S. “ units,” a young man in 
his twenties, who demanded a consultation for a trivial com- 
plaint. He had, he admitted, called during the afternoon 
surgery on Saturday, but had left on finding so many other 
patients waiting to see me. By this late hour, after a pleasant 
afternoon and evening, he was in a slightly inebriated con- 
dition, and I thought it advisable, after recovering from my 
first astonishreent at his temerity, to humour and reassure 
him, and eventually sent him home to sleep off the effects of 
his over-indulgence. 

Surely the powers that be can devise.some way of dis- 
couraging such flagrant abuse of the privileges bestowed by 
the Welfare State. At present the only redress which the 
poor maligned G.P. has is to request the removal from his 
list of the offending patient, with unpleasant consequences 
for both patient and doctor. Had this patient known that a 
fine of, say, a guinea could be imposed, he. would not have 


left the waiting-room during surgery hours, when he was still 
sober enough to realize the consequences of deferring his call 
until the middle of the night. 

I advocate the introduction of some such system only to 
discourage abuse of the Service and not to penalize bona- 
fide urgent cases.—I am, etc., 

Bacup, Lancs. 


A. G. HASSAN. 


Ambulance Service 


Sir,—A short time ago I attended a child of 5 who went 
from London to Scarborough for a holiday and fen days 
later was diagnosed as a case of whooping-cough. Although 
the child was ambulant, it was brought home by a stretcher 
ambulance all the way by road, a distance of over 250 miles. 
In view of the strict economies needed, surely the child could 
have travelled by train in a specially reserved compartment, 
which could have been disinfected by the ambulance men on 
arrival in London.—I am, etc., 

Richmond, Surrey. 


H. W. SWANN. 


’ Change of Doctor 


S1r,—One hears much talk these days about the . ‘come 
status of general practitioners.” In much of this sort of 
criticism from general practitioners themselves there is a 
strong inference that the N.HLS. is responsible for this lower- 
ing of status, along with the umscrupulous use made of the 
Service by some patients. “ People had more respect for 
us when they had to pay” is a remark not infrequently 
heard. The purpose of this letter is to draw attention to 
at least one of the ways in which doctors themselves, because 
of their own standards of behaviour, are responsible for this 
“ lowering of status.” 

The regulation introduced on October 1, 1950, made it 
necessary for a patient wishing to change his doctor *at once 
to seek the written consent of his existing practitioner. While, 
in the main, fear or embarrassment have caused few to avail 
themselves of this method, some have in fact availed them- 
selves of this opportunity to see their doctor before trans- 
ferring to another practitioner. My own personal experi- 
ences in the last few months have led me to wonder to what 
extent some of our colleagues have abused this power given 
to them to impede or assist the free choice of doctor by their 
patients (a principle we all very loudly pr6claim to be of the 
utmost importance). 

In the recent past thirteen patients on the panels of five 
other doctors in this area have applied to be taken on my list. 
In each case I have explained the new regulations (I find that 
most people do not know them) and advised these patients 
to go and see their own doctor and seek his consent. Each 
of these doctors, all with large industrial practices, has 
refused to sign the medical card and accompanied his refusal 
with a most obvious display of ill-humour. In one case the 
patient was actually told that all transferring had now been 
stopped, and another, in the words of the patient, “ chased 
her out.” Naturally these people have come to me again, 
reported these events, and asked what they can do. If they 
still wish to transfer—and as a rule they are more determined 
than ever to change—they have to make use of the longer- 
term method and be treated in the meantime as private 
patients. This is a most unsatisfactory state of affairs both 
for the patient and for the doctor, who is thus very much 
restricted in what he may prescribe, because of the expense. 

This sort of thing makes a mockery of our much-vaunted 
and rightly prized doctor-patient relationship. Surely there 
should be an unwritten law in our profession that no doctor 
will place any obstruction in the way of a patient exercising 
his freedom to choose another doctor. We should endeavour 
to maintain the liberty that the regulation impaired by 
readily agreeing to a request for transfer with sympathy and 
dignity. 

I find it difficult to escape the conclusion that this is just 
one of a number of unsavoury features which fundamentally 
arise because of the competitive element which a capitation 
system of payment produces in a profession which has no 
room for’such things.—I am, etc., 

Liverpool. Cyrit TAYLOR. 
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H.M. Forces Appointments 








ARMY 


Major-General F. Harris, C.B., CBE, M.C., K.H.S., late 
R.A.M.C., having reached the age of retirement, is retained on 


the Active List. 
Major-General J. J. Magner, C.B.,.M.C., K.H.P., late 
-A.M.C., has retired on retired pay. 
r-General) F. H. Molian, C.B., 


opt (T RS. Maj 
late R.A.M.C., to be po mee 
Colonel E. P .N, Creagh, late R.A.M. C., to be Brigadier. 
Colonet E. J. S. Bonnett, late R.A. M<., having reached the 
age for retirement, has been retained on the Active List super- 
numerary to establishment. 
Lieutenant-Colonels W. J. Officer, O.B.E., and V. C. Verbi, 
O.B.E., from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 
Majors G. B.. Heugh and R. A. Smart to be Lieutenant-Co!cnels. 


REGULAR ARMY RESERVE OF OFFICERS 


Colonel (Honorary Bri “oy H. B. F. Dixon, M.C., late 
R.A.M.C., having exceeded the age limit of liability to recall, has 
ceased to ’ belong to the Reserve of Officers. 
Colonel R. H. Alexander, M.C., late R.A.M.C., having attained 
the age limit of liability to recail, has ceased to belong to the 
Reserve of Officers. 


Royal Army MepicaL Corps 


Major (Honorary Colonel) W. E. Underwood, O.B.E., has 
beg = to belong to the R.A.R.O. 

r Plonorery Lieutenant-Colonel) J. P. Stewart has ceased 
to mic ong to the Reserve of Officers. 

Majors E. A, Heaslett and M. H. Hughes have ceased to 
belong to the Reserve of Officers. 

War Substantive Major A. Young, from Emergency Commis- 
sion, to be Major, and has been granted the honorary rank of 
Lieutenant-Colonel. 

Captain eae Major) J. D. O’Neill has ceased to belong 
to the R.A.R 
SUPPLEMENTARY RESERVE OF p, == re Roya. Auuy MEDICAL 

‘ORPS 


Lieutenant A. P. Prior to be Captain, and has been granted the 
acting rank of Major. 


TERRITORIAL ARMY 
ROYAL ARMY MEDICAL Corps 


Major J. V. Todd to be — Lieutenant-Colonel. 
Captain (acting Major) J. P. Mitchell to be acting Lieutenant- 
Colonel. 
ROYAL AIR FORCE 


Air Commodores (acting Air Vice-Marshals) V. S. Ewing, 
C.B.E., and J. MacC. Kilpatrick, O.B.E., to be Air Vice-Marshals. 

Group Captains A. Harvey, C.B.E., . #2 Potter, O.B.E.., 
and F. W. P. Dixon, M.B.E., to be Air Commodores. 

Wing Commanders J. S. Carslaw, J. L. Walsh, J. F. Dales, 
I. MacKay, and L. M. ore, C.B.E., to be Group Captains. 

Wing Commander J. Smith has been transferred to the 
Reserve and called up for Mair Force service. 

Squadron oh taaere H. L. Roxburgh, O. BE., : i * Pave, 
A.F.C., W. B. Thorburn, R. J. A. Morris, A. J. "Barwood, ; a 
Lamb, ‘and H. C. Thomas to be Wing Commanders. 

Squadron Leader J. C. A. L. Colenbrander has resigned his 
commission, retaining the rank of Wing Commander. 

Squadron Leaders D. G. Jarman and D. G. Jones have been 
transferred to the Reserve and called up for Air Force service. 

Squadron Leader P. H. Moore has been transferred to the 
reserve (National Service List). 

Squadron Leader J. K. McCabe has been transferred to the 
Reserve. 

Squadron Leader W. S. Noble has relinquished his temporary 
= retaining his ran 
ys ag ay Lieutenants J. N. €. Cooke, E. O. Barnes, K. Bazarnick, 


and K. Gallagher to be Squadron Leaders. 


Royat AuxILiary Air Force 


Flight Lieutenant J. A. Chalmers has been transferred to the 
Reserve, and has relinquished the honorary rank of Squadron 
Leader. 

Royat Arr Force VOLUNTEER RESERVE 


Squadron Leader E. B. Rayner has relinquished his commission 
on appointment to the reconstituted R.A.F.V.R., retaining the 
rank of Wing Commander. 

Flight Lieutenant J. L. Insley has soe . 9 his commission 
on appointment to the reconstituted ux.A.F., retaining the 
rank of Squadron Leader. 


B.M.A. LIBRARY 
The ‘ediviie books have been added to the Library: 


Anson, . J.: Atlas of Human Anatomy. 1950. 
Bishop, P . M. F.: me Endocrinology for the Prac- 


titioner. Second edition. 1951. 
Bonning, J. G.: Injuries to the Ankle. 1950. 
Bewlby, J.: Maternal Care and Mental Health. 1951. __ 
Caillet, A. L.: Traitement Mental et . Culture Spirituel!e. 
Cinquitme édition. 1951. np ly 
Capelli, J., et al.: La Terapia Antibiotica in Dermatologia, 
Venereologia, Sifilografia. : 
Cecil, R. L., and Loeb, R. F.: Textbook of Medicine. Eighth 


edition. 1951. 
Chiray, M., and Salmon-Malebranche, A. R.: Thérapeutique 
Clinique Journalitre des Ma'adies du Foie et des Voies 


Biliaires. Ste 
N. (Editor): Textbook of Medicine. 1951. 


Chamberlain, E 
Chesterman, C. G; Tropical Dispensary Handbook. 
1951. 


edition. 1951. 
Chobot, R.: Pedisiric Aller : 

Les Conautes des Matiéres 
50 


Delorme, J., and Routy, 
Plastiques en Médecine et en Chirurgie 

Di Pea B.: La Criminalita come Problema Medico-sociale. 

Dixon, —" Multi-enzyme Systems. 1949. 

Dubos, R. 'J.: Louis Pasteur: free lance of science. 1951. 

Feer, E.: Diagnostik der Kinderkrankheiten. Sechste Auflage. 


Fifth 


1951. 
Finch, J. S.: Sir Thomas Browne: a doctor’s life of science and 


faith. 1950. 
Findlay, J. P.: Facial Paralysis 1950. 
Friedemann, M.: Das Magen- Zwélffingerdarmgeschwiir und seine 


Behandlung. 1950. 


Friedman, S. M.: Visual Anatomy: Head and Neck. 1950, 

Froehlich, A. L.: Les Xanthomatoses. 1951. 

aan 5 ’G. F.: Short Textbook of Midwifery. Fifth edition. 

Glueck, S., and Glueck, E.: Unraveling Juvenile Delinquency. 
1951. 


Gérgényi-Giéttche, O.: Tuberkulose im Kindesa!ter. 
i ay Antipyrine : a critical bibliographic review. 


— L.: Klinische Chemie | und Mikroskopie. 6 Auflage. 


Handfield-Jones, R. M., and Porritt, Sir A. E.: Essentia!s of 
Modern Surgery. Fourth edition. 1951. 
Harris, T. A. B.: Mode of Action of Anaesthetics. 1951. 
— F. O.: Exotische Krankheiten und Krankheitsverliufe. 
5 


Jaramillo-Arango, J.: Conquest of Malaria. 1950. 
“a. T. B.: Synopsis of Regional Anatomy. Seventh edition. 
195 


Kirby, D. B.: Surgery of Cataract. 1950. 

Lan is, ees ‘and Bolles, M. M.: Textbook of Abnormal 
Psychology. 1950. 

La. . Ah ar A Bio-bibliography of Edward Jenner,. 1749- 

Levine, S. A.: Clinical Heart Disease. Fourth edition. 1951 

Nitchie, E. H.: New Lessons in Lip Reading. 1950 

Penfield, W., and Rasmussen, T.: Cerebral Cortex of Man. 1950. 


Ponl, J. F.: ” Cerebral Palsy. 1950. 
Porot, M.: La Psychologie des Tuberculeux. 1950. 
3 Fasc. Los Isotopos en 


Soler, C. B.: Terapeutica Endocrina. 
Medicina. 1951. : 3 aes 
Vogel, M., and Haferkamp, H.: Biologisch-medizinisches 


Taschenjahrbuch. 11 Jahrgang. 

Vogelsang, T. M.: Typhoid and Paratyphoid B Carriers and 
their eistasens experiences from Western Norway. 1950. 
Ward, G. E., and Hendrick, J. W.: Diagnosis and Treatment of 

Tumors of the Head and Neck. 1950. 





Association Notices 





Diary of Central Meetings 
SEPTEMBER 


5 Wed. Assistant and Unestablished Practitioner Mem- 
bers of the Assistants and Young Practitioners 
Subcommittee, 2 p.m. 
5 Wed. vey oe and Superannuation Committee, 
p.m. 
7 ‘Fri. Services Committee,-10 a.m. 
11 Tues. Amending Acts Committee, 2 p.m. 
20 Thurs. Staff Side of Committee C, 2.30 p.m. 
21 Fri. Public Health Committee, 2 p.m. : 
26 Wed. Special Meeting of Council, 10 a.m. 
27 Thurs. Staff Side of ye C, 10.30 a.m. 


12 noon (at 1, Richmond 


Full Committee C. 
London, S.W.). 


Terrace, Whitehall, 





Published by the Proprietors, the British Medical Association, Tavistock Square, London, WC, and printed by Fisher, Knight & Co. Ltd., 


The Gainsborough Press, St. 





Albans. Printed in Great Britain. 





Entered as Second Class at New York, U.S.A., Post Office. 




















HE 
RNAL 


Prac- 


ituel'e. 
slogia, 
Sighth 


utique 
Voies 


Fifth 


itiéres 


ciale. 


flage. 


e and 


seine 


. 
ition. 


lency. 


view. 
flage. 


's of 
dufe. 
ition. 
rmal 
1749- 
1950. 


Ss en 
sches 
and 


nt of 


{em- 
ners 


ittee, 


ond 








UNIVERSITY 
OF*MICHIGAN 


SEP 24 1951 


MEDICAL 
LIBRARY 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY SEPTEMBER 8 1951 





CONTENTS 


Towards the Health Centre - - - ~ - - 105 
Comfort in Hospital - . - - - - - 106 
General Practice in Glasggow- - - - - = 107 
Part-time Consultants’ Contracts and Private Practice - 107 
Protection of Practices - - - . - + - 108 
Public Relations Difficulties - - - - - - 108 
Operating-theatre Attendants . - - - - 108 


Prescribing Fourth Schedule Poisons - - ” - 108 
Questions Answered - - - - - - - 108 
Correspondence - - - - - - - - 109 
Prize Essay Competition for Medical Students, 1952 - 112 
Nathaniel Bishop Harman Prize - - 7 - - 112 
Sir Charles Hastings Clinical Prize Essay Competition - 112 
Diary of Central Meetings - - er - - 112 





TOWARDS THE HEALTH CENTRE* 
ADVANTAGES OF GROUP PRACTICE 


Four years ago the Council of the British Medical Associa- 
tion set up a Special Committee to report on group practice, 
including partnerships, and to relate this and other experi- 
ence to health centre development. Dr. A. Talbot Rogers, 
of Bromley, was chairman of a committee of 18, two-thirds 
of whom were general practitioners in various types of 
practice. Specialist and public health services were repre- 
sented, and Observers attended from the Ministry of Health, 
the U.S. Public Health Service, and the Rockefeller 
Foundation. 

The Committee completed its work in 1949, but the report 
was not circulated, the general economic situation at that 
time making it probable that it would be only of academic 
interest to local authorities. The economic considerations 
still remain, but the position has changed to this extent, that 
the Central Health Services Council embodied in its report 
for 1950 to the Ministry of Health a report on health centres, 
and recommended that authorities should now consider what 
would be the ultimate needs of their areas and submit pro- 
posals for the Minister’s approval. The report of the Central 
Health Services ‘Council, whose recommendations are very 
much in line with those in the B.M.A. report, has since been 
circulated to local health authorities, medical officers of 
health, and executive councils, and the Ministry has stated 
that it is proposed to consult the associations of local 
authorities and the British Medical Association on the 
subject. . 

The Council of the Association, therefore, is now circula- 
ting its Committee’s report in the hope that it may be of 
assistance to local authorities in formulating their plans, 
although in the main it may not present an immediately 
practicable programme. 


‘ The Doctor—-Patient Relationship 


A survey of many practices, single-handed and partner- 
ship, in different parts of the country, in city and dormitory 
and rural areas, in industrial, agricultural, and mining areas, 
in seaports and health resorts, was undertaken by an official 


*The first of two articles based on a report of the British 
Medical Association. 





of the Association (and largely completed before the 
“appointed day” under the National Health Service Act). 
It emphasized the fact, already assumed, that nearly every- 
body in this country has a general practitioner whom he 
regards as his personal doctor. As a rule it is through the 
general practitioner that the whole health organization is 
brought into action. The personal bond between patient and 
individual doctor is strongest in rural areas and in tewns 
with a stable population, less strong in the dormitory 
suburbs of London, weakest in the neighbourhood of the 
great teaching hospitals. 

The majority of general practitioners have surgeries which 
form part of their houses, a great advantage from the 
patient’s point of view because the doctor is readily found 
outside surgery hours. But to the doctor himself it means 
a serious interference with home life, and the constant 
interruption of family activities and the frequently disturbed 
nights bear hard on doctors’ wives, the majority of whom 


-would prefer a home ‘right away from the surgery. The 


approach of the National Health Service retarded the 


development of surgeries generally, and the difficulty of 


getting building and repairs carried out was a contributory 
factor. 

Housing shortage and lack of domestic and nursing help 
are the main causes of the overwhelming demand for beds 
in hospitals and in nursing and maternity homes. Many 
patients need institutional care only for domestic reasons ; 
their family doctors could supply all the medical attention 
necessary. There is also a tendency for minor surgery to 
be transferred from the consulting-room to the hospital. 
An appointments system at the surgery for all patients is 
impossible, owing to emergency calls, the difficulty of fore- 
casting the time needed for a given patient, and the fact that 
patients often fail to keep appointments. . 

The family doctor is the pivot of the Health Service. He 
has the personal and family history of his patients in his 
hands. He is also the co-ordinator of all that is done for 
them by specialists, nurses, and others. At the same time 
it is acknowledged that the family-doctor system has par- 
tially broken down. The public has come to make direct 
use of local authority clinics and health visitor services which 
have no organized contact with the general practitioner. 
Examples are ~given in the report of the incoordination 
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which has resulted from the existence side by side of 
two unrelated but overlapping services. In many cases 
antagonism between the general practitioner and the clinics 
has developed ; the clinics have been regarded as an “ en- 
croachment,” though it is added that “ many practitioners 
made no attempt to provide what they resented others 
providing in their place.” 


Single-handed Practice 

Single-handed practice is the chosen domain of the indi- 
vidualist, who is stimulated by full responsibility and feels 
hindered by the obligation which exists between partners. 
The knowledge that the financial reward for harder work 
will be all his own is also an incentive. The quality of the 
work of such men is often very high. Nevertheless, the 
survey showed that many doctors are not in single-handed 
practice from choice and dislike their isolation. Single- 
handed practice, chosen or not, must always remain in 
some rural areas. 

The disadvantages of single-handed practice are that in 
the event of absence or of call to emergency or confinement 
during surgery hours there may be a serious break in the 
continuity of attendance on patients. Absence on holiday 
necessitates the employment of a locumtenent who has no 
knowledge of the patients. (In country districts it is said 
that patients obstinately wait until the doctor’s return from 
holiday, so that a locumtenent dees not earn his keep.) 
The single-handed doctor finds it difficult to get time off 
for postgraduate study, and when ill he tends to stay at 
work longer than is good for his patients or himself. He 
iso lacks the stimulus of daily consultation with a col- 
league, and he may experience difficulty in such matters as 
obtaining assistance for the giving of an anaesthetic. 

It is the opinion of those who have prepared this report 
that in urban areas the disadvantages of single-handed 
practice outweigh its advantages, and that while there are 
many highly efficient and successful practitioners working 
single-handed, and some who could not work satisfactorily 
in any other way, the rapid advance of medicine has made 
single-handed practice difficult. At the same time a policy 
which rendered it impossible should be opposed. 


Partnerships and Group Practices 


The advantages of partnership practices are the frequent 
consultation and sharing of responsibility; the friendly 
competition ; the increased range of service for patients, 
particularly if one of the partners has an interest in a 
special branch of medicine ; the adequate covering of tem- 
porary absences ; the extended equipment and professional 
library which is likely if doctors unite their resources ; and 
the economy in secretarial and dispensing assistance. In 
the field survey it was found that the reason for termina- 
tion of partnerships in the great majority of cases was 
retirement owing to age or sickness ; occasionally one part- 
ner would leave the firm to become a full-time specialist. 
The disadvantages of partnership are the possible incom- 
patibility of personalities, often due to inequality of age, 
and trouble owing to the feeling by one partner that the 
ether does not do his fair share of work, or that he himself 
does not get his fair share of the proceeds. Occasionally, 
too, in a large partnership there is a danger of institutional- 
ism and loss of personal touch. On the whole, however, 
it is believed that the advantages outweigh the disadvantages. 

Group practice is defined as that carried on by three or 
more practitioners having a definite relationship with a 
hospital and, in addition to general-practitioner services, 
covering to a considerable extent work usually done by 
consultants and specialists. 

Forms of collaboration between single-handed practi- 
tioners are discussed, and examples given of the sharing 
of night or week-end duty on a rota system, but these 
methods do not procure the very positive advantages of 
partnership. 


It is concluded that certain defects in present practice 
organization require correction: 

(1) The arbitrary division of family medical practice into 
several compartments, represented by the various clinics and so- 
called general practice. 

(2) The isolation in which many practitioners work. 

(3) The unsuitability of some surgeries and inadequacy of 
secretarial, dispensing, and nursing help. 

(4) The use of hospital beds for patients who, so far as their 
— condition is concerned, could have been attended at 
ome. 

(5) The burden. on the practitioner due to lack of planned 
free time and the use of his home as a surgery. 


On the other hand, certain features of the present organi- 
zation of practice should be retained and developed, notably 
the personal doctor-patient relationship, the intellectual 
stimulus of work in frequent consultation with colleagues, 
the value of a common place of work, and the variability 
and flexibility of practice to suit different conditions. 

The report goes on to indicate the points which should 
find a place in any planned development, and so leads to 
the conception of the health centre. The conditions govern- 
ing the health centre as set out in the report will be the 
subject of a second article. 


(To be continued) 








COMFORT IN HOSPITAL 
. SCOTTISH REPORT 


That hospital patients should be treated with individual 
consideration and sympathy is the theme of a report recently 
issued by the Department of Health for Scotland.’ Patients’ 
complaints about their treatment in hospital more often than 
not concern their welfare and the difficulties of fitting into 
what is necessarily a different routine from that in most 
homes. Such topics as the hour of being woken, the food, 
and the visiting times assume great importance to a patient 
in hospital, and they are the subject of recommendations 
in this report. 

The Scottish Committee of the B.M.A. was among the 
bodies that submitted evidence to the special subcommittee, 
and most of its ideas have been incorporated in the report. 

The report emphasizes that most of its recommendations 
can be carried out immediately in spite of financial 
stringency. 

The New Arrival 


Before a patient goes into hospital he should, if possible, 
be sent a personal letter giving him detailed advice on what 
to bring. Apparently this is rarely done at present. This 
applies particularly to patients put on a waiting-list. A post- 
card giving final instructions can be sent when a bed is 
available. 

Arrival at hospital is apt to be a bewildering experience, 
and the report suggests that at this point the patient can be 
given a pamphlet describing the hospital routine, including 
rules about smoking and so on, and about the various wel- 
fare arrangements. The report emphasizes the importance 
of giving the patient as much information as possible about 
life in hospital to help him adjust himself quickly to the 
strange conditions under which he will live. 


Contact with Outside World 


Once inside hospital the patient is likely to feel rather 
lonely. The report recommends that visiting periods should 
be frequent and short. The general aim should be to. give 
patients the opportunity of having a visitor at some time 
each day. Arrangements will have to fit in with local circum- 
stances, and in particular with local half-day holidays. Some 
hospitals discourage children as visitors while others do not 
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(except in special circumstances, such as when the risk of 
transmitting infectious diseases exists). The report recom- 
mends that children should be allowed to visit their parents 
where possible. It also considers that the visits of parents 
and friends to children’s wards should be more frequent 
than in general they have tended to be. 

Telephone inquiries about patients should not be answered 
by an operator with a list in front of him showing the condi- 
tion of patients but by the sister in charge of the ward or 
her deputy. The telephone should be so situated that con- 
versation cannot be overheard in the ward. Inquiries by 
letter are best answered by a member of the medical staff. 
Personal inquiries by visitors should normally be answered 
by the sister, but it may sometimes be necessary for a doctor 
to conduct the interview. The report emphasizes how impor- 
tant it is that the desire to help should be quite evident in 
the manner in which staff deal with inquiries. “ Patients 
are not part of hospital property with which the public 
have no concern: most of them matter supremely in the 
life of someone outside.” 


News and Recreation 

Hospital libraries should not consist merely of books 
which someone else has discarded. Newsagents should be 
allowed to sell papers in the wards where possible. Since 
the Health Service began the number of magazines sent to 
hospitals by individuals and societies has fallen substantially, 
and hospitals should let it be known that these would be as 
welcome as ever. 

The facilities for up-patients could be improved with 
imagination and sympathy. Games and other social activi- 
ties should be encouraged. Though separate sitting-rooms 
may often be impossible at present, hospitals could well 
provide small comfortable armchairs in the wards. 


Food and Sleep 

“ Meals loom large in the patient’s day,” says the report. 
They should be served from heated and noiseless trolleys, 
and crockery should be free from cracks and chips. Every 
patient, unless prohibited on medical grounds, should have 
water at his bedside so that he may drink it at any time. 
A hot drink and biscuit late in the evening helps to bridge 
the gap. which is sometimes rather long, between supper 
and breakfast. It is impracticable to offer a choice of food 
to everyone at every meal, but it is possible to offer it to 
some. 

No patient should have to be awakened before 6 a.m., 
and it should be later if possible. The report points out 
that many patients do not get to sleep until late at night 
and do not like being wakened unduly early. 

Noise can be extremely distressing. It is often caused by 
badly designed equipment. careless handling, banging doors. 
heavy shoes. and chattering in corridors. These sources of 
noise should be stopped. and there should be no loud- 
speakers in wards : earphones for each patient are the ideal. 

On discharge from hospital, patients should be given clear 
instructions. The patient's own doctor should be informed 
of discharge as soon as possible, and advance warning is 
desirable im certain types of case. 





‘The Reception and Welfare of in-patients at Hospitals. Report 
by the Standing Advisory Committee on Hospital and Speci2‘ist 


: 


secretary. 


GENERAL PRACTICE IN GLASGOW 


According to the report of Glasgow Executive Council for 
the year ending March 31, 1951, the average amount paid to 
each general practitioner in capitation fees amounted to 
£1,345, or, apart from those outside the city, £1,683. These 
figures exclude payments for maternity medical services, 
which amounted to £76,498. Payments for anaesthetists’ 
fees amounted to £29 and emergency fees to £61. The 
average gross payment per dentist for the period was £4,149. 


Effect of New Transfer Arrangements 


The number of general practitioners on the list is 651. 
During the year 53,975 people changed their medical practi- 
tioner. Since the new arrangements for transfer came in on 
November 1, 1950, the number of people changing their 
doctor has fallen by about 20%. People removed from the 
list at the request of their doctor numbered 337, and 29 
people stated that they no longer wished to avail themselves 
of the general medical services under the N.H.S. 


Glasses to China 


Foreign visitors treated numbered 724, and came from 
such distant parts of the world as Australia (44), Canada 
(180), and the U.S.A. (160). New Zealand provided 20, 
South Africa 28, Persia 16, and China 5. Many visitors 
who were supplied with glasses also came from afar. They 
included 17 from Canada, 15 from the U.S.A., 11 from 
Australia, and 11 from India, as well as 1 from China, 1 from 
Egypt, 5 from Persia, 5 from West Africa, and 1 from South 
Morocco. 

7 Practice Vacancies 

Nine practitioners have been appointed for training assis- 
tants, and eight of them have appointed trainees. On the 
resignation or death of 13 practitioners vacancies were 
declared in respect of their practices. The practices of 
17 docters who died or resigned were not regarded as 
creating vacancies, and the patients involved were advised 
to choose another doctor. The number of patients con- 
cerned in the first group was 19,263 and in the second 3,122. 








PART-TIME CONSULTANTS’ CONTRACTS 
AND PRIVATE PRACTICE 


It came to light recently that the form of contract offered 
by the South-west Metropolitan Regional Hospital Board to 
consultants undertaking part-time services included a clause 
requiring them to treat patients in private beds, contrary 
to the agreement reached with the Ministry. The bocrd 
has refused to issue new contracts, but has agreed to modify 
the contract by amending the offending clause on the request 
of the consultant. 

Certain contracts will be found to require the consultant to 
~ undertake treatment of cases occupying special accommo- 
dation under Section 5 (i) of the N.HLS. Act, 1946,” whereas 
the sentence should read “ under the proviso to Section 5 (i) 
of the N.HLS. Act, 1946.” Unless this correction is made 
the consultant has agreed to treat patients in private beds 
without charge if requested to do so. The proviso to 
Section 5 (i) relates solely to the treatment of non-paying 
patients who have been admitted to beds designated for 
private patients because of urgent medical need. 

As it is possible that some consultants have not noticed 
the error, it is suggested that all part-time consultants i 
the South-west Metropolitan Region should examine their 


bsard that it has agreed to alter the wording of the clause 
i make it clear that they are obliged to 
the proviso to Section 5 (i) of the Act 
only, and request that the contract be amended accordingly. 

The matter is being further pursued with the Ministry 
and the board. 
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PROTECTION OF PRACTICES 
DELAYED ARRANGEMENTS 


The General Medical Services Committee some 12 months 
ago drafted proposals for the protection of practitioners 
called up in a national emergency. Following discussions 
with the Ministry of Health at which a number of modifica- 
tions were provisionally accepted, the Committee agreed to 
await a revised draft scheme from the Ministry. 


Wrong Impression 

When asked in Parliament whether he would expedite 
the completion of arrangements which were being discussed 
with the Association, however, the Minister replied to the 
effect that he would do so but that he was still awaiting a 
reply to an invitation to the Association to have a discus- 
sion. The implication in this reply was that the Associa- 
tion and not the Ministry was responsible for the delay in 
reaching agreement on this important matter. 

The facts are that as far back as August, 1950, the Com- 
mittee submitted proposals for the protection of practices, 
but no agreement was reached because it was understood 
that the Government had not yet reached a decision on the 
question of making up civil pay. On May 29 the Com- 
mittee was asked to resume discussions, and on June 6 the 
Ministry was asked to name alternative dates for a meeting. 
Such was the position when the Minister was questioned in 


Parliament. 
Minister’s Apology 


The Committee therefore addressed a strong protest to the 
Minister and has received an expression of regret from 
Mr. Marquand that his reply could have been taken to 
mean that there had been delay on the part of the Associa- 
tion in arranging the discussion, the date of which was in 
fact in process of being settled. The G.M.S. Committee 
is happy to report that the Minister has been so prompt in 
rectifying any wrong impression which his reply in the House 
might have given to members of the profession. 








PUBLIC RELATIONS DIFFICULTIES 


The following correspondence will illustrate the difficulties 
facing our Public Relations Department. The following 
editorial appeared in the London Star on Thursday, 
August 16. 
“ Wise Doctors 

“ Acceptance by the doctors of the Minister of Health’s offer to 
arbitrate on their case for better pay is a welcome sign. 

“Once again a spirit of reasonableness and common sense has 
triumphed over the hot-headed few in the B.M.A. who cannot 
get rid of their hostility to the National Health Service.” 


The Public Relations Officer sent the following letter to the 
Editor of the Star for publication: 


“Your Leader ‘ Wise Doctors’ is pure ‘ Alice Through the 
Looking-glass.’ After three years’ fruitless negotiation, instead 
of rushing out and ‘ downing tools,’ the doctors ask for arbitra- 
tion. The Minister agrees. When the doctors say, ‘ All right, get 
on with it,’ you then say that this ‘ acceptance’ of the Minister’s 
‘ offer’ means that ‘ common sense has triumphed over the hot- 
headed few in the B.M.A. who cannot get rid of their hostility 
to the National Health Service.’ I suppose you did not notice 
that it was the B.M.A. who suggested arbitration ? Would you 
care to present an equally inverted picture of an industrial dispute 
affecting any other body of the workers ? ” 


This was acknowledged as follows: 

“ Thank you for your letter, the contents of which have been 
noted.” 

Nothing having appeared ir the Star, a further letter was 
sent as follows: 


“T have your letter of August 17. My original letter of August 
17 was sent to you for publication. I should be glad to know 
if you can arrange to publish this at an early date.” 


Publication of the original letter is still awaited. 


OPERATING-THEATRE ATTENDANTS 


A Whitley Council agreement distinguishes two classes of 
operating-theatre attendant. Male staff employed in oper- 
ating theatres will be classified as hospital porters, except 
when their duties include “at least several” of the duties 
enumerated in the agreement. The duties of operating- 
theatre attendants in Class II are to be as follows : 

(i) General care of theatre apparatus, operating tables, lights, 
etc., other than those referred to in Class I duties. 

(ii) Sterilizing instruments, tubes, etc. 

(iii) Sharpening scissors, needles, and razors. 

(iv) Setting out of dressings, gloves, and gowns. 

(v) Preparation and positioning of patients. 

(vi) Disposal of specimens to laboratories for analysis. 

(vii) General assistance in the theatre and anaesthetic room. 


Attendants in Class I have the following duties : 


(i) General care of anaesthetic machines (apart from simple 
changing of cylinders), diathermy apparatus, electric saws and 
drills, pneumatic saws, etc. 

(ii) Preparation of anaesthetic, plaster, and similar trolleys. 

(iii) Laying out of instruments for operation. 

(iv) Other duties superior to those in Class II. 


The award takes effect from the beginning of the full pay 
period in which June 1, 1951, fell. 

Operating-theatre technicians (as they were then called) 
were discussed in an annotation in this Journal of January 13 
(p. 80). 








PRESCRIBING FOURTH SCHEDULE POISONS 


The Drugs Branch of the Home Office states that there is 
an increasing tendency on the part of doctors, wher issuing 
prescriptions for Fourth Schedule Poisons intended for 
internal treatment, to omit a direction indicating the dose 
to be taken. As it is illegal to dispense prescriptions which 
are not properly completed, this practice is apt to create 
trouble and delay. 

The attention of all medical practitioners is drawn to the 
need to comply strictly with the requirements of Rule 12(3) 
of the Poisons Rules, 1949. 

The Fourth Schedule poisons. include the barbiturates, 
sulphonamides, and amidopyrine. 








TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils——Crewe, Dartford. 

Urban District Councils Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 





Questions Answered 








Fitting of Contraceptive Appliance 


Q.—Can I charge a patient on my N.H.S. list a fee for 
fitting a contraceptive appliance such as a Dutch cap? 


A.—It would appear that the fitting of a contraceptive 
appliance cannot be said to be a matter of medical necessity. 
Discussions are now taking place with the Ministry on the 
question whether a doctor may charge 4 patient a fee in 
these circumstances. 
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Entry into General Practice 


Sir,—Perhaps the biggest obstacle to entry into practice is 
that the established principal who contemplates taking a 
partner must give up a large part of his income without 
recompense. A junior partner does not usually increase 
takings much in his early years and cannot relieve the 
senior of work in proportion to the fall in income. 

Formerly it was possible to mollify this loss by the pur- 
chase of a share in the practice. This gave the senior a lump 
sum of, maybe, £2,000 to £4,000. Coming at a time of life 
when educational expenses are heavy, it provided a strong 
incentive to take a partner. 

I suggest that the reprovision of this incentive might just 
tip the scale in favour of taking a junior partner in some 
cases to-day: a temporary expedient, but it would doubtless 
help in the present deadlock. The method would be for the 
Ministry to make immediate payment of outstanding com- 
pensation to any principal who takes a partner, instead of 
waiting until death or retirement. Evidence would be pro- 
duction of a duly executed partnership agreement along with 
a declaration by the incoming partner that he has not prac- 
tised as a principal before “in the vicinity,” the radius 
included in this phrase to vary with the neighbourhood. 
There should be no other conditions, and the payment 
should be in full—not proportionate to the share given away. 

This would make good use of money already the property 
of the principal before it becomes still further devalued. 
Many would welcome the chance of the lump sum, especially 
in view of the present paltry rate of interest. I suggest that 
this scheme might be pressed during the forthcoming 
arbitration.—I am, etc., 


Hutton Mount, Essex. GAVIN THURSTON. 


Unestablished Practitioners 


Sir,—The Minister of Health has now offered to estab- 
lish a Working Party to draw up a new plan for the distri- 
bution of the central pool, with the aims of improving the 
position of small-list practitioners and facilitating entry into 
general practice. It is indeed significant that the move to 
help unestablished practitioners has come from the Minister 
and not from the leaders of the profession, who have never 
taken any steps to ease our difficulties. 

The profession’s official policy seeks to protect the interests 
only of established practitioners. An outstanding example 
of this is the opposition to a salaried service despite the 
support given to the curious salary method of remunera- 
tion which allows the big-list practitioner to draw a fixed 
income from a maximum list and the small-list man to have 
a salary ranging from nothing to a pittance. It must be 
obvious that no Minister of Health could permit such 
extremes of remuneration to continue in a health service 
organized for the community, and as a consequence there 
is now an identity of viewpoint between the Ministry and 
the unestablished practitioners. This development threatens 
the hitherto secure position of the more fortunate section 
of the profession, and thus indicates the short-sighted nature 
of the policy which has been pursued. 

Another example of the sectional nature of this policy 
relates to the regulation which discourages patients from 
changing their doctor. Complete freedom for choice of 
doctor was held as fundamental only so long as it was 
favourable to the established practitioner. When the latter 
approached his maximum income, the principle of free 
choice of doctor was dropped and representations were made 
to the Ministry to restrict transfers. 

A most unsatisfactory feature of the present policy is the 
continued support for the commercial assistantship system. 
The inadequate salaries and the archaic conditions of 
employment of assistants amount in many cases to gross 
exploitation of doctor by doctor. In all other occupations, 


employees are protected by their organizations, but the 
British Medical Association has done nothing to improve - 
the position of assistants. To-day 10% of the doctors 
participating in general medical services are paid by a 
fixed salary; it is to be hoped that, if the other 90% 
come to be paid by this method, the Ministry will be more 
generous to their employees than the profession has been. 
I should also like to point out that, as the principal with 
an assistant is permitted to have 2,400 extra patients, the 
assisted practitioner is able to receive a higher income for 
less effort than is possible for the single-handed practitioner. 
But the most serious indictment of the assistantship system 
is that it is now the chief cause of the difficulty of eutry 
into existing practices as a partner. 

A year ago a number of underprivileged members of the 
profession got together in order to press for adequate repre- 
sentation in the British Medical Association. We obtained 
much sympathy and co-operation from some of the leaders 
of the profession, and in the near future assistants and small- 
list practitioners will be elected to a special subcommittee of 
the G.M.S. Committee, and will also be directly represented 
on the parent committee. Such an organization is long 
overdue, for I believe that at present most unestablished 
practitioners are of the opinion that they would be given 
more favourable treatment from the Ministry of Health 
than they are now receiving from their brother practitioners. 
My colleagues and I have been disappointed, however, by 
the failure to provide for regional committees in the future 
organization. We consider that this omission will lead to 
overcentralization and might even render the movement 
ineffectual—I am, etc., 


H. REZLER, 
Chairman, Unestablished Practitioners 
Group Committee. 


Large Lists 


Sir,—As one who has been associated for many years 
with an industrial practice which prior to the 1946 Act 
had a “large list,” I would like to endorse the statements 
of your correspondent who writes in favour of such practices 
(Supplement, August 25, p. 71). : 

All practitioners must agree that it is invidious to mini- 
mize an income because it is not possible by reason of 
population to recruit the maximum numbers, but that does 
not mean that a large-list practice is synonymous with hasty 
and inefficient work. There are many industrial practices 
in which patients will transfer to another doctor when they 
move half a mile away, on the grounds that it is more 
convenient to attend a nearer doctor, and with patients 
concentrated in a small radius the elimination of travel in 
itself gives much more time to see patients than if hours 
have to be spent on a long visiting round. 

My observations show that the vast majority of practi- 
tioners with a full list have ancillary help; and, given 
equal powers of organization, ability to work hard, and 
secretarial or nursing help which the higher income allows 
one to afford, it is obvious that a much larger number of 
patients can be dealt with than in less populous districts, 
and with equal efficiency. I am sure that inquiry at execu- 
tive councils would show that the number of complaints 
that arise from the well-organized large industrial practices 
is indeed minimal.—I am, etc., 

London, E.12. STANLEY THOMAS. 

Sir,—Good taste and modesty forbid that anyone with a 
iarge list should defend large lists, but the latest news of 
the Working Party is so alarming that something must be 
said. 

I have had a large list for 25 years. Some of my neigh- 
bours and competitors have been less fortunate. There is 
only one reason for this, and that is that the patients think 
I suit their requirements better than somebody else. This 
is final. There is no need for any further justification, for 
the implications of the argument that the average citizen is 
unfit to choese his own doctor lead straight away from 
democracy and freedom. A man who has to be told which 
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doctor he must have in close personal contact with him 
when he is sick cannot possibly be fit to decide any of the 
questions he is asked at election time. It is true that free 
choice of the citizen is everywhere limited, but this is an 
argument for extending—not curtailing—the freedom that 
is left. 

Fortunately the matter need not be left here. It is impor- 
tant to know whether those of us who have large lists are 
incompetent, ignorant men with a good bedside manner, or 
whether we are, on the whole, as able as other men in prac- 
tice. In Middlesex in the old N.H.I. days all the trouble— 
complaints, fines, punishments, etc.—came in inverse ratio 
to the size of lists. Here is a field of hard fact easy to 
examine and quite final in its implications. Further, we of 
the large lists would welcome an investigation into our 
records—especially our reputations with neighbouring hospi- 
tals. This would be illuminating. I am sure everybody 
would be prepared to abide by the results of scientific 
inquiry, for we are quite certain that, just as the most 
successful sailors, bankers, sprinters, and playwrights are not 
usually the worst, so the successful doctor may turn out to 
be at least as good as those who fail. 

There is one more point. If it comes to resignation at 
any time in the future, the B.M.A. can hardly expect the 
busy men with large lists to run grave risks in order to 
bring financial loss upon themselves.—I am, etc., 

MEGALIST. 
Medicine is a Vocation 

Sir,—Week after week in the Supplement we read the 
persistent grumblings about the financial side of medicine. 
For instance, your correspondent who signs himself “ Stuck 
in the Mud” (Supplement, July 28; p. 37) has in my opinion 
certainly not considered medicine as a vocation. Surely if 
an individual is pursuing medicine for monetary gain solely 
he would be better becoming a chauffeur to some wealthy 
old maid. 

I agree that we must have a living wage, but to keep on 
harbouring thoughts of making a brilliant financial success 
in medicine at any time, far less than at 30, eradicates all 
the salient and idealistic qualities which envelop medicine. 
I can assure our “Stuck in the Mud” that I have no more 
money than he has, but I am content in that I derive satis- 
* faction in doing good for other people.—I am, etc., 

Brighton. ROBERT K. STEEN. 


Pay on Merits 


Sir,—Now that the Government has acceded to the pro- 
fession’s desire for arbitration on the remuneration of G.P.s 
it is to be hoped that the G.M.S. Committee will ensure, so 
far as it can, that the adjudicating body will be one which 
is prepared to give a reasoned judgment on the facts of the 
matters placed before it—a judgment, for instance, such as 
would be delivered by a justice of the High Court. 

In the recent arbitration on public health salaries the 
Industrial Court, after setting out the evidence given before 
it, proceeded to announce its award. This may be the 
common practice of Industrial Courts, but I submit that the 
character of the G.P.s’ dispute with the Government since 
the inception of the N.H.S. calls for more than the bald 
announcements of a series of figures. 

One other important point arises from a consideration 
of that arbitration yis-d-vis the forthcoming G.P. arbitration. 
Paragraph 23 of the Industrial Court’s award states, ““ Further 
information, including an estimate of the cost of the staff 
side’s proposals, was furnished to the Court.” It would appear 
from this that the Industrial Court, in determining its ‘award, 
took into consideration whether or not the local authorities 
could afford the salaries proposed by the public health 
representatives. In my opinion this is not a factor which 
should have been considered. Doctors should be remun- 
erated in the public service according to their merits 
and status and not on a basis of whether the Government 
or the local authorities can afford the total sum.—I am, etc., 
J. B. WRATHALL Rowe. 


Harrow, Middlesex. 





Record-keeping in General Practice 


Sir,—The system of record-keeping described by Dr. A. S. 
Playfair (Supplement, August 11, p. 53) is interesting, but 
might be improved easily. For instance, why not write 
“Cn” for consultation and “Ct” for certificate, making it 
clear that by a consultation we mean one with another 
doctor—not what we have been taught on N.H.I. and N.H.S. 
records to enter as “A”? That obviously means attendance 
at surgery, though we are not told what it means. 

A mere “C” on an N.H‘S. record still shows that a 
patient had a certificate. But (on the private card you pub- 
lished) by “C” is meant an ordinary consultation between 
one doctor and a patient who attends, instead of having a 
day or N:V.—by which I mean night visit, not next visit as 
on Dr. Playfair’s record. 

In student days we were warned about a baby who died 
because his chemist had not learnt what we mean by p.r.n. 
Other misunderstandings have had serious results. So could 
we please have in our Journal a short list of recognized 
abbreviations such as pH, I.M., Sat., B.U.N., O.N., E.E.G. ? 
—I am, etc., 

London, W.12. ELSIE WARREN. 


Compulsory Retirement 


Sir,—Since the Health Act came into force there must have 
been a number of medical men and women on the hospital 
staffs who have reached the age of 65 and suffered com- 
pulsory retirement from hospital work (see Section 15 in the 
Terms and Conditions of Service of Hospital Medical and 
Dental Staff, England and Wales). These persons cannot 
have worked under the Health Act for the required number 
of years to render them eligible for pensions. For a number 
of these men and women two’ problems arise from these 
conditions: (1) the exclusion from hospital work under the 
Act ; (2) the stoppage of salary. For others who would 
voluntarily retire in any case, and have sufficient private 
means to make both ends meet, these problems do not exist. 
I ask for consideration of the first group; they will differ 
with individuals. (Chronological age is not a true measure 
of ability ; in many other professions and occupations this 
fact is recognized.) 

Let letters stand for individuals. A wishes to retire 
from medical work on the grounds of his physical and mental 
disability. His problem is solely financial. If he is fit for 
other work, what is its nature and how is it to be obtained ? 
B feels that he is physically and mentally fit for medical 
work. The prospect of retiring from the occupation he 
loves and is trained for, and in which he really feels his skill 
and experience help his fellow men, appals him. He has 
enough private means to allow him to do voluntary medical 
work if it is obtainable. Is it obtainable, and if so how can 
he find it? C is like B so far as work is concerned, but in 
his case his private means are so small (and £1 is now worth 
10s.) that he sorely needs a salary. Can he get any paid 
medical work, and, if not, what other forms of paid work 
are open to him ? 

I bring these particular problems of the ex-hospital medical 
staff to your notice in the hope something may be suggested 
toward their solution.—I am, etc., 


London, S.W.20. M. E. Ormspy. 


Pitfalls of Planning 


Sir,—I am surprised that someone more ready than my- 
self has not written to you in criticism of one point in 
Mr. Lawrence Abel’s very interesting paper called “ Pitfalls 
of Planning” (Supplement, August 4, p. 41). There must 
be emphatic disagreement with him on the point of token 
payments as a deterrent to irresponsible use of the general 
practitioner’s time. 

If we teach the patient that the advice he gets at the 
consultation is worth half a crown, we invite him to come 
for trifles of that value, trifles that any self-reliant person 
could deal with at home. I am sure that experienced general 
practitioners would agree that the type of patient who abuses 














‘0 THE 
JOURNAL 


dr. A. S. 
ing, but 
ot write 
aking it 
another 
1 N.H.S. 
endance 


| that a 
ou pub- 
between 
laving a 
visit as 


ho died 
xy p.r.n. 
0 could 
ognized 
3.E.G. ? 


RREN. 


ist have 
hospital 
d com- 
5 in the 
cal and 
cannot 
number 
number 
n these 
der the 
would 
private 
t exist. 
il differ 
neasure 
ms this 


» retire 
mental 
fit for 
ained ? 
nedical 
ion he 
vis skill 
He has 
nedical 
ow can 
but in 
) worth 
ly paid 
1 work 


nedical 
pgested 


[SBY. 


an my- 
pint in 
Pitfalls 
e must 
token 
zeneral 


at the 
» come 


person 
zeneral 
abuses 








Sept. 8, 1951 


CORRESPONDENCE 


SUPPLEMENT to tHE = J.J] 
BRITISH MEDICAL JOURNAL 





the Service is the same type who was a nuisance in the old 
days and not necessarily the type that watches expenses, 
and he will be worse if he thinks he has paid for it—which is 
what he will think. , 

Give every doctor freedom from economic anxiety and 
overwork. Give him facilities—pathological, radiological, 
and physiotherapeutic—to do good work, so that he can 
build up his reputation on the carefulness of his diagnosis 
and treatment instead of on the “ exoticness” of his seda- 
tives. Then and then only will he have the position of 
respect from which he can tell the greedy patient with con- 
vincing courtesy that his minor injury was too minor or his 
request for expensive proprietary preparations unnecessary. 

Of course I agree with Mr. Abel about a hotel charge at 
hospital. That, and all the other suggestions in his well- 
thought-out paper, will command great respect and will, I 
hope, help to get an improved Service.—I am, etc., 


Hitchin, Herts. W. SyMONDs. 


Income Tax on Compensation Interest 


Sir,—Doubtless in common with thousands of my 
colleagues, I received a short while ago a cheque for the 
balance of interest for medical practice compensation in 
respect of the three years ending July 4, 1951. I observe 
that income tax was deducted at the current rate of 9s. 6d. 
in the £, although it would appear that this payment attracts 
tax at 9s. 6d. only for the last three months of the period, 
and that the portion of the payment in respect of the 
previous two and three-quarter years attracts tax only at the 
then current rate of 9s. in the £. If this assumption is 
correct, it would seem desirable for doctors who have 
received this payment to request their local inspector of taxes 
to reopen their assessments for these years with a view to 
getting an adjustment in their favour.—I am, etc., 


Worcester. E. L. BUNTING. 


Proprietary Preparations 

Sir,—Doubtless the heavy cost of prescribing proprietary 
remedies should receive further attention. At the moment 
a large number of manufacturing druggists are canvassing 
practitioners on flowery brochures and artistic pamphlets 
with a view to their prescribing their latest remedies, for 
which it appears there is now one for nearly every symptom, 
be it morning sickness or sea-sickness. There is no doubt 
that some of these firms are taking advantage of the situation 
by adding such captions as, “ May be freely prescribed on 
E.C.10,” or, “ For your National Health patients.” They 
pessibly mean, of course, “ prescribed with freedom.” 

I suggest it would be a good thing for the practitioner and 
the patient and the national purse if we were issued with 
a duplicate prescription book coloured pink, upon which we 
should prescribe, exclusively, proprietary preparations. 
These prescriptions would be subject to a charge by the 
spatient. This would have a twofold effect: I think the 
doctor would think twice before picking up the pink pad, 
and secondly, when he did so, the patient, recognizing the 
colour, would probably say, “ Oh, isn’t there something else 
I could have without paying ? ” the answer to which in most 
cases is, “ Yes.” 

Of course, certain of the well-known and tested remedies 
would be exempt—there are about two score in all—but I 
submit that within six months the cost of drug bills to the 
nation would be substantially lowered.—I am, etc., 


Hailsham, Sussex. COLIN GRAHAME. 


“The Doctor’s Dilemma ” 


Sir,—As it is wise occasionally to see ourselves as others 
see us, perhaps you will allow me a few lines in reply to 
your criticism of this play in the Supplement of August 18 
(“Heard at Headquarters,” p. 65). The critic complains 
that the play is dated. Of course it is—by Sir Patrick’s 
horses, the fuss about Ridgeon’s knighthood, by the 


egregious. B.-B. deflated by changing social conditions, and 
by the seedy Blenkinsop now on the panel. But what mainly 
dates the play is the central discussion on the opsonic index, 
and it is precisely this feature that affords the best proof 
that Shaw’s satire has hit the mark. For what he is gird- 
ing at is the tendency of our profession when it gets hold 
of a new thing, theory or cure, to laud it to the skies, to 
keep it going at full speed, and then to let it crash when 
a new theory or cure comes along in turn to monopolize 
our attention. Those of us who are getting on will recall 
instances of this.+ 

Another criticism is that doctors don’t talk like the doctors 
of this play. Of course not; neither do people talk in 
Shakespearian poetic blank verse. Don’t we wish they did ! 
Shaw’s style is always witty and rhetorical, very good fun 
indeed, and we would be foolish not to accept and enjoy it. 

No, the true criticism of this play is quite different. It is 
that, having propounded the doctor’s dilemma—whict. should 
be saved, the scoundrelly artist of genius or the seedy but 
decent G.P.?—Shaw does not attempt an answer on the 
merits, but rides off on a side issue. The artist is bumped 
off because Ridgeon loves his wife and wants to marry his 
widow—a charming but quite irrelevant consideration. 

By the way, Cutler Walpole is not, in my view, a‘ carica- 
ture of Harley Street any more than Sir Joseph Porter is 
a caricature of the First Lord of the Admiralty. Walpole 
is the perfect type of the surgical specialist, carrying his 
flag into the breach valiantly but rather indiscreetly. 

I submit, Sir, that, while keeping the grain of salt always 
in readiness, we should treat G.B.S. with the same respect 
that we accord, or should accord, to Rabelais, Moliére, 
Sterne, and our other eminent critics—I am, etc., 

Hull. M. Jacoss. 


POINTS FROM LETTERS 


The G.P. and the Hospital 


Dr. Peter Parry (London, E.C.4) writes: . . . How can one 
sympathize with the viewpoint Dr. G. L. Davies expresses in the 
Supplement of August 18 (p. 66)? Dr. Davies suspects that 
some “ politicians” are behind the “ propaganda” advocating 
refresher hospital courses for general practitioners. Can it be 
the same “ politicians” who facilitated the highly popular and 
instructive courses available in pre-war days to a few fortunate 
N.H.I. general practitioners ? It must be mighty difficult in these 
times to arrange postgraduate study courses, such is the pressure 
on practitioners and hospitals alike. Surely, however, this is 
the worst criticism anyone could level against these mysterious 
“* politicians’? ? . . . Is there any country in the world, however 
benighted and uncivilized, where medicine is taught to-day by 
dint.of the barber-surgeon system of apprenticeship, dispensing 
with the didactic function of the hospital ? Medicine was an 
academic subject of study in the mediaeval universities and 
perhaps earlier. How many centuries back does Dr. Davies seek 
to put the clock ? How many G.P.s are of his way of thinking ? 
If the study courses are compulsory it is another matter. . . . 


Falling Pound 


Dr. Joun B. Mason (London, W.5) writes: ...In 1948 we 
were promised £66m. as compensation. The 1948 pound is to-day 
worth, I am informed, only about 14s. 6d. owing to devaluation 
and inflation. What will the pound be worth in five or six years’ 
time ? .... We should insist that our compensation is paid 
in 1948 pounds. They are what we were promised. . . . This is a 
matter of the greatest importance to the profession, and I am 
surprised that our B.M.A. leaders have not got on to it long ago. 


Examinations and Income Tax 


Dr. G. A. James (London, W.9) writes: In ‘“* Questions 
Answered ” (Supplement, July 28, p. 36) you state that examina- 
tion fees and cost of textbooks are expenses incurred in order to 
put the individual in a position to perform ‘his duties. The 
business man advertises in order to put himself into a position 
in which he can sell his goods—we have to take higher degrees in 
order to be able to sell our labour. The business man is allowed 
his advertising expenses; we are not, essential though they are. 
It is time that the B.M.A. took steps to press for a revision of 
the flagrantly unjust income-tax laws. 
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PRIZE ESSAY. COMPETITION FOR MEDICAL 
STUDENTS, 1952 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1952, of prizes to medical 
students for essays submitted in open competition. The 
subject of the essays shall be: “ The Training of a Student 
in the Personal Relationship Between Doctor and Patient.” 

The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. A prizewinner 
in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom and the Colonial Empire at the 
time of submission of the essay is eligible to compete for a 
prize. If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be final. 
Should the Council decide that no essay entered is of sufficient 
merit, no award will be made. In determining the number and 
amount of prizes to be awarded, the Council will take into con- 
sideration the number of essays received. In 1951, 42 essays were 
received, and a first prize of £75 and two second prizes of £50 
each were awarded. 

It is suggested that essays should consist of from 2,000 to 5,000 
words. Essays must be typewritten or legibly written in the 
English language on foolscap paper, on one side only, must be 
unsigned, and must be accompanied by a note of the name and 
medical school of the entrant. Notice of entry for this com- 
petition is necessary, and a form of application can be obtained 
from the Secretary of the British Medical Association. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1952. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider the award of the Nathaniel Bishop Hartman 
Prize in the year 1952. The value of the Prize is approxi- 
mately £100. The purpose of the Prize is the promotion of 
systematic observation and research among consultant mem- 
bers of the staffs of hospitals who are not attached to recog- 
nized medical schools. It will be awarded for the best Essay 
submitted in open competition. The work submitted must 
include personal observations and experiences collected by 
the candidate in the course of his practice. A high order 
of excellence will be required. No study or essay that has 
previously been published in the medical press or elsewhere 
will be considered eligible for the prize. Any registered 
medical practitioner who is a consultant member of the staff 
or senior hospital medical officer of a hospital in Great 
Britain or Northern Ireland and who is not a member of the 
staff of a recognized undergraduate or postgraduate medical 
school is eligible to compete. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of his essay, the decision of the Council shall be final. 

Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the Prize will not be awarded 
in 1952, but will be offered again the year next following 
this decision, and in this-event the money value of the Prize 
on the occasion in question shail be such proportion of the 
accumulated income as the Council shall determine. 

The writer of the prize-winning essay may be required to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section 
of the Annual Meeting of the Association. Each essay must 


‘be typewritten or printed in the English language and must be 


distinguished by a title and a motto.- The essay must not bear 
the mame of the writer, which should be sent with the essay in 
a sealed envelope bearing only the motto on the outside. It 
is suggested that essays should consist of from 3,000 to 10,000 


words. The title of the proposed essay and the motto should 
be notified in writing to the Secretary by December 1, 1951, and 
a form for this purpose can be obtained from the Secretary. 
Essays must reach the Secretary, British Medical Association 
House, Tavistock Square, London, W.C.1, not later than March 
31, 1952. Inquiries relative to the prize should be addressed to 
the Secretary. 


SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
COMPETITION 


The Sir Charles Hastings Clinical Prize-Essay Competition 
_is established by the Association for the promotion of 
systematic observation, research, and record in general prac- 
tice. The competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards: 


1. The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Clinical Prize, will be awarded for 
the second best essay submitted. 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted: must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere will not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinner in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a seaied envelope, enclosing the candidate’s name 
and address firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Associa‘ion. 

11. Inquiries relative to the prizes should be addressed to the 
Secretary. 





Diary of Central Meetings 
SEPTEMBER 


11 Tues. Amending Acts Committee, 2 p.m. 

20 Thurs. Staff Side of Whitley Committee C, 2.30 p.m. (at 
B.M.A. House). 

21 = «=Fri. Public Health Committee, 2 p.m. 

26 Wed. Special Meeting of Council, 10 a.m. 

27 Thurs. Staff Side of Whitley Committee C, 10.30 a.m. 


(at 1, Richmond Terrace, London, S.W.). 
27 Thurs. General Medical Services Committee, 11 a.m. 


27 Thurs. Full Whitley Committee C, 12 noon (at 1, Rich- 

mond Terrace, London, S.W.). 
OcTOBER 

3 Wed. Arrangements Committee for Annual Meeting, 
1952, 2 p.m. 

3. Wed. General Practice Review Committee, 2 p.m. 

12 Fri. Subcommittee on Maladjusted Children, Psycho- 
logical Medicine Group Committee, 2 p.m. 

24 Wed. Occupational Health Committee, 2 p.m. 





Pubiished by the Proprietors, the British Medical Association, Tavistock Square, London, W.C.1, and printed by Fisher, Knight & Co., Ltd., 
The Gainsborough Press, St. Albans. Printed in Great Bri ain. Entered 


as Second Class at New York, U.S.A., Post Office. 
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TOWARDS THE HEALTH CENTRE* 
ORGANIZATION AND STAFFING 


A summary of the first part of a report circulated by the 
Council of the British Medical Association appeared in the 
last issue of the Supplement. The report is the work of a 
special committee set up by the Council in 1947, but it has 
not hitherto been published because the economic situation 
seemed to make many of its recommendations of merely aca- 
demic interest. It has now been decided to circulate it, how- 
ever, in view of the fact that the Central Health Services 
Council has recommended to the Ministry that local health 
authorities should consider the immediate needs of their 
areas in respect of health centres, and it is hoped that this 
B.M.A. report will be of some assistance. 

The following points are set out as being necessary for 
incorporation in any planned development of practice: 

(1) The establishment of some means of uniting the work of 
family practice with that of the clinics. 

(2) The covering of the field of family practice by the co-opera- 
tion of practitioners in groups with a partial differentiation of 
functions. 

(3) Improved working conditions and ancillary help for doctors. 

(4) General-practitioner beds in hospitals. 

(5) Access by general practitioners to diagnostic facilities. 

The first three of these points opens up the concept of a 
well-equipped building in which a group of doctors carry on 
in a co-ordinated way all the work at present done by 
general practitioners and clinic medical officers. The other 
two points call for an organized association of doctors with 
the work of the voluntary hospital. 

Before going on to expound the principles which should 
govern a health centre the report states: “ The Council 
would be completely opposed to a widespread imposition 
of a health centre system without consultation of the local 
profession. It is probably fortunate that for years yet 
health centres will exist only where there is enthusiasm and 
determination to try them out in spite of current difficulties. 
If these experiments prove their value further centres will be 
welcome by the time it is possible to build them.” 


Range of Service at a Health Centre 


It is not considered that any improvement on present con- 
ditions would be gained by the provision of health centres 
using general-practitioner services alone or local authority 
services alone. Any centre should have its own staff of 
nurses and midwives. It should also provide some health 
education—not health propaganda in the usual sense, but 

*The concluding article based on a report of the British Medical 
Association. 





the private health education which is inseparable from 
personal medical attention. Indeed, the report declares 
strongly against the use of posters, exhibitions, gramophone 
records, and films in health centres Other considerations 
apart, public lectures by the staff might transgress the ethical 
principles accepted by the profession. 

The minimum range .of work recommended includes 
general medical service, the care of mothers and young 
children, the care of schoolchildren, vaccination and 
immunization, antenatal and post-natal examinations, health 
visiting, and home nursing. When a general-practitioner 
specialist is a member of a health centre staff, his special 
qualifications will increase the range of service provided for 
the patients, but it is considered that no advantage would be 
gained by specialists, working exclusively as such, holding 
sessions at health centres. Their work should be concen- 
trated at the local hospital, between which and the centre 


‘there should be organized co-ordination. X-ray apparatus, 


for instance, should not be provided at health centres, except 
perhaps in isolated rural areas. Pathological equipment 
should be at the hospital and only simple tests carried out on 
the health centre premises. Dental and pharmaceutical 
services are in rather a different class, and their inclusion will 
depend on the circumstances of the case. 

The late Professor J. A. Ryle suggested that a year’s post- 
graduate service in a health centre might eventually be a 
condition precedent to registration, and in this report it 
is agreed that a health centre could take a valuable part in 
medical education, as indeed every partnership does when 
joined by a novice. But the choice of site for a health centre 
must not be made to hinge upon its proximity to a teaching 
hospital. Nothing must deflect the health centre from its 
primary purpose, which is the provision of family medical 
services. 


Staffing and Organization 

The report enters into much detail concerning the staffing 
and organization of health centres. One obvious method of 
staffing would be for all the professional work of the centre 
to be carried out by a unified medical and nursing staff. 
Each of the doctors, all of them medical practitioners, per- 
haps to the number of six or eight, would have his own list 
of patients who had chosen him as their family doctor. Of 
the staff of eight, perhaps four would do most of the ante- 
natal and maternity work, and four—not necessarily the 
same four—would manage the baby clinics for the whole 
centre. One or two might do most of the minor surgery ; 
one or two give most of the anaesthetics ; and so on. The 
nursing staff would provide health visitors, home nurses, and 
midwives for the patients. on the practice lists. 
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It is assumed that the doctors at the centre would co- 
operate as an organized group. The renting of consulting- 
rooms by practitioners who remained independent of each 
other would be undesirable. A formal partnership is at 
least worth considering. The report insists on the utmost 
freedom for the doctors. No doctor should be compelled 
to work at the centre, and doctors on the staff should be 
free to choose new partners to fill vacancies. The staff 
should be free to adopt any method of distribution of earn- 
ings.- It is suggested that salaries and fees should be pooled 
and, after payment of joint expenses such as rent, should be 
distributed in agreed shares, the distribution to be revised at 
intervals. 

The administration of the centre should be in the hands of 
a joint committee representative of the professional staff, with 
the medical officer of health or his rominee. The local 
health authority would be in the position of landlord in 
respect of work under Part IV of the Act (general medical 
services) and of employer under Part III (services pro- 
vided by local health authority). The lay staff should be 
selected by the centre committee, subject to approval by 
the authority. Everything possible must be done to avoid 
impersonal handling of patients. 

It is estimated that in urban areas eight doctors could 
serve a population of 25,000 at one health centre. This 
would cover a district having a radius of about a mile. 
“ District,” however, should not be rigidly defined. No 
person should be compelled to receive attention from the 
nearest centre if he preferred to go further to get the doctor 
of his choice. The ideal centre, of course, would be a new 
building, but in present circumstances adapted or prefabri- 
cated buildings cannot be excluded. The architect should not 
overlook the psychological atmosphere. Many a patient has 
preferred the inadequate but homely surgery at the doctor’s 
house to more modern premises which give the impression 
of being a special “ medical” affair. Desirable accommo- 
dation would include a suite for each general practitioner on 
the staff, each suite to contain consulting-, examination-, and 
waiting-rooms. One waiting-room might be allocated to two 
doctors, but the common waiting-hall is to be avoided. 
There should be provision for antenatal, child welfare, and 
perhaps schoolchildren’s units, possibly a minor surgical and 
a dental unit, and also a dispensary. A common room, where 
the medical and nursing staff could have consultations and 
discussions, is desirable ; also sleeping accommodation where 
a doctor remains on night-call. 

In rural districts the problem resolves itself into one of 
geography, and no hard and fast rule can be laid down. In 
such areas a cottage hospital at which a consultant service 
was available might well be planned with the health centre 


Call for Experimental Health Centres 


A strong plea is made in this report for experimental 
health centres. New towns and large housing estates are 
being constructed in which some kind of accommodation for 
health purposes will have to be provided, and it would seem 
a real economy to build health centres in the most con- 
venient sites instead of separate premises for doctors’ 
surgeries and for local authority services. It is hoped that 
the system of staffing outlined in this report may be tried 
out in some places without prejudice to the rights of exist- 
ing medical officers of clinics. The problem might be solved 
by such officers being willing to co-operate in an experi- 
mental centre by taking a share of general practice and 
continuing their special work on a part-time basis. 

In conclusion it is stated that the Council is satisfied 
“that the most satisfactory form of practice at present and 
in the immediate future is partnership practice from a 
common surgery. It believes that the logical future develop- 
ment will be the provision of specially designed health 
centres from which both general practitioner and present 
local authority services can be provided.” 

But any widespread development should not take place 
until experimental trial of different types of health centre in 
varying areas has been made, 
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GENERAL PRACTITIONERS’ 
REMUNERATION 
DISCUSSION HELD AT MINISTRY 


The General Medical Services Committee has received a 
reply from the Ministry of Health inviting discussions on 
arbitration and the setting up of a working party to investi- 
gate distribution. A special meeting of the committee was 
held on September 5 to consider the reply, and representa- 
tives of it have had one meeting with Ministry officials. 
Further meetings will be held, and the discussions cannot 
therefore yet be reported, but it is hoped to give an account 
of them after the next meeting of the committee. which will 


‘be held on September 27. 


The request for arbitration on general practitioners’ pay 
came from the Special Conference of Representatives of 
Local Medical Committees on July 19. The Minister of 
Health and the Secretary of State for Scotland have stated 
that they would be prepared in agreement with the G.M.S. 
Committee to seek a decision on the size of the pool by an 
independent adjudicator. The choice of adjudicator is one 
of the matters being discussed with the Ministry. The 
G.M.S. Committee is also discussing with the Ministry the 
details of co-operation in a working party to investigate a 
revised plan of distribution in accordance with the Spens 


report. 








HELP FOR WAR DISABLED 
MINISTRY OF PENSIONS SERVICE 


Though most of the hospitals in the country now come 
under the Ministry of Health, the Ministry of Pensions still 
retains its own hospitals, regional examination centres, appli- 
ance clinics, and limb service centres. It provides medical 
services specially for the war-disabled—services that are 
additional to but do not replace those of the National Health 
Service. 

1” a war pensioner requires treatment he should first 
consult his family doctor. ‘f treatment in a Ministry hospi- 
tal appears to be indicated for a disability resulting from 
war service, reference should be made to the local office of 
the Ministry of Pensions. The Minister hopes that doctors 
will establish contact, as necessary, with the Regional Com- 
missioners of Medical Services of the Ministry, whose names 
and addresses are given below. 

London (South).—Dr. D. E. Vaughan Jones. 218, Balham 
High Road, London, S.W.12. 

London (North).—Dr. S. Vatcher. 25, Gordon Street, London, 
W.C.1. 

Tunbridge Wells —Dr. J. H. T. Harrington, Forest Road, 
Hawkenbury, Tunbridge Wells. 

Bristol.—Dr. W. A. Date, Government Buildings, Vassal Road, 
Fishponds, Bristol. 

Reading.—Dr. E. C. Murphy. Whiteknights Road. Wokingham 
Road, Earley. Reading. 

._ Cambridge—Dr. G. P. Thorold. Brooklands Avenue, Cam- 
bridge. 

Birmingham.—Dr. 
Corporation Street, 

Nottingham.—Dr. H. E. 
Nottingham. 

Manchester.—Dr. W. L. Nicholson. Sunlight House. Quay 
Street, Manchester, 3. 

Liverpool.—Dr. G. S. Swan, Orleans House, Edmund Street, 
Liverpool, 3. 

Leeds.—Dr. E. D Robson, Government Buildings, Lawns- 
wood, Leeza, 6. 

Newcastle-upon-Tyne.—Dr. J. W. James, 81, St. Mary’s Place. 
Newcastle-upon-Tyne, 1. 

Cardiff.—Dr. J. W. Davies, Dumfries Place, Cardiff. 

Edinburgh.—Dr. J. W. McCagie. 17, Rothesay Place, Edin- 


W. L. Fulthorpe, Dalton House. 94, 


Birmingham. 


Martin. 35, Carrington Street, 


burgh. 

Glasgow.—Dr. A. S. Henderson, 134, Sauchiehall Street, 
Glasgow. 

Belfast—Dr. H. Emerson, Tyrone House, 13, Ormeau Avenue, 
Belfast. 


Dublin.—Dr. G. S. Moran, 24, Merrion Square, Dublin. 
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Correspondence 








Distribution of G.P.s’ Incomes 

Sir,—Now that the Minister of Health and Secretary of 
State for Scotland have made it plain that if agreement to 
arbitrate on the remuneration of general practitioners is 
reached the aim will be “to give effect to the recommenda- 
tions of the Spens Committee,” may I give the following 
note of warning? Spens recommended that in age group 
40-49 under £700 per annum net incomes should be not 
more than 7%, instead of the 20% in 1939. Spens also 
recommended that for the same age group incomes of over 
£2,000 per annum net should be not more than 9%. 

Might it not be found to be within the bounds of possibility 
at the present time that (1) the percentage of incomes of over 
£2,000 per annum is now very much greater than Spens 
recommended ; (2) the percentage of incomes of £700 per 
annum and under is considerably more than the 7% recom- 
mended ? In other words, what is really wrong is not the 
amount but the distribution ; and, if we agree, as we seem 
to have agreed, to accept Spens as the yardstick, it might be 
necessary to “rob Peter to pay Paul.”—I am, etc., 


Worthing, Sussex HAROLD LEESON. 


Increasing Costs and Pay 

Sir,—May one venture to stress the point that it is essen- 
tial that the figures for remuneration which emerge as a 
result of arbitration will reflect not only what we were justly 
entitled to in 1948 but will also have regard to the fact that 
we cannot be left as almost the only section of the com- 
munity whose earnings have not increased since that year ? 
A recent Government White Paper shows that other pro- 
fessional earnings have increased by 13%, salaries by 12.6% 
and wages by 11.1%. Now that the T.U.C. has abandoned 
any attempt at “freezing” wages it seems probable that 
the lag they show will be very speedily made up. (Expressed 
in millions of pounds, wages have increased since 1938 from 
£1,735 to £4,470, whereas professional earnings have moved 
much less dramatically from £84 to £180 in the same time.) 

The Economist recently tabulated the figures from the 
White Paper on the national income, and the relevant figures 
in millions are: 


1948 1951 

£m. £m. 
Wages... - i ee 4,025 4,470 
Salaries .. i ev 3 2,200 2,500 
Professional earnings .. ra 161 182 
Farming incomes 261 302 
810 845 


Traders’ profits a 

We simply must not be left marooned and tied down in 

this ever-rising sea of increasing costs and inevitable 

expenses.—I am, etc., 
Launceston, Cornwall. 


Terms of Arbitration 


Sir,—The letter from Sir Malcolm Watson and seven 
others in the Supplement of August 18 (p. 65) calls for 
support. There can be no possible doubt that our dispute 
with the Government over the size of the central pool has 
been a continuous one since the inception of the National 
Health Service, and that this matter has never been settled. 
We are not asking for a rise in pay, but that the size of the 
central pool should be adjusted to conform with the recom- 
mendation of the Spens report—the condition upon which 
we agreed to take part in the Service and which has not 
been fulfilled. The General Medical Services Committee 
appears rather to have dodged this point that the terms of 
reference in any arbitration must surely include a date from 
which the award is to operate. 

If the delaying tactics of Mr. Bevan and his successor— 
a deliberate policy if ever there was one—are allowed to 
bear fruit, a considerable sum of money must be saved to 
the Exchequer, and this money will cone out of the pockets 


DonaLp M. O'CONNOR. 


of the medical profession—a dangerous precedent indeed, 
and one which, if allowed to succeed, may be employed 
again against other bodies of disputants. 

One must also have considerable misgivings over the 
acceptance of a single adjudicator in the dispute ; and one 
questions whether any single person can have sufficient 
knowledge of the many sides of this complicated matter 
to render a judgment which will be satisfactory to both 
parties; whereas some such body as the Industrial Court 
would be more likely to arrive at a well-balanced decision. 

These points should be discussed immediately in the Divi- 
sions before we are finally committed, otherwise once again 
we shall find ourselves blaming our leaders for an unhappy 
situation which may arise and may yet be prevented by less 
apathy from the periphery.—I am, etc., 


East Horsley, Surrey Basit S. GRANT. 


Registrars and General Practice 


Sir,—Your correspondent “Senior Registrar” (Supple- 
ment, September 1, p. 101) may be interested to know that 
at least one case is on record of a registrar being appointed 
to a general practice vacancy in preference to experienced 
general practitioners. 

In the instance to which I refer the practice had for a 
full year been in the sole charge of an experienced general 
practitioner of ‘exceptional character, whose previous experi- 
ence included several years of hospital work, several years 
of general practice, and the maximum possible war service. 
This man, in the capacity of locumtenent, had run the 


. practice to the entire satisfaction of the retiring practitioner 


and his patients. He had also won the approval of those 
of his professional colleagues with whom his work had 
brought him in sufficiently close contact to enable them to 
form an independent opinion. 

When the practice was advertised as vacant, this locum 
was one of the applicants, and had the complete support 
of the retiring practitioner. He was not even placed on 
the short leet. A registrar without higher qualifications, and 
with no previous general practice experience, was appointed 
to the vacancy. 

Although this may encourage “ Senior Registrar ” to renew 
hope, I feel that it is no more likely to enhance his opinion 
of the moral and ethical standards of the members of some 
local medical committees than the perusal of his letter 


enhanced mine.—I am, etc., 
GENERAL PRACTITIONER. 


Doctors’ Houses in Scotland 


Sir,—In your editorial footnote to my letter (Supplement, 
September 1, p. 100) you quote the Scottish Secretary of the 
B.M.A. as saying: “. . . Consequent upon the coming into 
operation of the N.H.S. (Scotland) Act, the practitioners 
concerned [in the Highlands and Islands] now work under 
the same terms and conditions of service as those throughout 
the rest of Scotland.” Prior to the above-mentioned period 
it had been recognized that the conditions of medical service 
in this area merited special consideration. To meet these 
the Highlands and Islands scheme, which operated happily 
and well, was designed. The inference from the Secretary’s 
statement that Parliament, by an enactment, abolished those 
peculiar local conditions can only meet with derision. 

It would be impossible ‘to adduce all the evidence in sup- 
port of my contention within reasonable space for your 
publication, but may I be permitted to relate one small 
incident and present only one aspect ? Recently I was called 
to the scene of a fatal accident. The inquiry which followed 
was arranged to take place in Campbeltown, on the main- 
land, on the Wednesday following at 11 a.m. This meant 
leaving Port Ellen by boat early on Tuesday morning, stay- 
ing two nights in Campbeltown, there being no possibility 
of catching the returning boat at West Loch Tarbert on 
Wednesday—three full days away. A locum was necessary. 
From Glasgow, this entailed his travelling all day on Monday 
and returning on Friday. A simple inquiry—five minutes 
in the witness-box—all in any doctor’s daily round—but it 
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involved me in paying five days’ locum fees with travelling 
expenses, my own absence from home for three days with 
my own travelling expenses in return for statutory allow- 
ance; net result, the loss of practically a week's income. 

I now give a sample of current prices in Port Ellen 
Coal, grade II, in bulk: £5 18s. per ton. Coke, in bulk: 
£7 3s. per ton. Petrol: 3s. Iitd. per gallon. Bread, 
wrapped, per loaf: 84d. Oatmeal: 8d. per lb. Eggs: 7s. 
per dozen if at ai! procurable—when summer visitors arrive 
they virtually disappear. 

Study of these figures—and it should be remembered they 
will be considerably higher in some of the islands—will 
immediately reveal that both living and practice expenses 
must be higher in this area than on the mainland, nor does 
it require a mathematical brain to deduce that, everything 
else being equal, the financial position of a colleague on 
the mainland must be considerably more sound. 

Let me make this clear. This is no claim for financial 
inducements (horrible term). In fact no reasonable financial 
inducement can be offered to attract a doctor to this area. 
He comes, perhaps at considerable financial sacrifice, because 
the way of life appeals. To such it offers a life full of 
Satisfaction in its usefulness and varied interests. The cir- 
cumstances of his living and the conditions of his service 
earned in the past special attention. My plea is that they 
still do so. ; 

It is interesting to note in passing that the Board 
of Education has recognized the position of staff in rural 
areas with isolated communities by granting them additional! 
payment. 

Returning to my thesis, I maintain that the action of the 
Minister in demanding rent, with the right to raise it at any 
time, for a house hitherto rent-free by reason of special 
conditions of service, is a breach of good faith committed 
in authoritarian style. I suggest it should not be condoned 
by any doctor concerned by signature of agreement. 

The local medical committees of the areas involved should 
enter a vigorous protest and request the medical services 
subcommittee to demand withdrawal of the order pending 
inquiry. In view of the difficulty of forming an Islands’ 
Practitioners Committee, the B.M.A. should take steps to 
inquire into the living and working conditions of doctors 
in the Islands so that their case for special consideration 
may be adequately presented and recognized.—I am, etc., 


Isle of Islay. AvaspDaIR MclI. SMITH. 


Policy of Despair 


Sir,—There is a profound contrast between the letter of 
Dr. Duncan Leys and Professor L. S. Penrose on behalf of 
the Medical Association for the Prevention of War (Journal, 
August 11, p. 363) and your leading article on the remunera- 
tion of the general practitioner (Journal, July 28, p. 221). 
The former contains a plea for a policy of negotiation and 


conciliation, and protests against all actions, such as the 


questionary circulated by the Central Medical War Commit- 
tee, which tend to aggravate international tensions by assum- 
ing that war is likely to be inevitable. Your leading article, 
instead, accepts without question the Government’s policy 
that the massing of armaments be first priority on the 
nation’s resources, with the corollary that no additional 
moneys should be sought for the Health Services—and, by 
implication, for housing, better nutrition, education, etc. 
Having accepted this policy, you then proceed to counsel 
that “ the bracing influence of pecuniary charges for medical 
benefits” be brought to bear on our patients in order to 
find the resources with which to placate the just discontent 
of many of your members. This policy is both immoral 
and unwise. Immoral because it is a betrayal of our Hippo- 
cratic Oath, which bids us to devote our energies to the 
saving of life and, by implication, to oppose the destruction 
of life; unwise, because the public will surely resent our 
attempt to maintain and improve our standard of life at 
their expense, at their time of need, burdened as they already 


are by rising prices and scarcity of goods. And ultimately 
it is on the public’s good will that our professional and 
social status depends. 

Your editorial policy will, | hope. be firmly rejected by 
the profession as a policy of despair. The voice of sanity 
is the voice of the Medical Association for the Prevention 
of War.—I am, etc., 

London W 1. E. MONTUSCHI. 


Conscription ard Hospital Posts 


Sir,—Mr. A. N. Birkett (Supplement, September 1, p. 100) 
rightly draws attention to the serious shortage of junior 
hospital staff there now is in the non-teaching hospitals 
throughout the country. This shortage is increasing; so 
much so that certain hospitals have spent more advertising 
vacant posts than they have spent on the salaries of the 
junior medical staff themselves. The shortage affects all 
departments of hospital work, but as Mr. Birkett mentions, 
it is especially serious in certain special departments, and in 
none more so than in his, and my, specialty—orthopaedics. 

Orthopaedic and traumatic surgery has nowadays little or 
no attraction for the recently qualified man—unless he is 
seeking to specialize in orthopaedics—and the majority 
appear to desire to avoid treating the simplest fracture, 
yet if hostilities should break out surely it is absolutely 
essential for young doctors to have some knowledge and 
practical experience in the treatment of trauma. 

I would like, therefore, to support as strongly as possible 
Mr. Birkett’s suggestion that the Service Departments be 
asked to consider if secondment of doctors to selected posts 
in civilian hospitals could not form part of Service training, 
and would not be a far more valuable form of training 
than much of the work to which the doctor is allocated 
in his period of National Service at the moment. It would 
obviously be essential for the posts to which the National 
Service M.O. would be seconded to be approved for the 
purpose as providing not only adequate practical experience 
but adequate personal supervision and instruction from con- 
sultants. It would appear that certain casualty and ortho- 
paedic departments are particularly suitable and would pro- 
vide training likely to be of great value to the Services in 
circumstances of war.—I am, etc., 


Shawford. Hants. H. H. LANGSTON. 





Association Notices 





Diary of Central Meetings 
SEPTEMBER 


19 Wed. G.M.S. Subcommittee on Constitution and Pro- 

‘ cedure of Medical Service Committees, 2 p.m. 

20 Thurs. Staff Side of Whitley Committee C, 2.30 p.m. (at 
B.M.A. House). 

21. sS*Fri. Colonies and Dependencies Coninibine. 2 p.m. 

21 sri: Public Health Committee, 2 p.m. 

26 Wed. Special Meeting of Council, 10 a.m. 

27 Thurs. Staff Side of Whitley Committee C, 10.30 a.m. 
(at 1, Richmond Terrace, London, S.W.) 

27 Thurs. General Medical Services Committee, 11 a.m. 

27 Thurs. Full Whitley Committee C, 12 noon (at 1, Rich- 
mond Terrace, London, S.W.) 


Branch and Division Meetings to be Held 


Coventry Division.—At Coventry and Warwickshire Hospi- 
tal, Tuesday, September 18, 8.30 p.m., special general meeting. 
Lecture by Dr. J. C. Heather: “ Medical Aspects of Atomic 
Warfare.” 

NortH OF ENGLAND BrancH.—At New Lecture Theatre; Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, Septem 
20, 7.15 p.m., clinical demonstration by Mr. G. Y. Feggetter: 
“The Present Position of Vagotomy in the Treatment of 
Duodenal Ulcer”; 8.45 p.m., address by Sir Alexander Fleming: 
“ Penicillin and its Uses in General Practice.” 
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MINISTRY’S CLAIM ON HOSPITAL 
FUND 
EAST GRINSTEAD PROTEST MEETING 


More than a thousand citizens of East Grinstead assembled 
for an indignation meeting on Monday evening concerning 
the action of the Ministry of Health in claiming certain 
funds (amounting to £24,000) which had been raised for 
the specific purpose of building a children’s wing at Queen 
Victoria Hospital, East Grinstead, and which, vested in out- 
sidé trustees, are not and never have been under hospital 
control. The chair was taken by Mr. F. C. Dart, chairman 
of the local trades council, who was supported by members 
of the urban district council, the ratepayers’ association, the 
mayor of Tunbridge Wells, and other people prominent in 
the locality. 
Unreasonable Demand 


Sir ARCHIBALD MCINDOE said that he was present not as 
representing the hospital, of whose staff he was a member, 
but as a citizen to protest as passionately as he could against 
the unhappy situation suddenly precipitated by which East 
Grinstead might lose two things it could not do without— 
a children’s ward at the hospital and a collecting organiza- 
tion known as the “ Peanut Club.” The Ministry had made 
what he thought an unreasonable demand upon the trustees 
of the club for the large sum of money to which many 
thousands of people had contributed and which was pledged 
to the building of the badly needed children’s wing. Some 
of them might wonder, said Sir Archibald, why the Ministry 
had not already got its fingers on that money, along with 
the considerable endowment fund of the hospital which 
passed to the common pool in 1948. There had been no 
secrecy about the collection, and all the facts were known 
to those in authority years ago. He was as puzzled as 
anybody else why this action should be taken three years 
after the hospital had been taken over. He proceeded to 
tell the meeting the story. 

Before the war a local lady, Mrs. Gordon Clemetson, of 
Tunbridge Wells, with her helpers, collected thousands of 
pounds for the hospital, and in 1943, at the request of 
Mr. Guthrie Kirkhope, now the chairman of the hospital, 
and himself, she applied her energies <o collecting money, 
first for the land on which the American wing now stood, 
and secondly for an urgently needed children’s ward. It 
was realized, of course, that, owing to building restrictions, 


such an’ extension could not be undertaken until after the 
war, and it was decided that the money raised should be 
invested. Mrs. Clemetson therefore asked the board of 
management, at that time under the presidency of Lord 
Kindersley, to invest it for her until such time as the wing 
could be built, and this was done. Not one penny of the 
amount, which by March, 1947, stood at £13,000, was spent 
on any hospital project, and it was always regarded by the 
board as a separate account and not part of the general 
endowment funds. The balance-sheets of the hospital for 
1946 showed this to be the case. A little later Mrs. Clemet- 
son, fearing—as it turned out, with some reason—that by 
some mischance the fund might not be used for the purpose 
for which it was given, requested its return. The hospital 
board of management took legal advice on the subject. 
The legal advice was that not only should they return it, 
but that the request could not be honourably resisted. The 
fund was returned and a trust was set up to administer it. 
The trustees were all well-known citizens of Tunbridge 
Wells, and none of them had any affiliation with the hospi- 
tal. It was not, Sir Archibald pointed out, the board of 
management which sought to rid itself of the money, fear- 
ing its sequestration ; the request came from the independent 
donor organization. 


Offer to Ministry 


In February, 1949, the trustees offered to the Ministry, 
which was at that time troubled at the amount of capital 
expenditure on the Health Service, the whole of the fund, 
now amounting to £24,000, for the specific purpose of the 
erection of the children’s wing. The offer was officially 
accepted. There was no question about the urgency of the 
need: the children’s wing was on the priority list. A delay 
of 18 months followed the offer, during which the scheme 
was no doubt. examined in great detail by the Ministry. 
Incidentally, the delay raised the building cost by another 
£5,000. An architect was appointed and plans were prepared. 
Great trouble was taken over the plans by the hospital 
authorities and the Ministry officials, and there seemed no 
reason to doubt the good faith of the Ministry in bringing 
this project to a happy conclusion. 

Then, out of the blue, came a letter from the Ministry 
to the trustees calling for the handing over of the assets 
as being properly transferable to the hospital endowments 
fund under Sect. 7 of the National Health Service Act. In 
other words, the Ministry formally proposed to claim the 
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funds and pour them into what was euphemistically known 
as the common pool. Whether the Ministry proposed to 
claim all the money or only part of it he did not know ; 
whether it proposed to build the ward in the event of the 
claim being successful he did not know. But unless wiser 
counsels prevailed the continuity of the great work of the 
collecting agency would cease and the hospital would lose 
its children’s ward. He hoped that by negotiation some 
formula might be found which would satisfy both the 
Ministry and the locality. He asked that the trustees be 
given an assurance of their confidence. 


A Letter from the Ministry 


Mrs. GORDON CLEMETSON said that she had invited the 
Minister of Health to attend that meeting. In reply she 
had had a letter from the Private Secretary, dated Septem- 
ber 13, stating that the Minister was in another part of the 
country and could not attend. The letter proceeded: 


“The Minister is, of course, aware of the recent press reports 
on the matter about which you write. These reports rather seem 
to show some misunderstanding of the Minister’s position. It is 
not within his province to decide whether or not the children’s 
ward money in question shall be transferred to him. The National 
Health Service Act itself vested in the Minister so much of the 
thoney that was raised or guaranteed before the appointed day, 
and that position can be altered only by another Act of Parlia- 
ment. The Minister is required by the Act to transfer such 
money vested in him by the Act to the hospital endowments 
fund, and in order that this requirement may be complied with he 
is in duty bound to ask that the money vested in him by the Act 
should in fact be passed to him. 

““T may say, however, that oificials of the Ministry are examin- 
ing the question whether and how far it would be possible, within 
the framework of the Act, to secure that the money raised -for this 
particular purpose and transferred to the Minister can be devoted 
to that purpose, and a further letter will be sent to you in a few 
days’ time.” 

Mrs. Clemetson described the Ministry’s action as “ plain 
robbery,” and added that in no circumstances, unless they 
had the Ministry's assurance that the wing would be built 
within a certain specified time, would the trustees ever give 
this money away. She was prepared to go to gaol to save it. 

A letter was read from Mr. Edward Blount, who at the 
material time was chairman of the hospital management 
committee, stating that the money in question had never 
been under the control of the board of management, but 
was held by the board on behalf of the collecting 
organization. 

After a number of questions from the audience, all of 
them of a friendly character, had been answered, the 
following resolution was passed enthusiastically and 
without a single dissentient: 


“This public meeting of the people of East Grinstead and the 
surrounding countryside (including representatives of the urban 
district couricil, the trades council, the chamber of commerce, 
and the ratepayers’ association) have heard with the greatest 
indignation of the demand made by the Ministry of Health that 
the money collected by the Peanut Club—all of which was sub- 
scribed for the definite purpose of building a children’s wing at 
East Grinstead Hospital—should be handed over to the Ministry 

_of Health for the national hospital services without any promise 
as to the use to which it will be put. 

“* They give their full support to the trustees of the Peanut Club 
in resisting such a demand in every legal way unless the Ministry 
give a clear and definite assurance that the money collected (or 
an equivalent sum) is, within an agreed specified time, devoted 
to the object for which it was raised—namely, the building of the 
children’s wing at East Grinstead Hospital in the name of the 


Peanut Club.” 


. 





aa 


GENERAL PRACTITIONERS’ 
REMUNERATION 


In response to an invitation from the Ministry, a deputa- 
tion from the General Medical Services Committee has 
met Ministry officials this week to discuss remuneration. 
The full Committee meets on September 27, and it is hoped 
after that to give an account of the position as it is then. 





THE NATIONAL FORMULARY: 


The following amendments to the National Formulary, 1949, 
are being made as from October 1, 1951, in order to conform 
with amendments to the British Pharmacopoeia, 1948, pub- 
lished in the Addendum, 1951. 

Cremor Penicillini, B.P. 

P. 26.—Delete lines 3 and 4 and insert: “ Contains 1,000 units 
of penicillin or benzylpenicillin per G. unless otherwise directed.” 
Injectio Penicillini, B.P. 

P. 43, lines 14 to 16.—Delete “‘ Solutions containing . . . other- 
wise directed.”” and insert ‘* Solutions containing 200,000 units 
of penicillin or benzylpenicillin per ml. in water for injection, to be 
dispensed unless otherwise directed. Injection of penicillin may 
contain a suitable buffering agent.” 

P. 43, line 25.—Delete ‘“ used within seven days.” and insert 
“used within four days.” 

Injectio Penicillini Oleosa, B.P. 

P. 43, line 30.—After ‘* Contains penicillin (calcium salt) *’ insert 
**, penicillin (potassium salt) or benzylpenicillin,”. 

P. 43.—Delete lines 32 to 34 and insert: “‘ Oily injection of 
penicillin containing 300,000 units per ml. and prepared with 
arachis oil shall be dispensed unless otherwise directed.” 
Injectio Quinine Dihydrochloridi, B.P. 

P. 45, lines 36 to 38.—Delete “ 5-mi. ampoules, . . . otherwise 
directed.” and insert “‘1-ml. ampoules containing 0.3 G. of 
quinine dihydrochloride per ml., or 5 gr. per 15 m., in water for 
injection, to be dispensed unless otherwise directed.” 

Injectio Sodii Chloridi, B.P. 

P. 46, line 20.—After “ Physiological Solution of Sodium 
Chloride ”’ insert “* for Injection ”’. 

Line 21.—After “‘ Normal Saline Solution ” insert “‘ for Injec- 
tion ”’. . 

Injectio Sodii Chloridi Composita, B.P. 

P. 46, lines 33 and 34.—After ‘“‘ Compound Solution of Sodium 
Chloride ”’ insert “* for Injection ”’. 

Oculentum Penicillini, B.P. 

P. 67, line 28.—After “ penicillin (calcium salt)” 
** , penicillin (potassium salt) or benzylpenicillin ”’. 
Tabella Aneurine Hydrochloridi, B.P. 

P. 82.—Delete lines 17 and 18 and insert: ‘ 12 tablets, each 
containing 3 mg., to be dispensed unless otherwise directed.” 
Trochisci Penicillini, B.P ‘ 

P. 96.—Delete iines 21 and 22 and insert: ‘* 20 lozenges, each 
containing 1,000 units of penicillin (calcium salt), penicillin 
(potassium salt), or benzylpenicillin, to be dispensed unless other- 
wise directed.” 

Unguentum Penicillini, B.P. 

P. 100.—Delete lines 21 to 23 and insert: ‘ Contains penicillin 
(calcium salt), penicillin (potassium salt), or benzylpenicillin, in 
a base of white soft paraffin and liquid paraffin. 

“Ointment of penicillin containing 1,000 units per G. to be 
dispensed unless otherwise directed.” 


insert 








THE NATIONAL INSURANCE ACTS 
GUIDANCE FOR SCOTTISH DOCTORS 


A useful pamphlet on the “National Insurance Acts and 
the Practitioner” has been prepared by the Scottish Office 
of the Ministry of National Insurance in consultation with 
the Scottish Office of the B.M.A. It describes how, under 
the National Insurance Act, three main benefits payable 
depend on certificates usually supplied by doctors. These are 
sickness benefit, maternity benefit, and widow’s pension. The 
complexities of the Industrial Injuries Act are then outlined. 
The pamphlet discusses the conditions on which injury 
benefit is paid, and then disablement benefit after the period 
of injury benefit. ; 


Mistakes in Certification 

Mistakes are sometimes made in the issuing of certificates, 
which is governed by the National Insurance (Medical 
Certification) Regulations. These include the following: 

Issue of certificates without the patient having been examined. 

Certificates dated more than one day after the date of examina- 
tion. 

Specie” .ntermediate certificates issued earlier than four weeks 
(in the vase of four-weekly certificates) or six months (in the case 
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of thirteen-week certificates) from the date of commencement 
of incapacity. 2 

Convalescent certificates issued for periods longer than a 
fortnight. 

Second (intermediate) certificates given more than ‘seven days 
after the first certificate. 

Final certificates furnished showing the patient fit to resume 
work on a day later than the third day after the date of examina- 
tion. (Sunday counts as a day for this purpose, but if an insured 
person is certified as fit to. resume work on Monday and the date 
of the examination is not earlier than the preceding Thursday, 
the certificate can be accepted.) 


The pamphlet is being sent to all general practitioners in 
Scotland. Any information about National Insurance may 
be obtained from the following address: Ministry of 
National Insurance, Central Office for Scotland, 39, Drums- 
heugh Gardens, Edinburgh, 3. 








SUPPLEMENTARY OPHTHALMIC SERVICES 


REFERRING CASES TO FAMILY DOCTOR 


Some administrative complexites are dealt with by the 
Ministry of Health in Circular E.C.L. 78/51. They concern 
cases where an applicant for supplementary ophthalmic ser- 
vices needs some-ophthalmic service other than sight-testing 
and supply of glasses. 

The ophthalmic medical practitioner or ophthalmic 
optician must refer the patient to his general practitioner. 
‘t is then for the general practitioner to decide whether the 
patient is to be referred to the hospital eye service ; in certain 
cases he may himself provide the necessary treatment. He 
may not refer the patient to another ophthalmic medical 
practitioner or ophthalmic optician who is providing the 
desired services. The hospital eye service is the only way the 
patient can get ophthalmic services not provided through the 
supplementary services. 

On referring a patient to his general practitioner an O.M.P. 
or ophthalmic optician should not normally at that stage 
prescribe glasses for the patient, since reference to the 
hospital eye service may result in a new prescription. But 
the general practitioner should be informed of the findings 
so that he can pass them on to the hospital authorities. 








DISCIPLINARY MACHINERY IN HOSPITAL 
SERVICE 


The Ministry of Health has sent out a memorandum on the 
procedure for dealing with disciplinary cases involving mem- 
bers of hospital staffs in the N.H.S. It does not cover the 
machinery for terminating consultants’ appointments which 
is set out in para. 16 of the Terms of Service. The Central 
Consultants and Specialists Committee is to consider the 
matter at its next meeting on October 4. No agreement on 
it has yet been reached in the General Whitley Council. 

The procedure is intended for cases where the more serious 
forms of disciplinary action are involved and not for minor 
matters. The memorandum states that if circumstances 
arise which might lead to disciplinary action, including 
dismissal, no decision in regard to the matter should be 
taken by the employing authority without affording the 
employee an opportunity of being heard. The employee 
should have the right of appearing personally at the hear- 
ing, either alone, or with a representative of his professional 
organization or trade union, or with a friend not appearing 
in a professional capacity. At the hearing no member of 
the authority who is directly,involved in the circumstances 
that appear to indicate the need for disciplinary action should 
have a part in the decision which the employing authority 
must thereupon make. 

These arrangements do not prejudice the right of the 
employing authority to take immediate action (whether by 
suspension from duty or by dismissal) where this is required 
in cases of a very serious nature. 


The appeal procedure which has been suggested is for 
appeal to the employing authority. The procedure does not 
provide any right of appeal to any other authority beyond 
the employing authority. If an aggrieved employee, after 
having exhausted the appeal procedure within his employ- 
ing authority, seeks to appeal to some authority beyond 
the immediate employing authority and applies, for instance, 
to the Minister or, in the case of hospital management com- 
mittee staffs, to the regional hospital board, it is for the 
Minister, or the board, at their discretion to decide what 
they shall do in regard to the application. Further con- 
sideration would depend upon the circumstances as they 
were found in the particular case: it would be for the 
Minister, or the board, to decide, and their intervention 
could not be claimed as a matter of right by the individual 
employee. In exercising discretion in such circumstances 
a board should bear in mind that it is desirable that appeals 
be heard by persons who have not taken a direct part in 
the original decision against which the appeal is made. 

It is proposed to give a fuller account of this disciplinary 
machinery when it has been considered by the Central 
Consultants and Specialists Committee. 








PSYCHIATRIC SERVICES AND REMAND 
HOMES 


There appears to be some legal doubt about who is respon- 
sible for providing psychiatric services at remand homes. 
The Ministry of Health has decided on practical grounds— 
though without prior consultation with the profession—that 
they should be given as part of the N.H.S. consultant service. 
Therefore whole-time consultants would give them without 
charge, and part-time consultants would have their liability 
for the services taken into account and be paid for them. 








COST OF PRESCRIBING 
VARIATION BETWEEN AREAS 


Figures issued by the Joint Pricing Committee for England 
for the months of June, July, and August, 1950, show that 
the average total cost of prescribing per person was about 
ls. 2d. in England. The four executive council areas where 
in June the cost was highest (with the average cost per person 
in pence in parentheses) were as follows: Bournemouth 
(22.13), Chester (22.04), Isle of Wight (22.56), and Wakefield 
(21.55). The lowest average prescribing cost was in Hunting- 
donshire, where it was 9.75d. per person. Next came North- 
amptonshire with 10.82d., then Leicestershire and Rutland 
with 11.39d., and then Lincs (Kesteven) with 11.85d. 








OPHTHALMIC GROUP COMMITTEE 


The following have been elected to serve on the Ophthalmic 
Group Committee for the 1951-4 session to fill vacancies 
caused by the retirement of members at the end of the 
1950-1 session: 

*E. G. Mackie and *A. McKie Reid (representing Region 1). 

A. G. Cross and P. Trevor-Roper (representing Region 4). 

*J. Marshall (representing Region 6). 

*Re-elected members. 








NO FEE FOR INFORMATION 


Doctors both in general practice and in hospitals are some- 
times asked to provide information to National Service medi- 
cal boards about men who have been under their care. This 
information is asked for on Form N.S. 175 or 176. The 
doctor or the hospital is under no legal obligation to. supply 
the information, and, because of this, no payment is made 
even if the information is supplied. 
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Questions Answered 








Entertaining by Hospital Residents 


Q.—I am a hospital resident. There is a rule that women 
may be entertained in residents’ rooms only during certain 
hours. As we are paying £100 for board and residence, is 
this not an infringement of our liberty to do as we wish off 
duty, and have the hospital authorities legally any right 
to make such rules ? 


A.—There is no such condition imposed on resident staff 
in the terms and conditions. This is a domestic matter and 
one for local arrangement. A hospital authority is presum- 
ably entitled t make such rules as it considers necessary for 
the good order of the hospital, and, where any section of 
the medical staff feels that unreasonable conditions are being 
imposed, the proper course of action would be by represen- 
tation through the medical staff committee to the hospital 
Management committee. 





—=— 





Heard at Headquarters 








Good Attendance 


The list of attendances which is sometimes given at the end 
of the annual report of a council or other body is probably 
not scrutinized very closely, but records seem to be made in 
the list which is appended to the Annual Report of the 
General Medical Services Committee. There were 13 meet- 
ings during the year under review, and eight members 
attended all of them; five attended all but one, eight 
attended all but two, and eight attended all but three. 
That is a pretty good showing, especially when it is remem- 
bered that each meeting lasted from six to eight hours, and 
involved for many members more time in travel than was 
actually spent at the meeting itself. That, however, is not 
all, for in addition to the plenary meetings there were for 
many of the members subcommittees, deputations, and the 
like. The chairman, out of 44 possible attendances at sub- 
committees, put in 35; another member put in 29 out of 
32; another, 18 out of 20. It also looks as if, during the 
year, four Scottish members of the Committee made, between 
them, 42 journeys to London to attend meetings. Whatever 
criticisms may have been fired at the Committee, none can 
dispute its energy. 


How Are We To-day, Doctor ? 


A doctor sends us the following account of a visitor who 
recently called at his house: 

“May I see the doctor, please ? ” said an old lady on the 
doorstep. “It’s the Ministry, you know, or rather I am 
acting on their behalf.” Could she have been vaguer ? Was 
it a Z-man wanted or just a snoop? She came to the point 
quickly, and added that they would like to know how the 
doctor was. 

He was out till midnight on pleasure bent but loyally 
described as-very busy—probably in to-morrow. “ Yes, I 
~will try again to-morrow.” 

She did, at an hour when people eat. He was still out. 
‘She produced a pamphlet explaining that he was to be a 
sample—one of the four thousand citizens privileged to be 
Social-Surveyed. But as the doctor was out, perhaps a proxy 
would do? “How is the doctor really?” “Oh, quite 
well apart from boils and ‘flu.’ “How very interesting 
indeed. That’s the very thing I’ve come about. Where are 
they ?.” “On the neck and the buttock.” “ What does he 
put them down to?” “Bad diet undoubtedly.” “Has he 
‘seen his National Health doctor?” “I fancy he consulted 


a colleague, because he recovered so quickly.” “ How many 
rooms have you here ? "—this sounded ominous. “ Depends 
on what you mean by a room.” The estate agent’s notions 
were accepted and so three bedrooms and an anonymous 
rubbish dump were described. 

““We are one child and five strenuous workers of all ages 
and temperaments—four out all day.” A discreet card 
graded A, B, and C avoided indecent exposure of income 
(“ You needn't say which, really ”). 

Yes, she found her work most interesting ; might she just 
know the occupation of the proxy? “Oh, I’m a social 
worker too.” 


Stockholm Assembly 


The World Medical Association is very happy in the 
locality of its fifth general assembly, which opened on 
September 16. The delegates are meeting in the parliament 
building at Stockholm, one of the most impressive pieces 
of architecture in that fascinating northern city. It is the 
first time in the history of the association that a parliament 
building has been open to them, and they will find the ha'l 
of the Riksdag spacious, convenient, and dignified. One of 
their excursions is to Drottningholm, the summer residence 
of the King, and another to the Stockholm town hall, one 
of the architectural glories of Europe. This meeting of the 
World Medical Association will have more of a scientific 
character than usual. One session is a scientific one, 
planned by the Swedish Medical Association and addressed 
by prominent Scandinavian doctors—perhaps a pointer to 
the time when, medico-political affairs having settled down, 
the W.M.A. may become primarily a scientific body. Stock- 
holm also has some famous modern hospitals which are 
opening their doors to inspection by the visitors. Altogether 
the week under Dr. Dag Knutson’s presidency bids fair to 
be memorable. “4 








Correspondence 








“ Signboarding ” 

Sir,—Vital statistics do not indicate that the public need 
of hospitalization is on the increase, rather the reverse. In 
many areas it has been found that fever hospitals are super- 
fluous, and these hospitals have been readily converted to 
other medical uses. Since the advent of the N.H.S., however, 
hospital beds have been increased by some 23,000. In spite 
of this hospital waiting-lists are longer than ever. The 
explanation is not increasing invalidism: it is excessive sign- 
boarding. 

Excessive signboarding is encountered mostly in the largest 
practices, where the G.P. cannot overtake the work unless 
a goodly proportion is referred to the hospital, but excessive 
signboarding is a thoroughly disreputable practice: 

(1) It debases the status of the G.P., with a corresponding 
increase in the status of the young specialist or of the fledgeling 
who provides medical services in the out-patient department. 

(2) The more signboarding the costlier the N.H.S.. because 
hospital practice is many times more costly than domiciliary 
practice. 

(3) It is a truism that the patient who is not physically ill has 
vagaries that in the hospital are much more difficult to elucidate 
and unrayel than the frank diagnosis of the ill. 

(4) The malingerer and the neurotic gain prestige in their own 
eyes and in the eyes of sympathizers by being referred to hospital, 
and once the seed is sown a whole crop of similar cases sprout 
forth to swell the numbers in the out-patients, which the work-shy 
find so attractive and so accommodating. 


Under the present regime the G.P. is not well placed to 
teach his recalcitrant patient that the way to achieve bodily 
and mental health is through a wholesome attitude towards 
work. The regime blames the impotent G.P. for the exces- 
sive costs, but it shies clear of reminding the miner that if 
he displayed the same enthusiasm towards coal-getting as he 
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does towards dog-racing or football-watching there would 
be no shortage of fuel. It would appear that a full-blown 
Socialistic State and a free democracy is an anachronism or 
a contradiction in terms. At all events it is to the ultimate 
advantage of the G.P. that he does a minimum of signboard- 
ing, because, after all, his ultimate remuneration depends on 
what is left over after hospital requirements are met. 

If the N.H.S. is to survive as a healthy institution, paying 
dividends in health and happiness comparable to the moneys 
spent on it, a fresh approach to general practice must be 
envisaged, because general practice is and must remain the 
principal part of the N.H.S. At present all that the medical 
schools appear to achieve for the young graduate is to turn 
him out with a signboarding complex after six years’ training. 
Some departments seem more guilty than others. In this 
area the outstanding example is the midwifery department, 
though I have no doubt, knowing the very excellent teachers 
thereof, that the fault is at higher level. 

Since the modern medical schools base their teaching more 
on the requirements of the embryo biochemist and the small- 
field specialist, is it not opportune that a College of General 
Practice be founded, conferring membership or fellowship on 
deserving graduates with the requisite qualifications and 
experience ? And why not grade general practitioners like 
other sections of the profession, so as to induce a requisite 
proportion of the ablest to take up general practice as a 
career, with inducements equal to those afforded by 
specialism or consultant ? If this is not done general prac- 
tice must remain the Cinderella of the medical services, 
and the public will not earn what it is entitled to from its 
heavy commitments in expenditure on the N.H.S. 

I am quite certain that it takes longer to become a com- 
petent G.P. than it takes to be a specialist, the former's field 
being as it is illimitable. I confess to being aware of a surer 
touch after 30 years’ practice than after 20, though I wonder 
how a benign providence guided me through the first five, 
helped though I was by kindly principals of the old school, 
who rightly regarded signboarding as a confession of failure. 

With the right approach to domiciliary practice, and with 
the determination to be a student all the time, general prac- 
tice should be more productive of good than ever before. 
There are excellent regional laboratories providing the latest 
diagnostic facilities, and antibiotics have added immeasurably 
to the practitioner's armamentarium. If he learns to use the 
present facilities with competence and discrimination, he will 
have recourse to only a minimum of signboarding, and he 
can even now meet the real consultant, who will make him 
feel that he is conferring an honour in requesting the con- 
sultant to share the responsibility of looking at the case 
along with him. But the best type of general practitioner is 
happiest and is doing his best work where he has not yet 
been ousted from his place in the local hospital. 

The N.H.S. has not yet evolved from the bewilderment of 
the revolution imposed by an over-zealous regime, but medi- 
cine is too important to the public to be allowed to be 
administered or guided by mere zealots. I sincerely believe 
that if the medical profession makes a determined effort to 
put its own house in order the public will be found to be 
on its side.—I am, etc., 


Fraserburgh, Aberdeen. J. MaczEop. 


Starring of Hospitals 


Sirn.— May I put forward a rather revolutionary idea on 
behalf of house-men ? We are a section of the profession 
who, being in a continual state of flux, can never gang 
together and sit round conference tables and give vent to 
our feelings. 

The biggest bugbears of a house-man’s life are his living 
conditions, and because he will probably move on in six 
months’ time it is wellnigh impossible to provoke a hospi- 
tal secretary or management committee into improving 
them. There has therefore been a general levelling down 
in standard of food, some of our rooms have been taken 
over by the secretarial staff, and we are in general sur- 
rounded by a take-it-or-leave-it atmosphere. 


Now, the new man applying for a job in the standard 
advertisement in the B.M.J. has no conception what sort 
of digs he is letting himself in for. Only at the interview 
will the old hand gain any useful knowledge on this sub- 
ject, and then it may be too late, or else he has made a 
long journey in vain. It would therefore seem reasonable 
to start a “star” system as used by the automobile: associa- 
tions and to apply this system to hospitals. 

Nothing would shock the apathetic hospital into action 
quicker than finding itself advertised as a “ one-star” hos- 
pital. The low rate of replies to its advertisements would 
further force it into making some positive steps to improve 
our quarters. Conversely, the good hospital which has 
genuinely done its best to provide good living conditions 
would be duly repaid by a bigger number of replies. 

At first sight it would seem to be too difficult to start 
such a scheme as this, but, if the secretaries of the various 
hospital messes were circularized, a provisional dossier of 
“star” rating could be easily compiled and the scheme 
commenced, the rating being modified as experience and/ 
or improvements dictated. This would provide a compul- 
sory incentive to management committees to look to their 
house-men and not treat them as so many units to be bought 
at £350 or £450 per annum. 

In conclusion, may I say that at the moment I have the 
good fortune to be living in model “ four-star” doctors’ 
quarters, but that the memory of a “ one-star ” hospital still 
lingers with me, for there I was provided with a pre-Health- 
Service maid’s room, slept on a sloping bed with three castors 
only, jostled with the male nurses for a wash-basin down 
the corridor, and when the snow lay thick on the ground 
was refused an electric fire by the management committee. 

There must be many more such “one-star” hospitals 
up and down the country. Therefore let all house-men rally 
round in their campaign to expose them. We form a large 
and silent body within the B.M.A., but let us now make 
ourselves heard and urge the B.M.A. to better our lot in 
this simple but practical manner. Never again should it 
be necessary to take pot-luck with the living quarters when 
appiying for a job.—I am, etc., 


Uxbridge, Middlesex. J. B. Taytor. 


Change of Doctor 


Sirn,—May I be allowed to say a few words in reply to 
Dr. Cyril Taylor (Supplement, September 1, p. 103)? Dr. 
Taylor writes that the doctors themselves are responsible 
in some ways for the lowered status of general practitioners 
under the heading “Change of Doctor ”’—that is, doctors 
refusing to give a written consent for immediate transfer of 
patients from one doctor to another. The regulations regard- 
ing written consent existed during the old N.H.I. service. 
Even then a patient rarely asked for a written consent. 

The reason why that regulation was introduced in the 
N.H.S. is in my opinion to stop this racket by patients who 
changed from one doctor to another frequently. This state 
of affairs was common among what I call the floating types. 
They would readily transfer to a doctor who would satisfy 
their demands, and this habit was to a certain extent 
encouraged by doctors who put up their name-plates since 
the start of the N.H.S. This regulation has succeeded in 
stopping these frequent and unnecessary transfers. 

Dr. Taylor indeed must be very fortunate that thirteen 
patients wanted his treatment right away, and I quite under- 
stand the doctor’s concern regarding these patients who have 
to pay during the fourteen days’ period of grace. If Dr. 
Taylor is really so anxious that the patient should have his 
treatment right away. I am sure the following method would 
work, and that is to ‘phone the doctor concerned, I am quite 
sure the doctor will oblige by giving a written consent. 

The regulations of the N.H.S. as they are certainly favour 
the patients more than the doctors. For example, a doctor 
cannot have a patient removed from his list right away but 
has to wait for fourteen days and maybe longer still if the 
patient happens to be under treatment, while a patient can 
do what he likes without being punished. The capitation 
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system of payment is not the cause, as Dr. Taylor thinks. 
Without a certain amount of competitive element the 
standard of medical practice will go down.—I am, etc., 


Liverpool. H. J. PRATAP. 


Sm,—May I say how much I am in agreement with 
Dr. Cyril Taylor (Supplement, September 1, p. 103)? At 
the very least, a patient should be allowed to change, 
without consent or other formality, at the end of each 
quarter or month. A letter from me to one local medical 
committee requesting that they consider this was met by 
a refusal to discuss it.—I am, etc., 


Stockport. Lancs. JOHN HEGINBOTHAM. 


Large Lists 


Sir,—I feel that “ Megalist” (Supplement, September 8, 
p. 109) needs an answer to his self-assured attitude on the 
matter of large lists. The possession of a large list means 
absolutely nothing, favourable or adverse. about a doctor 
except that he is very busy and can give little time to each 
individual patient, and all that that implies. 

The doctor may have squatted in face of fierce competi- 
tion and yet built up a full list. This man is obviously 
worthy of unbounded admiration, but how rare are such 
men. 

On the other hand, everybody will agree that very nearly 
all full lists were obtained by: (1) purchase before the N.H.S. 
came in ; (2) succeeding to existing large lists ; (3) monopoly 
or very limited competition ; (4) increase in population in 
a doctor’s area. Not one of these factors implies the least 
professional skill, but only wealth or good luck. 

I have no quarrel whatsoever with a man purely because 
he has a large list, but if he is puffed up with smugness about 
it, and sets out deliberately to use his good fortune to exploit 
an assistant and crush the young doctors around him, then 
that is another matter altogether. With a large list comes 
greatly increased responsibility, not only to patients but also 
to the profession. Generous behaviour to junior colleagues 
and leadership are expected. 

As for “ Megalist’s ” last statement that the B.M.A. “can 
hardly expect the busy men with large lists” to resign in 
support of their less fortunate colleagues, this just goes to 
show the type of man we are encountering—a disgrace to the 
profession and what a trade unionist would call a scab. 

It is such utterly selfish principals, grinding their assistants 
for a pittance and doing their utmost to crush squatters, 
that have made it necessary for the G.M.S. Committee to 
set up a Subcommittee of Assistants and Unestablished 
Practitioners. 

Finally, may I take this opportunity of beseeching all 
assistants and young practitioners to rally round their sub- 
committee. Vote for it in the October election, and get in 
touch with the members with your complaints and sugges- 
tions.—I am, etc., 

D. LEIGH, 


Member of Assistants and Unestablished 


Wantage, Berks. 
Practitioners Subcommittee. 


Remuneration and the Small List 


Sir,—I think the time is opportune for the opinions of an 
average G.P. and his colleagues to be heard on the question 
of an increased capitation fee for the doctors with small lists. 
This question is obviously going to be discussed at length 
by the negotiating committee, and I feel that now is the time 
to air our views on this somewhat delicate subject. I am 
voicing the wishes, I think, of all practitioners when I say 
that the doctors who found themselves with small lists after 
the advent of the Health Service should be most generously 
treated now. These doctors may be in rural areas, and many 
in areas occupied mostly by retired people have been 
seriously impoverished. They must be helped, and in no 
uncertain manner. 

But take another side of the picture—the young doctor 
who, rather than enter general practice in the best and 
orthodox manner by becoming a junior partner or taking a 


death vacancy, decides to squat in an area. His avowed 
object is to make a list by robbing the existing practitioners 
of their patients, and if by their zeal, keenness, and ability 
they are able to prevent this and wreck the squatters’ 
nefarious plans they will be called upon to subsidize him— 
because his list is small. 

No, Sir, let all doctors who were in general practice before 
the Health Service commenced, and who have found them- 
selves seriously impoverished by it, be helped and helped 
generously, but let the distribution of the central pool remain 
the same as it is now for everyone else. By so doing, the 
incentive to work hard and gain a big list will not be lost, 
and the younger doctor will be encouraged to enter practice 
in the old well-tried and established ways rather than by 
“trying his luck ” in putting up his plate, a procedure which 
always makes him a pariah among his colleagues and leads 
to debasement of the high ethical ideals of our honourable 
profession.—I am, etc., 


Staines. Middlesex. HENRY BERGH. 


Individual Example 


Sir,—The status of geneial practitioners may be falling, 
as Dr. K. B. Thomas says (Supplement, September 1, p. 101), 
but its re-establishment, both for the individual doctor and 
the profession as a whole, is only possible if the individual 
doctor sets the example. A little firmness and tact will go © 
a long way to help exercise that measure of control so 
essential to one’s self-respect and the efficient running of a 
practice. 

When once it is realized that the doctor has no intention 
of being presumed upon, his standing in the eyes of his 
patients automatically rises, although his popularity with 
people who tend to take advantage of him will wane. But 
what matters this compared with the immeasurable gain in 
prestige of the doctor and a much higher standard of work ? 
Dr. Thomas is indeed in an invidious position if many of 
his patients presume on his good nature. I find that on the 
whole peopie are still fair-minded and still come for advice 
and guidance, as before July, 1948. I do not find that, on 
the whole, the individual’s sense of personal responsibility 
is disappearing. A clear and simple exposition of elemen- 
tary hygiene and nursing care is usually well received, and 
people tend to put it into practice. 

Ignorance breeds fear; knowledge brings self-confidence 
and encourages responsibility. A few minutes thus spent are 
well worth while, because in the long run one can devote 
more time to strictly medical care. Also, one tends to have 
more leisure. A token payment, which your correspondent 
suggests, may cut down surgery attendances, but will not 
raise the standard of practice.—I am. etc., 


London, S.W.10. B. SWEETMAN. 


Mileage Payments 


Sir,—I know I speak for a minority, but there exists a 
strange paradox—a fact seemingly absurd but really correct 
—that there are rural practices which are urban. My own 
practice is a case in point. I live in the country and my 
patients live all around me, and yet according to the latest 
mathematical formula I am classified as having an urban 
practice. I have the odd misfortune to have too compact 
a practice. Only about one-quarter of my list live more 
than two miles away. This, however, does not alter the 
fact that there are numerous patients among the other three- 
quarters who live in inaccessible little farms tucked away in 
odd corners on whom I have to use up a lot of time without 
getting mileage compensation. 

To quote one example: there is an old lady suffering 
from congestive cardiac failure who lives half a mile away, 
across two fields, with three gates separating her farm from 
the main road. I get no mileage for this case, and a final- 
year student could tell how much time and how many visits 
that case incurs. 

Since my practice is classified as “ urban ” I did not qualify 
for any increase in the mileage recently granted. Accordingly 
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it would appear logical to assume that any further grants to 
my local country colleagues will not come my way. 
Naturally, since being in the country, I have patients 
living ten miles away. One such case takes me one hour 
to see and costs me three shillings in petrol to visit and 
return to the surgery. This is in an “urban” practice! 
Speaking on the subject of mileage, does anyone understand 
the system of “units”? The other day I sent some new 
cards to the local executive council and stated that the 
distance they lived away was five miles. I got mileage units 


three for each. Looking at a casual transferred card I noted , 


that the previous doctor had been given mileage units four, 
and I know that the patient lives three miles from his 
surgery. How do these mysterious units work? In the 
hight of a possible future equitable remuneration, I hope 
my strange case will be considered.—I am, etc., 

Whalley, Lancs. C. E. Brown. 


*.* The Secretary of the B.M.A. writes: Anomalies in 
the administration of the mileage fund are known to exist, 
and it was for this reason that the Association urged the 
Ministry to examine the whole question of mileage pay- 
ments. As a result a Government committee has been set 
up, on which the G.M.S. Committee is represented, to carry 
out a detailed investigation of the problem and to make 
recommendations. 


Conscription and Hospital Posts 


Sir.—One has every sympathy with the problem stressed 
by Mr. A. N. Birkett (Supplement, September 1, p. 100), but 
there are several sides to this problem. 

Mining is a hazardous occupation and cannot be paralleled 
with a hospital house-man’s post. Much depends on where 
a doctor serves. The life of an M.O. in a field unit in 
Korea or Malaya is so different from that of personal safety 
and comfort in any hospital that the two cannot be 
compared. 

If the Ministry of Health can persuade the War Dageet- 
ment that, say, 18 months of active service—and I mean field 
service and not hospital service—is equivalent to two years 
elsewhere (and iesser periods in proportion), then a case 
could be made to second such doctors to take up house 
appointments for the remainder of their national service. 

It would be relevant to know, though possibly not “in 
the public interest,” whether or not medical establishments 
in the Far East are in fact up to strength. If they are not, 
then not one doctor should be diverted to civilian house 
appointments during this cold war phase until such estab- 
lishments are up to strength. 

To most doctors their two years’ service is a sacrifice of 
time which they would be glad to use otherwise—notably 
as house-men. Most accept the position philosophically, 
many are all out to obtain postings where they can further 
their professional qualifications, few appear to associate their 
service with their country’s peril or to be thankful that they 
continue to follow their own profession, which is more than 
other professions can normally expect. At one time the 
challenge of active service would have attracted the 
majority ; now there is evidence suggesting that it would be 
otherwise. How are the scales to be held so that justice 
would be done if Mr. Birkett’s proposal were adopted ?— 
I am, etc., 


Maldon, Essex. IVAN PIRRIE. 


Public Relations Difficulties 


Sir,—Your note on “ Public Relations Difficulties ” (Supple- 
ment, September 8, p. 108) confirms my assertion that the 
Association’s policy of relying on Press reports to inform 
the public about its negotiations with the Ministry has failed, 
to our detriment. 

In my letter in the Supplement of August 25 (p. 72), and 
with strong support in local meetings, I have advocated 
presenting our case by paid advertisement and exploding the 
idea that it is no different from that of trade groups who are 
demanding wage increazes. There is no need to hire publicity 


experts at $100,000 a year like the A.M.A., but we do need 
a simple direct approach to the public to let them know 
that our welfare is theirs too.—I am, etc., 


London, W.2. ROBERT JOHN. 


POINTS FROM LETTERS 


Large Lists 


**Mip-List ” writes: . ..I recently startled a newly arrived 
specialist by saying, “‘ We do not wish to lose: touch with our 
patients merely because we refer them to you as O.P.s. We are 
quite willing to carry out the follow-up ourselves, only sending: 
the patient back again if things seem not to be going according 
to plan.” “* Great Scott,” he replied, “I’ve been working in some 
industrial districts, and the doctors there seemed to think they 
should never do a darned thing again for any patient they had 
once managed to get seen at a clinic of any sort.”” Over and over 
again one hears the sam¢ sort of thing from consultants and 
specialists whose work lies in the big-list areas. It cannot be 
merely a desire to please a very unimportant G.P. which makes 
so many say that the only real medicine being practised by 
members of that category is in the small towns and country 
districts, where, in the nature of things, big -lists are virtually 
non-existent. ‘“‘ Megalist”’ apparently intends to be loyal to his 
own interests rather than to those of the profession at large, 
which is my reason for asking the direct question, ““ How many 
assistants does he employ ?” If he employs even one, a great 
part of his letter is shown to be a hollow sham. 


Public Relations Difficulties 

Dr. G. M. KENDALL (Epsom, Surrey) writes: With regard to 
the note headed “ Public Relations Difficulties ’’ (Supplement, 
September 8, p. 108), it appears to me that one would hardly 
expect any editor to eat his leader writer’s words in public by 
printing your Public Relations Officer’s sarcastic letter. ... 
Would it not be better to try for publication in a rival newspaper ? 





H.M. Forces Appointments 








ROYAL“NAVY 


a * Interim Surgeon Commanders M. M, J. Enright and 
Lancashire, D.S.C., have retired. 
Acting Interim Surgeon rere Tg ee R. W. 
Simpson, J. S. Wood, J. M. Hanson, and A. . Nicol to be 
Surgeon Lieutenant-Commanders. 


Royat NavaL VOLUNTEER RESERVE 


Surgeon Commander D. R. Hughes, V.R.D., has retired. 

Surgeon Lieutenant-Commanders G. A. Hart and J. F. M. 
Milner have retired. 

Surgeon Lieutenant-Commander W. M. Wilson has been 
removed from the Active List. 

Surgeon Lieutenant-Commander G. Loxton has been trans- 
ferred to Temporary Acting Surgeon Pinned at 

Surgeon Lieutenant-Commander J. J. Ennitt has been trans- 
ferred to Temporary Surgeon Lieutenant. 

Acting Surgeon Lieutenant-Commander P. C. Collinson ‘to be 
Surgeon Lieutenant-Commander. 

Temporary Acting Surgeon Lieutenant-Commander R. V. 
Blaubaum has terminated his temporary commission on transfer 
to the R.A.N.V.R. 


ARMY 


Brigadier O. C. Link, late R.A.M.C., having attained the age 
for retirement, has retired on retired pay. 

Colonel J. C. Coutts, late R.A.M.C., to be Brigadier. _ ‘ 

Colonel A. M. Simson, late R.A.M Cc. having attained the age 
for retirement, has been retained on the Active List supernumer- 
ary to Establishment. 

Colonel T. B. H. Tabuteau, O.B.E., late R. A.M.C., having 
reached the age for retirement, has been retained on the Active 
List supernumerary to Establishment. 

Veg ey J. E. Snow, O.B.E., D. A. O. Wilson, 
and J. M. Ryan, from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 
_Lieutenant-Colonel H. D. F. Brand has retired on account of 
disability and has been granted the honorary rank of Colonel. 
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{Substituted for the petieaticn in a Supplement to the London 
Gazette dated July 6 

Major (War Substantive Lieutenant-Co! onel) D. G. Levis, 
O.B.E., to be Lieutenant-Colonel. 

Majors J. E. C. Robinson and E. W. O. Skinner to be 
Lieutenant-Colonels. 

Major A. a McClay, from Short Service (Specialist) Commis- 
sion, to be Major. 

Captain B. oon to. be Major. 

Short Service Commissions.—Maijor T. I. Palmer, from T.A., 
to be Captain. Captain W. J. Christie has retired on account of 
disability,.and has been granted the honorary rank of Major. 
Captain H. McKendrick Major. 


REGULAR ARMY RESERVE OF OFFICERS 

Colonel (Honorary Brigadier) W. D. Anderton, M.C., late 
R.A.M.C., having attained the age limit of liability to recall, has 
ceased to ‘belong to the Reserve of Officers. 

SUPPLEMENTARY RESERVE OF OFFICERS: ROYAL ARMY 
Mepicat Corps 

(Honorary Lieutenant-Colonel) E. G. Sibley, from 
O., to be Major, relinquishing the honorary rank of 
pawn OE 


Pre x 


TERRITORIAL ARMY 
Roya ARMY MeEDiIcaL Corps 


Lord Webb-Johnson, K.C.V.O., C.B.E.. D.S.O., T.D., has re- 
linquished his appointment as Honorary Colonel of a T.A. unit. 

Major (Honorary Lieutenant-Colonel) (now Colonel) L. J. 
Haydon, from T.A.R.O., to be Major, and has been granted the 
acting rank of Colonel. 

Major N. Pyecroft, M.C., from T.A.R.O., to be Major, and 
has been granted the acting ‘rank of Lieutenant-Colonel. 

Major T. P. Sewell has been granted the acting rank of 
Lieutenant-Colonel 

Captain (acting Major) J. F. K. Grieve has been granted the 
acting rank of Lieutenant-Colonel. 

Major -C. Giles has relinquished his commission. 

Captains (acting Majors) G. A. Bell and A. D. Broatch to be 
Majors. 
“ie D. M. Coates has been granted the acting rank of 

ajor 

Chptsies G. Lancaster, I. C. Campbell, and P. Jacombs to be 
‘Majors. 

Captain D. Macartney to be acting Major. 

Lieutenant (acting Major) T. N. Morgan has relinquished the 
acting rank of Major. 

TERRITORIAL ARMY RESERVE OF OFFicers: RoyaL ARMY 

Mepicat Corps 


Lieutenant-Colone! T. D. Pratt, T.D., having exceeded the age 
limit of liability to recall, has ceased to belong to the T.A.R.O. 

Major (Honorary Lieutenant-Colonel) W. T. B. Joss, M-C., 
T.D., having attained the age limit of liability to recall, has 
ceased to belong to the T.A.R.O. 

Major (Honorary Lieutenant-Colonel) D. M. Mitchell, T.D.., 
has ceased to belong to the T.A.R.O. 

Major A. McN. Tomlinson, from Active List, to be Major. 

Captain (Honorary Major) J. W. Campbell, M.B.E., having 
attained the age limit of liability to recall, has ceased to belong 
to the T.A.R.O. 

Captain (Honorary Major) D. V. Summers has ceased to belong 
to the T.A.R.O. 


COLONIAL MEDICAL SERVICE 


The ae appointments have been announced: A. B. 
Brereton, M.B , Radio'ogist Specialist. Medical Department, 
Gold Coast; I. J. Christodoulides. M.D.., District Medica! Officer, 
Cyprus; L. G. Eddey, M.B., Ch.B., D.T.M.&H., Deputy Director 
of Medical Services, Gold Coast; A. MacKelvie, M.B., Ch.B., 
Levrologist, Gold Coast; Miss S. P. Abidh, M.D., Medical 
Officer, Grade A, Trinidad ; S. O. Awoliyi, M.B.. Ch.B., F.R.C.S., 
a F Specialist, Nigeria : J. R. Pierre, M.B., B.S.. D.P.H., 
D.T.M.&.H., Radiological Specialist, Mauritius; W. C. Good, 


M.B., F.R. CSL, Medical Officer, Federation of Malaya; V. L. 
Helm, M.R.C.S., L.R.C.P., Medical Officer, Kenya; S. Jackson, 
M.R.C.S., L.RCP.. D.P.H., Officer, 


Special Grade Medical 
Kenya; N. J. McGuire, MB., B.S., F.R.C.P., Special Grade 
Medical Officer, Tanganyika ; G. G. Murphy. M.B., B.A.O., 
Medical Officer, Uganda; H. De Glanville, M.B., B.Chir., 
Temporary Medical Officer, Gold Coast: E. M. Doherty, 
L.R.C.P.&S.1., Temporary Lady Medical Officer, Nigeria; Miss 
A. Krein, M.D., Temporary Lady Medical Officer, Sierra Leone ; 
B. Markowski, M.B., Temporary Resident Surgeon, British 
Honduras; H. S. Paull, M.B., Medical Officer, Gibraltar; P. T. 
Prestage. M. B., 
ary Medical ON ed Nigeria ; K. 
Officer, Windward Islands. 


J. L. Price, M.B., and C. F. Ross, M.B., Tempor- 
P. Swisterski, 


M.B., Medical 


; “* Legal Hazards of Medical Practice To-day.”’ 


Association Notices 





MIDDLEMORE PRIZE 


The Middlemore Prize, which consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic medi- 
cine or surgery. The Council of the British Medical 
Association is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “ The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” 

Essays submitted in competition must reach the Secre- 
tary, British Medical Association, British Medical Associa- 
tion House, Tavistock Square, London, W.C.1, on or before 
December 31, 1951. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit, the prize will not be awarded in 1952. 


Diary of Central Meetings 


SEPTEMBER 
24 Mon. Psychological Medicine Group Committee, 2 p.m. 
26 Wed. Special Meeting of Council, 10 a.m. 
27 Thurs. Staff Side of Whitley Committee C, 10.30 a.m. 
(at 1, Richmond Terrace, London, S.W.). 

27 Thurs. General Medical Services Committee, 11 a.m. 
27 Thurs. Full Whitley Committee C, 12 noon (at 1, Rich- 
mond Terrace, London. S.W.). 

28 Fri. Venereologists Group Cominittee, 2.30 p.m. 

OCTOBER 

2 Tues Organization Committee, 12 noon. 

3 Wed. Publishing Subcommittee, 10.30 a.m. 

3 Wed. Arrangements Committee for Annual Meeting, 
1952, 2 p.m. 

3 Wed. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m. 

; 3) Wed. General Practice Review Committee, 2 p.m. 
3 Wed. Registrars Group Council, 2 p.m. 
4 Thurs. Centra: Consultants and Specialists Commitiee, 
‘ 11.30 a.m. 

5 Fri. Services Committee, 10 a.m. 

9 Tues. Joint Committee for Consultants (at Royal College 
of Obstetricians and oer prt 58, Queen 
Anne Street, London, W.), 10.3 

10 Wed. “— Committee (at Raven Hotel, Shrewsbury), 

p.m. 

12. Fri. Subcommittee on Maladjusted Children, Psycho- 
logical Medicine°-Group Committee, 2 p.m. 

24 Wed. Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BouRNEMOUTH Division.—At- Royal Victoria Hospital, Bos- 
combe, Friday, September 28, 8.15 p.m., meeting. Address by 
Dr. A. R. French: “* The Legal and Ethical Aspects of Medical 
Practice.” 


CHESTERFIELD Division.—At Lecture Room, Walton Sana- 
torium, Matlock Road, near Chesterfield, Friday, September 28, 
8.45 p.m., Presidential! Address by Dr. Gordon Williams: 
** Medical Problems in Occupied Germany.” 

SouTH Essex Division.—At Nurses Lecture Theatre, Oldchurch 


Hospital, Romford, Friday, September 28, 9 p.m., lecture by 
Dr. Robert Forbes (Secretary, Medical Defence Union): 
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PARTING OF THE WAYS 


DRASTIC CHANGES RECOMMENDED IN 
HOSPITAL SERVICES 


The anomalous position of the regional hospital boards is 
the most important problem to be solved in the hospital 
services. More than a slight modification of the present 
system of financial control is needed. The Ministry of 
Health must either decide to give greater scope to regional 
hospital boards or it must move towards reorganizing the 
service on the basis that the functions of these boards are 
of a planning and advisory nature. The choice between 
these courses is a major question of policy. “The develop- 
ment of the hospital service appears to have reached the 
parting of the ways.” This is the general conclusion of 
the 11th Report of the Select Committee on Estimates 
(London: H.M.S.O.). The report concerns the hospital 
services in England and Wales, but excludes consideration 
of the teaching hospitals. 


Deterioration 


The report comments on -how the position of regional 
hospital boards has deteriorated in comparison with early 
conceptions. For instance, the time allowed for scrutinizing 
the estimates of hospital management committees is totally 
inadequate. The boards’ power to allow hospital manage- 
ment committees to transfer expenditure from one subhead 
to ariother has been withdrawn, though the Ministry has 
now proposed “an uneasy compromise” by which both 
the Ministry and the boards are to have this power. The 
report finds that, if because of financial stringency or other 
reasons the Ministry cannot carry out the policy of de- 
centralization to which it is committed, many of the func- 
tions allotted to the boards become redundant. The inter- 
position of a controlling authority between the individual 
hospital management committee and the Ministry must lead 
to considerable delays. If the powers and independeiice of 
the boards are not increased, better results would be achieved 
if the Ministry were to deal direct with hospital manage- 
ment committees in financial matters through the principal 
regional officers. 

Block Grants 


Many witnesses advocated a system of block grants to 
regional hospital boards, leaving it to the boards to distri- 
bute the sum among their hospital management committees. 
These committees could then use the money in the way they 
thought most appropriate, and any unspent balance at the 
end of the year would accrue to the hospital making the 
saving and would not be returned to the Exchequer. . Much 


evidence showed that inability to transfer money from one 
subhead to another was a deterrent to economy, for the 
money was spent up to the hilt. A Ministry. of Health 
witness intimated that the Ministry was moving towards a 
system of block grants, leaving the regional board to allot 
money to the management committees, but retaining the final 
decision over this allocation. The Select Committee con- 
siders that as soon as possible there should be the largest 
possible degree of decentralization. A Ministry. official 
stated that he could see no difficulty in operating a block 
grant (grants-in-aid) system, but he had no confidence that 
Parliament would agree to it. . 

The Select Committee recommends that the power of per- 
mitting transfer between subheads should be restored to 
regional boards. Further, where a hospital authority has 
by efficiency effected a real saving on its estimates, recogni- 
tion should be given to this in considering subsequent esti- 
mates of that authority. For example, approval for other 
expenditure might be given in an earlier financial year than 
would otherwise be the case. 


Staffing 


More than 60% of expenditure on hospital and specialist 
services goes on salaries or wages. Evidence was given of 
astonishing increases of administrative staffs. For example, 
Dr. JT. Rowland Hill, speaking for the B.M.A., referred to 
King’s College Hospital. “Before the war the house 
governor of that hospital had a staff of 40 persons, cleri- 
cal and administrative staff. He now has a staff of over 
200 and . . . he is shocked at this increase Which has taken 
place.” The Select Committee carried out a sample survey 
and found that in the Sheffield region administrative and 
clerical staffs had increased by 63% between 1948 and 
March, 1951. The Committee believes that substantial 
economies can be achieved by a national review of the 
whole question of staffing, and the regional boards should 
be given greater powers of controlling the size of the staffs 
of their hospital management committees. 


Whitley Councils 


The Committee found that the Whitley machinery was” 
unsatisfactory. Management committees are not repre- 
sented in it at all, while the regional boards’ representa- 
tives are outnumbered by those of the Ministry of Health 
and the Department of Health for Scotland. As a result, 
hospital authorities have not been accepting Whitley Council 
decisions, and payments in excess of agreed scales have 
been made. The Committee recommends that the Depart- 
ments concerned should give urgent consideration to the 
Whitley Council system. 
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Capital Expenditure 

The Committee received strong complaints from two 
regional hospital boards (Sheffield and South-west Metro- 
politan) that owing to inflexible controls they had been 
prevented from spending the full amount of their already 
restricted capital budgets. The Ministry contended that 
though the controls were irksome some boards had been 
slow off the mark. The Committee found that, because 
of administrative delay, less capital work is in fact carried 
out than would have been possible. Greater dispatch could 
be achieved by arrangements between the Ministry of 
Health and the Ministry of Works. 


Accounts 


The Committee advocates early publication locally of the 
general financial position of hospitals. Hospital manage- 
ment committees should issue annually a statement in narra- 
tive form giving a general description of their activities 
during the year and of the main statistics and accounts. 


Areas of Boards and Committees 


The South-west Metropolitan region was considered to be 
too large, and the Committee recommends that it be split 
into two. The hospital grouping is in general satisfactory, 
but there is a case for reviewing the grouping in the East 
End of London. 


Membership of Boards and Conmittees 


The representatives of the B.M.A. criticized both the 
system of selection and the adequacy of medical repre- 
sentation. For instance, Dr. Rowland Hill emphasized that 
the medical staff of a hospital should always have some 
representation om a management committee. Moreover, 
medical representation was inadequate on regional boards 
as well as on management committees. He considered that 
the representation on regional boards should be the same 
as that on boards of governors—namely, up to one-fifth. 
He also advocated the local choosing of members of hospi- 
tal management committees by election, instead of being 
ministerially selected. 

On the whole medical witnesses were more concerned 
with adequacy of consultation than with medical repre- 
sentation on the boards, and the Committee believes that 
medical representation is ample. The Committee empha- 
sizes the great importance of encouraging local sentiment 
in the administration of hospitals, for it is the most power- 
ful agency preventing the hospital service from degenerating 
into an arid bureaucracy. Adequate local consultation is 
vital. 

Pressure on Hospitals 


Nearly all the witnesses stated that there had been a 
greatly increased pressure on hospital services since the 
appointed day, and that this was true of most forms of 
treatment. Figures submitted by the Royal College of 
Physicians, and referring to a general hospital, showed the 
great increases that have taken place between 1939 and 1949 
in the numbers of beds occupied, admissions, pathological 
investigations, and various kinds of treatment. There was 
one exception to the trend—the numbers of deaths. Evi- 
dence showed that there had everywhere been a great 
increase in the numbers of out-patients. To a considerable 
extent this was found to be due to general practitioners 
sending to hospital patients whom formerly they would 
themsé¢lves have treated in their own surgeries. Opinions 
differed on whether or not this was a good thing. The 
B.M.A. representatives claimed that it was not, and that if 
doctors were not overburdened with clerical work they could 
treat 20-25% of the patients who are now unnecessarily 
sent to out-patient departments. On the other hand, the 
Royal College of Physicians witnesses thought the develop- 
ment was a good one, as it tended towards earlier diagnosis 
and more efficient treatment. 


The Hospital Endowments Fund 


Hospitals find some difficulty in deciding what to spend 
their money on. The fund was intended to provide ameni- 
ties, but there are divergent views on what these are. Many 
hospitals do not spend their yearly allocations. Out of 
£6.6m. available in 1949-50 only £1.4m. was spent. The 
Committee recommends that the Ministry of Health should 
define what this money may be spent on. 


Pay-beds 


Though the Committee heard evidence on amenity beds 
and private beds, it made no comment on the matter because 
it is under discussion between the Ministry and the medical 
profession. Private beds are now very expensive, charges 
varying from £10 to £20 a week, or even more. The B.M.A. 
evidence was that the two types of bed should be merged ; 
possibly the cost of the new type of bed should be the 
difference between the full cost of a private bed and the 
value of a bed to a patient who went in free. 


The G.P. and the Hospital 


Although figures are not available, it was generally agreed 
by witnesses that the number of hospital patients attended 
by general practitioners has diminished since the appointed 
day. This has been due to a deliberate change of policy 
under which whole hospitals or parts of hospitals hitherto 
available to general practitioners have been selected for 
special kinds of treatment. The B.M.A. representatives 
stated that some of this so-called up-grading was unneces- 
sary and extravagant. They also suggested that the general 
practitioner was being squeezed out of the hospital service 
and that he should be given more facilities to meet hospital 
staffs and to have x-ray and pathological examinations done 
at hospitals. The Ministry of Health stated that this had 
always been its policy, but that at many hospitals it would 
lead to an increase in the number of such examinations and 
to a further strain on hospital resources. The Royal College 
of Physicians representatives took the contrary view. The 
Committee agrees with them, and recommends that, except 
where a hospital can advance cogent reasons against it, the 
facilities to general practitioners at hospitals should be 
extended, and they should have the right to have x-ray 
and pathological examinations carried out. 








KINGSTON APPEAL 


The following statement has been issued by the Kingston 
and Malden Victoria Medical Foundation. It is addressed 
to every member of the medical profession. An annotation 
appears in the Journal at page 784 and a letter from Dr. 
F. B. Lake at page 794. 

“The decision of a group of doctors and laymen of 
Kingston and Malden to found a new voluntary hospital 
comes as the climax of a long struggle to preserve the 
former Victoria Hospital, about which you will no doubt 
have read in the newspapers. ‘ 

“The history of the closing of the Victoria Hospital is 
but another example of a process which has become all too 
familiar to our profession during the past few years. 

“The district was formerly rather fortunate in its hospi- 
tal services, for, in addition to the large County Hospital, 
it had the 44-bed Victoria, staffed by the practitioners of 
the area and a team of consultants from London who held 
regular out-patient and operating sessions there. In this way 
any practitioner who wished to do so could attend his 
patients in the hospital in callaboration with a consultant 
of repute, to the great benefit of his patients and the con- 
stant refreshment of his own professional knowledge. 

“This arrangement was felt to be ideal, and worthy of 
inclusion in a future better health service, as part of the 
hospital services of every district where such facilities do 
not exist at present. 
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“The arbitrary decree of ghe regional board, therefore, 
that the Victoria Hospital should close, and its buildings 
be taken over as a wing of the nearby County Hospital, was 
received with dismay and indignation by the practitioners 
and citizens of the district, whq used every means in their 
power to avert the catastrophe, and were supported in their 
efforts by every public body concerned. 

“ Their efforts were rewarded by a curt 10 days’ notice 
to cease admitting patients. This edict was defied and the 
doctors and lay committee took the extraordinary measure 
of locking and guarding the hospital; they succeeded in 
running it in defiance of the board for a period of six 
months. By so doing the doctors succeeded in gaining time 
for further (fruitless) negotiations, in petitioning Parliament, 
in sending a deputation to the Minister of Health, and in 
informing the public about what was happening to the 
hospital services in Kingston and elsewhere. 

“The ultimate defeat of this spirited effort of a small 
group of doctors against the massed forces of bureaucracy 
was perhaps inevitable, but they did succeed in checking 
the process, and have probably postponed the fate of many 
similar institutions. The so-called Kingston ‘rebels’ have 
put up the first effective resistance to this sort of tyranny 
that professional men have yet offered. 

“ Further, out of defeat victory may yet come. 

“ The proposal to replace our hospital by a new voluntary 
foundation is extremely practical. It is not in opposition to 
the National Health Service, as it will help in a small way 
to ease the admitted shortage of hospital beds. 

“The difficulty of obtaining a building licence in these 
times is met by the fact that there are available in the 
district several large mansions, no longer workable as private 
houses, but any one of which would be eminently suitable 
(with little or no structural alteration) for use as a small 
hospital. 

“We have no doubt that we can create a new Victoria 
and make it a worthy successor to the old. To this end we 
are appealing to three sections. of the community: (1) To 
the people of Kingston and Malden, who need the hospital. 
(2) To the general public, who must view with alarm the 
decay of local government and the disregard by central 
bureaucratic ‘planning’ of the wishes and needs of local 
people. (3) To the medical profession, all sections of which 
are affected by the implications of the Kingston hospital 
dispute. 

“The general practitioner is being slowly but surely 
squeezed out of hospital practice, and the consultant and 
hospital officers are becoming more and more at the mercy 
of authorities miles away, who know little and appear to 
care less about the problems and opinions of the professional 
men and women responsible for the actual care of the sick. 

“These evils are neither inevitable nor necessary, and 
they surely will be amended if we of the profession show 
courage and determination. 

“Success of the Kingston project will represent a victory 
for the principles in which we all believe, and for that 
reason we venture to appeal to our colleagues everywhere 
for financial help. 

“An average subscription of 10s. from each member of 
the profession would give us half the total sum required. 
(Don’t let this statistic discourage the more happily placed 
from a larger subscription !) 

“ However far from Kingston you may live, and whatever 
branch of medicine you may practise, we are fighting your 
battle as well as our own—please help us if you can. . 


“ (Signed) F. B. Lake, 
“ Chairman.” 


. 


Founder Members 


R. F. M. Child J. Wallace Kemp R. D. Robinson 
A. Evans F. B. Lake C. de L. Shortt 

J. Franks D. de Launay B. J. Skentelbery 
E. G. L. Goffe G. D. N. Milne N. Skentelbery 
H. U. Gould G. L. M. Norman A. P. Varley 

W. G. Scott-Hart G. Petit R. E. Wirgman 
H. A. C. Riley 





EAST GRINSTEAD FUND 
STATEMENT BY MINISTRY OF HEALTH 


The following statement has been issued by the Miriéstry of 
Health on the £24,000 fund subscribed to build a children’s 
wing at the East Grinstead Queen Victoria Hospital. A 
report of a public meeting held at East Grinstead appeared 
in these columns last week (September 22), and an annotation 
in the Journal at p. 726. 


**In the publicity given to the fund of £24,000 held by trustees 
on behalf of the Queen Victoria Hospital, East Grinstead, the 
impression is created that the Ministry of Health is arbitrarily 
demanding that the money should be paid into the central 
Hospital Endowments Fund heedless of the wishes of the donors. 
One newspaper has even accused the Ministry of robbery. This 
shows that the whole position has been misunderstood. 

“* There has never been any suggestion of depriving the hospital 
of this money and refusing to build a new children’s wing. The 
Ministry fully agrees that a new wing for.this purpose is a matter 
of urgency. Discussions are already taking place with the South- 
east Metropolitan Regional Hospital Board to see how quickly 
the scheme can be got on with. The inhabitants of East Grinstead 
can rest assured that they will have their new hospital wing just 
as quickly in this way as they would if the local fund had been 
directly applied to the purpose. 

“It is the National Health Service Act itself which has in fact 
transferred to the Minister, and through him to the Hospital 
Endowments Fund, such part of the fund held by the trustees as 
was given or guaranteed before the Act. But, even so, the hospital 
will be better off as a result of this transference than it would 
be if the local fund had to bear the whole cost of the new wing 
itself. It will have its new wing no less quickly and at the same 

. time will have for amenity purposes a share of the income from 
the Hospital Endowments Fund.” 











GENERAL PRACTICE AT SHEFFIELD 
SOME COMPARATIVE COSTS 


According to Sheffield Executive Council’s report for the 
year ending March 31, 1951, the most expensive service pro- 
vided under the N.H.S. was the dental service. The average 
cost per head of the population was 19s. 7$d. The general 
medical services came next with 18s. 4d. The corresponding 
figure for the pharmaceutical service was 16s. 6d. and for 
the ophthalmic service 10s. 104d. Administration cost 8d. 


Filling Practice Vacancies 


During the year a Practices Committee was set up. It is 
composed of an equal number of re»esentatives from the 
executive council and the local medical committee, with a 
medical member of the council as chairman. The committee 
is responsible for deciding whether vacancies should be 
advertised, for interviewing applicants, and for making 
recommendations to the Medical Practices Committee in 
London. 

The keen competition to fill general practice vacancies in 
Sheffield is shown by the fact that there were 61 applications 
for one vacancy and 17 for another. Two vacancies also 
occurred in partnerships. In the first a new assistant was 
engaged with a view to early partnership ; in the second an 
assistant was made a partner and a new assistant was 
engaged. In a small practice a vacancy that occurred was 
not advertised, and the list was divided between neighbouring 
doctors. 

Principals and Assistants 


Since the Health Service began the number of principals 
in general practice at Sheffield has gradually increased from 
206 to 222. The total number of assistants, which was 14 
at July 5, 1948, increased to 23 at April 1, 1949, but was the 
same two years later. The report estimates that 99.61% of 
the population are registered on doctors’ lists. The capitation 
fee for the year was 16s. 5d. 

At March 31 this year seven doctors were receiving grants 
for training assistants, and six doctors were receiving the 
basic salary of £300. 
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G.P.s'\5 REMUNERATION 


MEETING WITH MINISTER 


On September 21 a deputation from the General Medical 
Services Committee met the Minister of Health (not only 
the permanent officials, as stated last week) to discuss 
remuneration and the procedure for arbitration. A large 
measure of agreement on the procedure for arbitration was 
achieved. 

The deputation consisted of Drs. S. Wand, A. Campbell, 
H. G. Dain, A. B. Davies, F.-Gray, W. M. Knox, and A. T. 
Rogers, together with members of the secretariat. 

The full committee met on September 27, and an account 
of the negotiations to date will be given in these columns 
next week. 





INSURANCE CERTIFICATES AT HOSPITALS 


DOCTORS TO SIGN 


In the past lay officers have been able to sign National 
Insurance intermediate certificates for hospital out-patients. 
This procedure has been found to be unsatisfactory in that 
a statement of attendance for treatment and of the nature 
of the complaint does not necessarily indicate whether the 
patient is fit for work. The lay officer therefore has to obtain 
a medical opinion on the patient’s capacity or incapacity for 
work, so that there is little real economy in medical time. 
The Minister of Health has now ruled that medical officers 
should sign these certificates. He believes ihis will cause no 
real difficulty (R.H.B. (51) 88). 








Correspondence 








Towards the Health Centre 


Sir,—I have read with interest the two articles “ Towards 
the Health Centre” (Supplement, September 8 and 15, 
pp. 105 and 113) based on a report of the B.M.A. May 
I be permitted to comment on one of the points raised ? 
I have no doubt that other aspects of the report will be 
dealt with by correspondents. 

I quote: “A formal partnership is at least worth con- 
sidering. ... The staff should be free to adopt any 
method of distribution of earnings. It is suggested that 
salaries and fees should be pooled and, after payment of 
joint expenses such as rent, should be distributed in agreed 
shares, the distribution to be revised at intervals.” 

Most G.P.s, on mature consideration, agree in principle 
that health centres are needed. Nobody has yet produced a 
satisfactory scheme for distribution of earnings. This fact 
makes the G.P. reluctant to work in a health centre. The 
idea of a health centre is new and purely experimental. What 
guarantee has an established practitioner that he will not 
suffer a loss of income by transferring his practice to a 
health centre ? Would any trade union allow its members 
to work on a new and experimental project if they were 
likely to lose financially? Why should a doctor enter a 
health centre if there are any doubts as to its eventual 
success ? 

Most doctors are essentially individualists. Partnerships 
are not always acceptable and seldom wholly successful. 
One can envisage a health centre, as proposed in the report, 
in-which each member of the partnership is competing one 
with the other for the maintenance of a full list or the 
endeavour to build up a full list. Where doctors have to 
compete for patienfs, you cannot have a harmonious partner- 
ship. I would suggest, Sir, that the only way in which a 
partnership can be successful in a health centre is where the 
necessity to build up full lists, in order to maintain a decent 
standard of living, is eliminated.—I am, etc., 

London, W.6. B. ROSEFIELD. 






M.P.C.’s Action Deprecated 


Sir,—A vacancy recently arose on the medical list of this 
council and was duly advertised.-..Therewere 53 applicants, 
and a joint committee composed of representatives of this 
council and the local medical committee spent two hours 
sifting the applications and submitted a short list to the 
Medical Practices Committee. In due course that committee 
appointed a doctor whose name was not included in the list 
submitted. 

At a meeting of my council the action of the Medical 
Practices Committee was strongly deprecated. The view 
was expressed that it was futile for a committee to 
spend two hours sifting applications only for its recom- 
mendations to be overruled. A resolution, of which the 
following is a copy, was unanimously adopted, and I was 
instructed to forward the same to you: 

“‘ That in future when any vacancy arises in the medical! list 
of the Northampton Executive Council all applications be for- 
warded. to the Medical Practices Committee without any recom- 
mendation and that the said committee be requested to formulate 
its own short list and interview selected applicants and make its 
own appointment.” 








—I am, etc., 
ALFRED CAMPIN. 
_Northampton. Clerk of the Executive Council. 
Association Notices 
Diary of Central Meetings 
OcTOBER 
2 Tues. Organization Committee, 12 noon. 
3 Wed Publishing Subcommittee, 10.30 a.m. 
3 Wed. Arrangements Committee for Annual Meeting, 
1952, 2 p.m. 
3 Wed. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m. 
3 Wed. General Practice Review Committee, 2 p.m. 
3 Wed. Registrars Group Council, 2 p.m. 
4 Thurs. — Consultants and Specialists Committee, 
a.m 
S$ Fri. Services Committee, 10 a.m. 
5 Fri. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 
9 Tues. Joint Committee for Consultants (at Roya! Coliege 
of Obstetricians and Gynaecologists, 58, Queen 
Anne Street, London, W.), 10.30 a.m. 
9 Tues. Central Ethical Committee. 12 noon. 
9 Tues. Building Committee, 2 p.m. 
10 Wed. Welsh Committee (at Raven Hotel, Shrewsbury), 
2.15 p.m. 
11 Thurs) Journal Committee, 2 p.m. 
12. Fri. Ophthalmic Group Committee, 2 p.m. 
2. Fri. Subcommittee on Maladjusied Children, Psycho- 
; logical Medicine Group Committee, 2 p.m. 
12 Fri. Editorial Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2.15 p.m. 
15 Mon. Armed Forces Committee, 2 p.m. 
17 Wed. Private Practice Committee, 11.30 a.m. 
23 Tues. Joint Formulary Committee, 2 p.m. 
24 Wed. Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Coventry Diviston.—At Pilot Hotel, Burnaby Road, Coventry, 
Tuesday, Octgber 2, 7.45 for 8 p.m., supper-meeting ; inaugu 
address by the Chairman. Dr. James Ballantine: “ Reminiscences 
of a General Practitioner.” j 

Doncaster Mepicat Society.—At Messrs. Parkinson’s Café, 
High Street, Doncaster, Tuesday, October 2, 7.30 p.m., meeting in 
conjunction with Doncaster Division. Dinner, to 7 followed by 
an address by Dr. L. C. Nickolls. 

NUNEATON AND TAMWORTH Division.—At the Red Lion Hotel, 
Atherstone, Tuesday, October 2, 8.45 p.m., valedictory addréss 
by retiring chairman, Dr. P. W. Parkes. 

RIcHMOND Division.—At Royal Hospital, Richmond, Friday, 
October 5, 9 p.m., Mr. V. Zachary Cope: “‘ Problems of ’ General 
Practice, Past, Present, and Future.” 
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GENERAL MEDICAL SERVICES COMMITTEE 


ANNUAL CONFERENCE POSTPONED 


An all-day meeting of the General Medical Services Com- 
mittee was held on September 27 under the chairmanship 
of Dr. S. WaNbD. The resignation of Dr. S. A. Winstanley 
was received with much regret and with a warm expression 
of appreciation of his long services. Dr. Winstanley wrote 
that he looked back with much happiness on his 23 years’ 
membership. With the exception of Dr. Dain, he believed 
he was the senior member both in age and length of service. 

The Annual Conference of Local Medical Committees, 
which had been originally fixed for October 25, now 
announced as the date of the general election, was postponed 
until October 31. 

The CHAIRMAN reported progress on the discussions on 
arbitration which the Committee’s representatives were 
having with the Minister. A number of points had now 
been settled and a further reply was expected from the 
Minister within the next few days. It was decided to call 
an emergency meeting of the Committee on October 4 to 
consider this reply and to map local medical committees 
informed of progress. 


. Shortage of Hospital Beds 


A long letter from the Ministry on hospital emergency 
admissions machinery was placed before the members. It 
set out the following principles as having been agreed: 


(1) That ih every hospital of reasonable size there should be a 
lay officer—junior, perhaps, but preferably of higher status than 
a telephonist or porter—responsible for the initial handling of 
requests for admission. 

(2) That in every large hospital with a resident medical staff 
there should be a medical officer in charge of the admissions 
office for that hospital. 

(3) That in every hospital management committee group there 
should be a medical officer designated as group admissions officer, 
at least of senior registrar status and armed with the power of 
the management committee if necessary to direct any hospital 
within the group to admit a particular patient. 

(4) That at a higher level—Greater London or Merseyside 
Emergency Bed Service or regional headquarters—there should 
be a member of the senior administrative officer’s medical staff 
responsible for co-ordinating and assisting the group admissions 
Officers in that area. 


Dr. ROWLAND Hitt, chairman of the Central Consultants 
and Specialists Committee, who attended for this discussion, 
said that hospitals felt a certain disquiet at some phraseology 
in this letter, such as the reference to “ directing” hospitals 
and the title of “ enforcement officer,” but they had every 
sympathy with the need for an arrangement whereby the 


doctor wishing to send a case to the hospital could speak 
directly to the doctor on duty. It should be made a clear 
responsibility of the resident staff to be readily available 
to doctors from outside who telephoned them and to deal 
efficiently with such requests as they made. The accessi- 
bility of the doctor inside to the doctor outside should 
be as immediate as possible. A “bed bureau,” while it 
had its uses, was not really a healthy substitute all over the 
country for doctor-availability. The person referred to as 
the “group admissions officer” or the “enforcement 
officer’ should be a senior registrar, not someone who had 
given up clinical work for pure administration. 

A member of the Committee said that there was much 
dissatisfaction with. the arrangements now obtaining in 
London and much foreboding with regard to winter 


pressure. The arrangements in London should be central- — 


ized. Another member pointed out that no reference was 
made in the Ministry’s letter to the necessity for increasing 
the number of beds available, which was the crux of the 
situation. Two members said that there was a small pro- 
portion of doctors who passed «2 cases too loosely to 
hospital. Until certain of their general practitioner 
colleagues could be educated to send patients to hospital 
only when they required hospital treatment this problem 
would remain. 

The CHAIRMAN, after further discussion, said that the 
Ministry’s document seemed to him to represent a very 
substantial step forward not only towards the setting up 
of new machinery but towards the education of the Ministry 
as to the need for tackling this problem. He suggested— 
and it was agreed—that general approval be given to the 
proposals, and he hoped that the Committee would give 
him as chairman certain powers, and that Dr. Rowland Hill 
would receive certain powers from his committee, to bring 
the matter to a practical conclusion. Dr. ROWLAND HILL 
said that among the consultants there was no lack of sym- 
pathy in this matter at all. They understood the need for 
dealing with it efficiently. His Committee would do its 
part as a matter of urgency. 


Subjects Discussed with the Ministry 

The Committee then turned to a report on a large number 
of general matters which had been discussed with the 
Ministry. The CHAIRMAN said that he believed that pro- 
gress was being made on the old question of stock orders. 
The Ministry had made an offer on the rate of on-cost to 
the chemists, and this had been accepted. They would now 
be free to pursue the matter further. On the subject of 
economy in prescribing the Ministry had agreed to draft a 
poster suitable for doctors’ waiting-rooms. (One member 
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remarked that no poster was “ suitable for doctors’ waiting- 
rooms.) The Ministry had agteed to keep tts machinery 
under careful scrutiny so as to ensure that the procedure 
in disciplinary casés and appeals wds not unduly delayed. 
It was mentioned that there was one case in which eleven 
months had elapsed between the complaint and the final 
determination. 

On. the question of medical treatment of lighthouse 
personnel the Ministry had stated that it was compelled 
under the terms of the Act to regard the ten lighthouses 
in the areas of executive councils as covered by the National 
Health Service. It was prepared to make payments to 
doctors from the Inducement Fund if the profession pre- 
ferred this, and if any case actually occurred of a doctor 
being marooned for a time on one of these lighthouses the 
most sympathetic consideration would be given to the grant 
of an ad hoc payment. The position would be clarified at 
the next meeting with the Ministry. 


Filling of Vacancies 

The Ministry submitted a list of cases in which since 
January, 1950, the executive councils had recommended that 
no yacancy should be declared, but the Medical Practices 
Committee had recommended that a vacancy should be 
advertised. It was pointed out, however, from several 
quarters in the Committee that the information furnished 
in particular cases by the Ministry was not by any means 
complete enough even for a provisional judgment, and it 
was decided before proceeding further in the matter to 
request more particulars relating to each of the localities 
and practices concerned. 

Much other business was before the Committee in agenda 
running to some fifty items, and various matters were post- 
poned until a later meeting. 








SUPPLEMENTARY OPHTHALMIC SERVICE 
CENTRAL OPHTHALMIC LIST 


As from November 1, according to the N.H.S. (Executive 


Councils) Amendment Regulations, 1951, No. 1696, “a 
medical practitioner having the prescribed qualifications ” 
for admission to the Central List shall have either 


(a) held an appointment under the Hospital and Specialist Ser- 
vices provided under Part II of the Act with the status of con- 
sultant ophthalmologist or held for a period of two years an 
appointment of equivalent status as an ophthalmic surgeon or 
assistant ophthalmic surgeon on the staff of an ophthalmic 
hospital or a hospital having a special ophthalmic department 
approved for this purpose by the committee, or 

(b) obtained the Diploma in Ophthalmic Medicine and Surgery 
or the Diploma in Ophthalmology (Conjoint Board) or the 
Diploma in Ophthalmology (Oxon) or any other higher degree or 
qualification approved by the committee and held for the period 
of two years an appointment or appointments in an ophthalmic 
hospital or the ophthalmic department of a general hospital which 
has been approved for this purpose by the committee, of which 
period at least six months shall mare been spent in a resident 
appointment, 
and shall, to the satisfaction of the Minister acting on the 
advice of the committee, have had adequate, including recent, 
experience. The committee concerned is the Ophthalmic 
Qualifications Committee. 

Applications received by the committee before November 
1, 1951, will be considered under the existing regulations. 








HOSPITAL RESERVISTS 
SERVICE PAY TO BE MADE UP 
Hospital employees (including doctors) who are ‘reservists 
for the Forces, called up for service under a plan announced 
in January_this year, are to have their Service pay made up 
to their civilian pay under the Reserve and Auxiliary Forces 
(Protection of Civil Interests) Act, 1951. The scheme pro- 
vides for the call-up for 18 months’ service of about 6,000 
naval reservists and possibly 200 regular and volunteer 


reservists in the R.A.F., and ‘for call-up for three morths’ 
continuous training of 2,300 members of the Royal Auxiliary 
Air Force and 600 regular and volunteer reservists. in, the 
R.A.F. For determining the payments to be made’ the 


‘ following rules are to be observed (R.H.B. (51) 97): 


(a) Civil pay should be taken to mean the employee's remunera- 
tion at the date of call-up, exclusive of overtime, extra duty 
allowance, temporary acting allowance, or non-pensionable allow- 
ances of any kind. Any increments on the current pay scale which 
fall due during the period of absence should be allowed, but an 
employee who, while absent, secures promotion to a higher grade 
or is successful in obtaining a higher post will not receive the 
—_— of the resulting increase in pay until he actually resumes 

uty. 

(b) Service pay should be taken to mean all Service pay and 
allowances, including marriage allowance, family allowance, and 
other similar allowances, but excluding lodging allowance or 
ration allowance or allowances—e.g., clothing allowance, servant 
allowance—granted to meet specific items of Service expenditure. 
Any disciplinary stoppages from Service emoluments should be 
disregarded—i.e., the Service emoluments should be taken at the 
full rate, ignoring the amount of the stoppage. 








COUNCIL DINNER 


The Council of the Association has decided to reinstitute 
the Autumn Council Dinner, which was discontinued during 
the war and was last held in 1938. The purpose of the 
dinner is to entertain those officers and officials of the Asso- 
ciation who have recently retired, members of the Govern- 
ment and of the Civil Service, and other persons with whom 
the Association has relations in the course of its work, and 
representatives of kindred societies and other important 
organizations. The cost is met from the Hospitality Fund 
and is not a charge on the general funds of the Association. 
The dinner will take place this year in the Great Hall of 
the Association on the evening of Tuesday, November 6. 








PUBLIC HEALTH COMMITTEE 


Many matters of interest came before the Public Health 
Committee of the Association at its two-hour meeting on 
September 21. The Committee, to the chair of which Dr. C. 
METCALFE BROWN. was unanimously re-elected, considered 
the question of. co-option with a view to making its member- 
ship as representative as possible of all sections of the public 
health service. After the co-option of Dr. Doris A. Craig- 
mile, an assistant county medical officer, it was left in the 
hands of the chairman, after consultation with the officers 
of the appropriate group, to nominate a representative of 
medical officers holding the “mixed appointment” of 
M.O.H. and A.C.M.O. The Committee also considered the 
nomination of the staff side representatives and deputy repre- 
sentatives on Committee C of the Whitley set-up,.and made 
recommendations to Council. 

A provisional constitution of the Central Midwives Board, 
on the lines indicated in the report of the Midwives Work- 
ing Party, was forwarded from the Ministry of Health. The 
purpose of the reconstitution was to increase the number of 
midwives on the Board, and midwives under the new arrange- 
ment would constitute half the Board of 16. Attention was 
drawn to the inadequacy of general-practitioner representa- 
tion. "Whereas 11 members are to be appointed by the 
Royal Colleges and other bodies (one of them the Society 
of Medical Officers of Health), there is provision for only 
one general practitioner, to be appointed by the Minister 
after consultation with such persons or bodies as he thinks 
fit. The Committee’s feeling was that the British Medical 





Association should be one of the appointing bodies, and a 


recommendation was framed to that effect. 

Discussion took place on the resolution passed at the 
recent Annual Representative Meeting on public education 
in health matters, which, inter alia, insisted on the anonymity 
of practitioners who took part in either sound or visual 
broadcasting. The Committee felt that, in view of the special 
role of the medical officer of health, this rule should not 
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apply to a full-time medical officer broadcasting in relation 
to his duties. 

On another resolution from the Annual Representative 
Meeting concerning the issue to parents, on the registration 
of a birth, of information on the advisability of vaccination, 
it was agreed that the Ministry of Health and the Registrar- 
General should be approached on the subject. The Com- 
mittee learned from a Scottish member that similar action 
had been usefully taken in Scotland. 


“Closed Shop” 


It was reported that the Durham County Council had 
given an assurance that its “closed shop” policy would 
not be applied to medical officers, and that candidates for 
medical posts would not be questioned about their member- 
ship of a trade union or other professional organization. 
A letter from a member of the Association, however, 
suggested that the “closed shop” battle had not yet been 
won. The Education Committeé of the Durham County 
Council had adopted regulations that application for salary 
in cases of extended sick leave, special leave, etc., “ must 
be made through the proper organization of which the 
employee is a member.” The Committee is taking steps 
to obtain a confirmation of the assurances already given 
and with special reference to the new regulations. 


Implementation of Awards 


The Committee was presented with a schedule prepared 
by the office showing the up-to-date position on the imple- 
mentation of the awards (Nos. 2285 and 2321) of the 
Industrial Court on salaries of public health medical officers. 
In England and Wales, out of 62 counties, the first award 
had been implemented in 56 and the second in 43, and for 
83 county boroughs the figures were 50 and 43 respectively. 
In a number of cases the matter was still under considera- 
tion. Implementation had been refysed by eight authori- 
ties in connexion with which appeals at both local and 
regional levels are pending. It was stated that publication 
of advertisements in the Journal took place only when both 
awards had been accepted. 

On the question of thé substitution of the Industrial *Dis- 
putes Order, 1951 (No. 1376), for the Order of 1940 
(No. 1305), the chairman said that the position had been 
distinctly worsened from the point of view of the profes- 
sion. Counsel’s opinion was that no professional body, 
including the Association, could report a dispute under the 
new Order, because it was not a trade union. It was there- 
fore important that further efforts should be made to settle 
as soon as possible a form of arbitration under Whitley 
Council procedure. It was stated that this question would 
be raised at the special meeting of the B.M.A. Council to 
be held the following week, when the amendment of the 
Act would be proposed in order that appropriate machinery 
might be set up. A formal recommendation was agreed, 
asking the Council to press for the amendment of Section 66 
of the National Health Service Act and the establishment 
of a National Health Service Court of Arbitration, to which 
reference should be unilateral and whose decisions and 
awards should be legally binding. 

Three medical officers of health had written to the Associa- 
tion in dissatisfaction at the salary scale selected by their 
employing authorities. In all three cases it was admitted 
that the scale selected by the employing authority had been 
within the range laid down by the Industrial Court, but it 
was alleged in one case that account had not been taken, 
in holiday resorts, of an increased summer population. It 
was the view of the Committee that, where under the award 
discretion lay with the local authority, it would be diffi- 
cult to intervene unless evidence was produced to show 
that in the exercise of such discretion the authority had 


acted improperly. 


Protest 


The notice of the Committee had been drawn recently 
to a circular issued by a local health authority in which 
responsibility was placed on divisional or area medical 





officers for checking that members of their staff were in 
possession of current driving licences. The Committee took 
no objection to this requirement, but protested strongly 
against a further requirement contained in the circular. 
This made it clear that, in the event of proceedings being 
taken against a member of the area health staff charged 
with driving without a licence, the divisional or area medi- 
cal officer personally would be the defendant. Representa- 
tions were made to the authority concerned, and the Associ- 
ation has been assured that the question of making area 
medical officers defendants of such proceedings no longer 
arises. Should any such proceedings require to be taken, 
they would be against the county council as the employer 
of the unlicensed driver. 

The Association was asked in another case to intervene 
and make recommendations on the allocation of time to be 
given by a medical officer to the various authorities partici- 
pating in a “ mixed appointment.” It was pointed out that 
since the Askwith Agreement it had always been felt that 
this was not a matter in which the Association could or 
should intervene. This policy was confirmed. 

On the new Public Health (Leprosy) Regulations the Com- 
mittee made a protest against the by-passing of the medical 
officer of health. Practitioners are required on being called 
to attend a patient suffering from leprosy to send a certifi- 
cate direct to the Chief Medical Officer of the Ministry of 
Health. 








PUBLIC HEALTH MEDICAL OFFICERS 


CONDITIONS OF SERVICE AND PROCEDURE 
FOR DEALING WITH DISPUTES 


A number of important agreements have been made on 
behalf of public health medical officers in Committee C 
of the Medical Whitley Council. They are summarized 
below, and have been communicated to local authorities 
in England, Wales, and Scotland by Committee C in M.D.C. 
circulars Nos. 11 and 12, together with other documents. 

In M.D.C. Circular No. 11 the committee recommends 
all local authorities to put these agreements into effect. 
Except where otherwise stated, the conditions of service are 
intended to apply uniformly in England, Wales, and Scot- 
land. The committee draws attention to the fact that the 
arrangements for sick pay are contained in award No. 2285 
of the Industrial Court (Supplement, December 30, 1950, 
p. 255). With regard to car allowances, referred to below 
under “ General Conditions of Service,” the committee is 
considering, the adoption of a scheme, and any agreement 
reached will be notified in due course. 


GENERAL CONDITIONS OF SERVICE 
Population 

The figure to be taken shall be the population shown in 
the latest Annual Statistical Review of the Registrar-General 
in England and Wales, and the corresponding report in Scot- 
land, and shall be operative, for the purpose of increase 
or reduction in salary, as from April 1 (in Scotland May 16) 
next following the publication of such report. 

“* Population” means, in the case of a county council in 
England and Wales, the population of the administrative county, 
and in the case of a county council in Scotland the combined 


‘ populations of the landward and small burgh areas. 


Locums: Part-time Officers 


Where the local authority requires a part-time medical 
officer to provide a locum, the authority shall be responsible 
for the remuneration of the locum up to a maximum total 
period of four weeks in any one calendar year. The 
approval of the local authority shall be required to the 
nominated locum. 

Note.—Medical officers holding “mixed appointments” 
amounting in the aggregate to full-time employment are not to be 
regarded as part-time officers in relation to their several appoint- 
ments. 
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Annual Leave 


The annual leave allowance for all medical officers shall 
be a minimum of four weeks exclusive of public holidays. 


Special Leave 


Additional leave with or without pay may be granted in 
special circumstances at the discretion of the local authority, 
including leave for the purpose of study or attending pro- 
fessional and scientific meetings. 


Maternity Leave 


Women officers shall be granted maternity leave in accord- 
ance with the following scheme: 


(a) An officer must have at least 12 months’ continuous service 
at the date of application for maternity leave. 

(6) An officer shall be allowed 13 weeks’ leave of absence with 
pay subject to the provisions which follow. Leave without pay 
in excess of this period may be allowed at the discretion of the 
employing authority. 

(c) Notification of the expected confinement shall be made by 
the officer to the officer prescribed by the employing authority 
for this purpose as soon as is practicable and in any event not 
less than three months before the expected week of confinement. 

(d) The officer shall absent herself from duty at least six weeks 
before the expected week of confinement and shall remain absent 
for the period of 13 weeks or, if the child does not live, until 
one month after the confinement. She shall not, in any event, 
return to duty before she is certified medically fit to do so. 

(e) The officer shall be entitled to pay as follows: 

For the first four weeks of absence: Full pay with deduction 
of maternity allowance. 

For the remaining nine weeks of absence: Half pay without 
deduction of maternity allowance, provided that the combined 
total does not exceed the full pay. 

(f) Payments by the employing authority during the period of 
maternity leave shall be made on the understanding that the 
officer will return to duty, and in the event of her not so doing 
she shall refund the moneys so paid, or such part thereof, if any, 
as the employing authority, in its discretion, may decide. 

(g). Maternity leave will not be treated as sick leave and will 
not, therefore, be taken into account for the calculation of the 
period of sick leave entitlement in accordance with the sick pay 
scheme to which the officer is conditioned, subject, however, to the 
right of an employing authority to take into account for the 
purposes of the said scheme any period of maternity leave granted 
in excess of the 13 weeks. 

(h) Absence on account of illness due or attributable to the 
pregnancy which occurs outside the period of 13 weeks shall 
be treated as absence on sick leave, provided it is covered by a 
medical: certificate, and shall be subject to the provisions of the 
sick pay scheme to which the officer is conditioned. Such absence 
not covered by a medical certificate shall be treated as leave 
without pay. 

These provisions do not apply to unmarried women 
officers except in so far as an employing authority may 
in its discretion choose to apply them, according to the 
circumstances of each case. 


Expenses 

(a) Travelling expenses and other reasonable expenses, 
including subsistence, properly incurred in the performance 
of duty, shall be paid in addition to salary. 

(6) In England and Wales first-class railway travel shall 
be allowed, and subsistence allowances shall be payable in 
accordance with a scheme that has been agreed. This 
scheme, which is set out in an appendix to M.D.C. Circu- 
lar No. 11, gives details of the allowances for public health 
medical officers for meals and for absence overnight. For 
example, 4s. is allowed for breakfast and for lunch, 2s. 6d. 
for tea, and 6s. for dinner, and 15s. for bed and breakfast. 
Reduced allowances are payable for “ travelling” or “ out- 
side ” officers—that is, those normally engaged for the major 
portion of their time on duty away from their administrative 
centre. 

(c) In Scotland, existing rules about reimbursement of 
expenses should continue to apply for the time being. 





Car Allowances 


Allowances shall be payable to officers required to use 
their cars for official purposes. 


Removal Expenses 


When an officer is required by his local authority to 
transfer from one district to another under the jurisdiction 
of that authority, he shall be reimbursed the cost of removal 
provided that an estimate of the cost has first been approved 
by the head of the department concerned. 

Removal expenses are to include only such expenses as 
are reasonably incurred in connexion with the removal— 
namely, those directly arising out of the transference of 
furniture and household goods. Any other incidental 
expenses are to be paid only with the express approval of 
the employing authority. 


Marriage 
Where a local authority either tends to dismiss the holder 
of a medical appointment who marries, or desires to reserve 
the right to-do so, a specific statement to that effect shall 
be inserted in the advertisement and in the contract of 
service relating to the appointment. 


Publications 


A medical officer shall not by virtue only of his appoint- 
ment be precluded from publishing any book or article of 
which he is the author, but he shall not (except with the 
consent of the authority) describe himself as holding a local 
authority appointment unless a statement is prominently dis- 
played making it clear that the authority accepts no responsi- 
bility for the author’s opinions or conclusions. 


Grievances 


A dispute between an officer and his employing authority 
in regard to any matter affecting his conditions of service 
(other than dismissal or any disciplinary action) shall be 
dealt with through the appeals machinery set up by the 
General Council of the Whitley Councils for the Health 
Services of Great Britain (see below). 


DISPUTES 


The subject of disputes and appeals machinery is dealt 
with in M.D.C. Circular No. 12. 

The procedure as it affects public health medical officers 
may be summarized as. follows: 


(1) An appeal may be made by the medical officer to his 
employing local authority. 

(2) An appeal from a decision of the employing authority 
may be made, by the officer’s recognized professional 
organization or staff association, to a regional appeals 
committee. 

(3) If the regional appeals committee fails to reach a 
decision, the appeal may be referred by either party (staff 
organization or employing authority) to Committee C of 
the Medical Whitley Council. 

(4) If Committee C also fails to reach a decision, either 
party to the dispute may take the appropriate steps to have 
the matter referred to arbitration. 


There is a regional appeals committee covering each 
regional hospital area, and the management side members 
of the committee constituted to hear any particular appeal 
will be drawn from a panel composed at present of _repre- 
sentatives of the various local health authorities in the 
region concerned. ' 

In England and Wales the committees are serviced by 
the Ministry of Health and the Welsh Board of Health 
respectively, and officers of the Ministry and the Board act 
as secretaries of the management sides of the various appeals 
committees. In Scotland, officers of the regional hospital 
boards act as management side secretaries. Lists giving the 
names of these officers have been sent to local authorities. 
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REGIONAL APPEALS COMMITTEE 


Terms of Reference 

The function of a regional appeals committee is to decide 
appeals on the local application, of national conditions of 
service and of Whitley Council decisions, and in particular 
on questions of grading, in cases where there is an un- 
resolved dispute between an employing authority and any 
of their employees whose conditions of service are within 
the scope of the Whitley Councils for the Health Services 
(Great Britain). 

The committee will have no power to deal with appeals 
against dismissal or any disciplinary action. 


Constitution 


The committee shall consist of not more than six mem- 
bers g(eight members when appeals relating to staff within 
the purview of the Ancillary Staffs Council are being heard) 
appointed in equal numbers by the management side and 
the staff side. The members shall be chosen ad hoc for 
each meeting of the committee in accordance with the 
following procedure: 

The management side members shall be selected from a panel 
representative of the regional hospital board and the hospital 
management committees, boards of management, boards of 
governors, executive councils, the Ministry of Health, the Depart- 
ment of Health for Scotland, the Joint Pricing Committee 
(England) where appropriate, the Welsh Joint Pricing Committee 
where appropriate, the Drug Accounts Committee (Scotland) 
where appropriate, the Dental Estimates Board where appropriate, 
the Scottish Dental Estimates Board where appropriate, and the 
county councils and county borough councils (in Scotland, large 
burghs) in the area of the regional hospital board, by the elected 
chairman of the management panel. 

The staff side members shall be selected from representatives 
of the professional organizations and trade unions represented on 
the Whitley Councils for the Health Services and having members 
employed by the authorities concerned, in such a manner as the 
staff side of the General Council of the Whitley Councils for the 
Health Services may, determine. 

The members selected shall in neither case include any member 
or employee of the authority directly concerned in the appeal. 


The committee shall appoint a chairman from among 
their number. No member of the committee shall be a 
member or employee of the authority directly concerned 
in the appeal. 

Lodging of Appeals 

(a) An appeal to the committee can be made on behalf 
of an aggrieved employee only by his professional organiza- 
tion or trade union (being represented on the Whitley 
Councils for the Health Services or otherwise a nationally 
recognized negotiating body), and no appeal received direct 
from an individual employee shall be entertained. 

(b) Appeals shall be lodged with the management side 
secretary of the committee within three months of the 


“receipt by the employee of notice of the decision on the 


appeal made to the employing authority, and any appeal 
lodged after that date shall not be considered by the com- 
mittee unless an extended period has been agreed by the 
Management side secretary of the regional appeals com- 
mittee and the staff side secretary of the appropriate Council 
of the Whitley Councils for the Health Services. If, how- 
ever, the employing authority, having notified its decision, 
thereupon continues in discussion or negotiation in the 
matter with the officer or his trade union or professional 
organization, the period of three months shall not com- 
mence to run until a final decision has been communicated. 


Procedure on Receipt of Appeals 

(a) On receiving notice of an appeal, the management 
side secretary of the committee, acting also on behalf of 
the staff side, shall invite both parties to the dispute to 
submit as soon as possible a written statement of case. 

(b) When both statements have been received, a copy of 
each statement shall be sent to each member of the com- 
mittee’ and to the staff side secretary of the appropriate 
Whitley Council. Three copies of each statement shall also 


be sent to the two parties to the dispute together with 
a notification of the date and place of the hearing. At least 
seven days’ notice of the hearing shall be given. 


Hearing of Appeals 

(a) Appeals shall be heard by the committee as soon as 
possible and shall in any event be heard within two months 
of lodgment unless an extended period has been agreed 
upon by the management side secretary and the staff side 
secretary of the appropriate Council of the Whitley Councils 
for the Health Services. 

(b) The case for the employee shall be presented by a 
representative of the appellant organization, and the case 
for the employing authority shall be presented by a repre- 
sentative of the authority, but neither party shall be repre- 
sented by a barrister or solicitor appearing in a professional 
capacity. 

(c) The two parties to the dispute shall be entitled to 
bring before the committee such witnesses as they deem 
necessary to support their case. 

(d) It shall be open to the committee to seek guidance 
from the appropriate Whitley Council on any question of 
interpretation of the Council’s recommendations. 

(ce) If either party to the dispute fails to send a repre- 
sentative to the hearing, the committee shall consider the 
appeal in the absence of that party, except where there is 
an adjournment by consent or the committee in their discre- 
tion decide that in all the circumstances it would be reason- 
able to adjourn the appeal. In the event of any such 
adjournment, the committee, in fixing a new date, should 
so far as practicable have regard to the convenience of the 
party who appeared for the original hearing. 

(f) The committee may at their discretion adjourn an 
appeal in order that further evidence may be produced by 
either party to the dispute. 

(g) Decisions of the committee shall be reached by the 
agreement of both sides. 


Procedure at Hearing 
At the hearing of an appeal before the committee the 
following procedure shall be observed: 


(i) The representative of the appellant organization shall state 
the case for the employee and call any witnesses. 

(ii) The members of the committee and the representative of the 
employing authority shall be entitled to question any witnesses 
called. 

(iii) The representatives of the appellant organization may re- 
examine his witnesses on any matter referred to in their examina- 
tion by members of the committee or the representative of the 
employing authority. 

(iv) The representative of the employing authority shall state 
the case for the authority and call any witnesses. 

(v) The members of the committee and the representatiye of the 
appellant organization shall be entitled to question any witnesses 
called. 

(vi) The representative of the employing authority may re- 
examine his witnesses on any matters referred to in their examina- 
tion by members of the committee or the representative of the 
appellant organization. 

(vii) The representative of the appellant organization shall be 
entitled to reply to the employing authority’s case. 

(viii) Nothing in the foregoing procedure shall prevent the 
members of the committee from inviting the representative of 
either party to elucidate or amplify any statement he may have 
made, or from asking him such questions as may be necessary to 
ascertain whether or not he proposes to call any evidence in 
respect of any part of his statement, or, alternatively, whether he 
is in fact claiming that the matters are within his own knowledge, 
in which case he will be subject to examination as a witness under 
(ii) or (v) above. : 

(ix) The committee shall consider its decision in private. 
If an immediate decision cannot be given, it shall be communi- 
cated in writing to both parties within seven days of the hearing 
by the management side secretary of the committee acting also on 
behalf of the staff side. If the committee fails to reach a decision, 
the fact shall be communicated to both parties in the same 


manner. 
Expenses of Appeal 
The two parties to the dispute shall be responsible for 
meeting their own expenses and those of their witnesses. 





; 
ii 
; 
j 
i 
| 
# 
; 


=o: 


aes 


a ce ne eee nee Fem ee 


ne ere eta ee ae SSIS ce Tae a ae oe ee 








134 Oct, 6, 1951 


COUNCIL AND COMMITTEES FOR 1951-2 


SUPPLEMENT To THE 
BritTisH MEDICAL JOURNAL 





British Medical Association 





COUNCIL AND COMMITTEES FOR 1951-2 


COUNCIL 
Ex OFFICIO 


A. Gregg, London, Chairman of Council. 

W. S. Sichel, Capetown, President. 

Wand, Birmingham, Chairman of Representative Body; 

irman, General Medical Services Committee. 

M. A. Moore, London, Treasurer. 

T. O'Farrell, Dublin, President-Elect. 

rofessor Sir Henry Cohen, Liverpool, Immediate Past-President. 

Dr. I. D. Grant, Glasgow, Deputy Chairman of Representative 
Body. 

Dr. T. Rowland Hill, London, Chairman, Central Consultants and 
Specialists Committee. 


999 


. EB. 
. A. 
~ & 

Cc 


s 


A. 
ey 


a9 





Mr. A. Lawrence Abel, London (Elected by Representative Body 
as a whole). 
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Dr. E. C. Warner, London. 

Together with the Chairmen of the General Medical Services, 
Central Consultants and reat and Public Health Com- 
mittees. 


ARMED FORCES, COMMITTEE 


Surgeon Rear-Admiral O. D. Brownfield, Basingstoke. 

Major-General J. C. A. Dowse, London. 

Dr. J. L. McCallum, London 

Air Vice-Marshal Sir Alan Rook, Cambridge. 

Dr. J. E. Rusby, Leeds. 

Dr. Angus Weston, Greenford. 

Together with representatives of Service members on Active and 
Retired Lists of each medical branch of the Armed Forces 
and of the Reserve Armed Forces. 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


Mr. A. Lawrence Abel, London. 

Mr. R. Banham, Northampton. 

Dr. W. A. Bourne, Hove. 

Dr. J. Bruce, Edinburgh. 

Mr. G. H. Buckley, Blackpool. 

Dr. L. Dougal Callander, Doncaster. 

Professor P. C, P. Cloake, Birmingham. 

Dr. Beryl! D. Corner, Bristol. 

Dr. A. A. Cunningham, Kingston-on-Thames. 

Professor L. J. Davis, Glasgow. 

Dr. I. D. Easton, Perth. 

Mr. E. R. Frizelle, Leicester. 

Mr. W. H. George, Birmingham. 

Mr. A. Staveley Gough, Watford: 

Mr. H. L. Hardy Greer, Belfast. 

Dr. J. G. M. Hamilton, Edinburgh. 

Dr. D. McKay Hart, Glasgow. 

Professor S. J. H. Hartfall, Leeds. 

Dr. T. Rowland Hill, London. 

Mr. A. W. Holgate, Chester. 

Mr. J. Howell Hughes, Liverpool. 

Dr. A. H. Imrie, Glasgow. 

Dr. J. B. King, Edinburgh. 

Mr. H. H. Langston, Winchester. 

Dr. R. D. Lawrence, London. 

Mr. N. J. Logie, Aberdeen. 

Dr. R. G. McInnes, Oxford. 

Dr. R. Marshall, Belfast. 

Mr. T. Murray Newton, Glasgow. 

Dr. A. A. MclI. Nicol, Sunderland. 

Mr. J. R. Nicholson-Lailey, Taunton. 

Dr. R. A. Noble, Cambridge. 

Mr. D. W. C. Northfield, London. 

Dr. A. G. Ogilvie, Newcastle-upon-Tyne. 

Professor T. H. Oliver, Manchester. 

Dr. W. Esmond Rees, Swansea. 

Mr. T. Holmes Sellors, London. 

Dr. S. Cochrane Shanks, London. 

Dr. A. Smith, Stonehouse, Lanarks. 

Professor G. I. Strachan, Cardiff. 

Mr. E. Cowper Tamplin, Southsea. 

Mr. J. M. Ridley Thomas, Norwich. 

Dr. E. C. Warner, London. 

Mr. Donald Watson, Bradford. 

Mr. Weldon Watts, Newcastle-upon-Tyne. 

Dr. J. Wilkie, Sheffield. 

Dr. A. R. Wilson, Inverness. 

Two members appointed by the General Medical Services 
Committee ; two members appointed by the Registrars Group 
Committee; one representative from each of the following 
committees and group committees: Private Practice, Public 
Health, Occupational Health, Anaesthetists, Consulting 
Pathologists, Dermatologists, Non-Professorial, Ophthalmic, 
Orthopaedic, Otolaryngologists, Physical Medicine, Psycho- 
logical Medicine, Radiologists, Spa Practitioners, Tuberculosis 
and Diseases of the Chest, Venereologists; with power to 
co-opt three members. 


CENTRAL ETHICAL COMMITTEE 


Dr. E. C. Dawson, Derby. 

Dr. R. Forbes, London. 

Dr. H. R. Frederick, Port Talbot. 
Dr. G. W. Ireland, Pathhead. 

Dr. J. F. Lambie, Glasgow. 

Dr. T. W. Morgan, New Malden. 
Dr. S. Noy Scott, Plymouth. 


Dr. H. H. D.. Sutherland, London. 
Mr. J. W. Tudor Thomas, Cardiff. 
Dr. J. G. Thwaites, Brighton. 

Dr. F. B. Winfield, Birmingham. 
Dr. W. Woolley, Bristol. 


CHARITIES COMMITTEE 


Dr, Janet K. Aitken, London. 
Dr. G. Alexander, Edinburgh. 
Dr. R. Cove-Smith, London. 
Dr. H. M. Golding, Bristol. 


‘Dr. Leslie W. Jones, Llanfairpwill. 


Dr. H. W. Pooler, Ashover. 
Mr. A. Dickson Wright, London. 


COLONIES AND DEPENDENCIES COMMITTEE 


Major-General J. C. A. Dowse, London. 
Professor J. S. English, Newtownards. 
Mr. Myles L. Formby, London. 

Dr. P. C. C. Garnham, Farnham. 

Mr. J. L. Gilks, Petersfield. 

Dr. D. F. Hutchinson, London. 

Dr. Isaac Jones, London. 

Dr. C. F. Mayne, Plymouth. 

Dr. H. B. Morgan, London. 

Dr. P. T. O’Farrell, Dublin. 

Mr. J. A. Stallworthy, Oxford. 

One member to be appointed by Organization Committee. 


FINANCE COMMITTEE 


Dr. H. Guy Dain, Birmingham. 
Dr. T. Gardner, Pontefract. 
Dr. F. Lishman, Bishop Auckland. 


. Dr. J. O. McDonagh, Perth. 


PERN PERE SRNR ENE 


Together with the Chairmen of the Organization, Journal, 
Science, Private Practice, Central Ethical, General Medical 
Services, and Building Committees. 


GENERAL MEDICAL SERVICES COMMITTEE* 


Dr. W. Jope, Blantyre (Chairman of Conference of Local 
Medical Committees). 

Dr. J. C. Arthur, Gateshead. 

Dr. J. T. Baldwin, Milton Bridge, Midlothian. 

Dr. M. Beddow Bayly, Camberley. 

Dr. A. Beauchamp, Birmingham. 

Dr. J. B. Bennett, Hyde. 

Dr. J. Bleakley, Bangor, N. Ireland. 

Dr. A. C, E. Breach, Orpington. 

Dr. J. A. Brown, Birmingham. 

Dr. J. L. McKenzie Brown, London. 

Dr. A. Campbell, Accrington. 

Dr. Bruce Cardew, London. 

Dr. O. C. Carter, Bournemouth. 

Dr. H. Guy Dain, Birmingham. 

Dr. A. B. Davies, Walsall. 

Dr. D. B. Evans, Wrexham. 

Dr. S. A. Forbes, Croydon. 

Dr. A. W. Gardner, Lewes. 

Dr. P. J. Gibbons, Liverpool. *\ 

Dr. E. W. Goodwin, Leicester. 

Dr. F. Gray, London. 

Dr. R. C. Hamilton, Kilmarnock. 

Dr. Catherine Harrower, Glasgow. 

Dr. H. F. Hollis, Leeds. 

Dr. D. F. Hutchinson, London. 

I. G. Innes, Hull. 

A. E. Jenkins, Pon 

. C. F. R. Killick, Williton. 





'* The election of members by Local Medical Committees and by the 
Conference of Representatives of Local Medical Committees will take place 


the autumn. 
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Dr. Max Sorsby, London. 
Dr. J. A. Struthers, London. 
. H. D. Sutherland, London. 


. F. Whitaker, Guildford. 
A Wilson, Spalding. 
A. Winstanley, Urmston. 
. 8. Howie Wood, Shanklin. 
. Woolley, Bristol. 
_B. Young, Belfast. 
ogether with two members nominated by the Central Con- 
sultants and Specialists Committee. 
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JOURNAL COMMITTEE 


R. P. Liston, Wadhurst. 

J. C. Matthews, Downton. 

S. Noy Scott, Plymouth. 

Dr. R. W. L. Ward, Doncaster. 

Together with the chairman of the Central Ethical Committee 
and one member each appointed by the Organization and 
Science Committees. 


999! 


OCCUPATIONAL HEALTH COMMITTEE 


Dr. H. Alexander, London. 

Mr. L. Dougal Callander, Doncaster. 

Dr. J. Cottrell, Grimsby. 

Professor I. G. Davies, Leeds. 

Dr. B. Hutchison, Cambuslang. 

Dr. J. A. L. Vaughan Jones, Leeds. 

Dr. J. B. W. Rowe, Harrow. 

Dr. D. Stewart, Birmingham. 

Together with one member each appointed by the Private Prac- 
tice, Central Consultants and Specialists, General Medical 
Services, Public Health, and Dermatologists Group Com- 
mittees; three by the Association of Certifying Surgeons; 
four by the Association of Industrial Medical Officers; with 
power to co-opt three members. 


ORGANIZATION COMMITTEE 


. F. Gray, London. 
. Kate Harrower, Glasgow. 
. G. Innes, Hull. 
. H. Langston, Winchester. 
Hi. E. Moore, Leeds. 
A. Pridham, Weymouth. 
. M. Rose, Preston. 
. Woolley, Bristol. 
member appointed by Colonies and Dependencies Com- 
pa aa 
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PRIVATE PRACTICE COMMITTEE 
Dr. A. Barker, Whitstable. 


Dr. R. C. Burton, Sheffield. 

Dr. OG. C. Carter, Bournemouth. 
Dr. R. Forbes, London. 

Dr. J. A. Gorsky, London. 

Mr. A. Staveley Gough, Watford. 
Dr. I. D. Grant, Glasgow. 


I. 
Dr. W. A. Lowe, Surbiton. 
Dr. Mona Macnaughton, Newcastle-upon-Tyne. 
. W. Morgan, New Malden. 


Together ‘with one member each ‘appointed by the Central Con- 
sultants and Specialists, Public Health, and General Medical 
Services Committees; with power to co-opt three members. 


PUBLIC HEALTH COMMITTEE 


r. C. Metcalfe Brown, Manchester. 
r. H. M. Cohen, Birmingham. 
. H. K. Cowan, Chelmsford. 
. Peter Edwards, Market Drayton. 
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Dr. Annis Gillie, London. 

Dr. E. W. Goodwin, Leicester. 

Dr. J. A. Ireland, Shrewsbury. 

Dr. J. Kelman, Perth. 

Dr. R. C. M. Pearson, Watford. 

Mr. D. S. Pracy, Atherstone. 

Dr. J. Sharpe, Sheffield. 

Dr. J. A. Stirling, Chesterfield. 

Dr. J. B. Tilley, Newcastle-upon-Tyne. 

Dr. Norah I. Wattie, Glasgow. 

Together with one member each appointed by Private Practice, 
and Central Consultants and Specialists Committees; with 
power to co-opt three members. 


SCIENCE COMMITTEE 


Mr. A. Lawrence Abel, London. 

Dr. Janet Aitken, London. 

Mr. C. Hope Carlton, London. 

Mr. Hugh Carson, Birmingham. 

Mr. V. Zachary Cope, London. 

Dr. J. C. Macarthur, Carluke, Lanarks 
Dr. J. C. Matthews, Downton. 

Mr. J. R. Nicholson-Lailey, Taunton. 
Dr. Ff. Roberts, Cambridge. 

Mr. R. J. Willan, London. 

One member appointed by Journal Committee. 


SCOTTISH COMMITTEE 


J. C. Adams, Forres. 
Dr. F. A. Anderson, Stranraer. 

. J. R. Anderson, Fortrose. 
Dr. W. D. Anderson, Glasgow. 
Dr. J. T. Baldwin, Milton Bridge. 
Dr. R. B. Bell, Alloa. 

Dr. Mary Esslemont, Aberdeen. 

Mr. W. W. Galbraith, Glasgow. 

Dr. W. Gibson, Old Kilpatrick. . 
Dr. I. D. Grant, Glasgow. 

Dr. W. Nicol Gray, Helmsdale. 

Dr. J. G. M. Hamilton, Edinburgh. 
Dr. Kate Harrower, Glasgow. 

Sir David K. Henderson, Edinburgh. 
Dr. J. Wallace Henderson, Renfrew. 
Dr. G. W. Ireland, Pathhead. 

Dr. W. Jope, Blantyre. 

Dr. J. Kelman, Perth. 

Dr. W. M. Knox, Glasgow. 

Dr. D. Dale Logan, Newmains. 

Dr. J. C. Macarthur, Carluke. 


Dr. A. H. Macklin, Cults. 

Dr. K. McLay, Galashiels. 

Dr. A. F. Wilkie Millar, Edinburgh. 

Dr. H. Muir, Auchtermuchty. 

Dr. D. Myles, Forfar. 

Dr. A. Smith Pool, Glasgow. 

Dr. D. S, Robertson, Edinburgh. 

Dr. R. A. B. Rorie, Dundee. 

Dr. A. Scott, Ayr. 

Dr. I. M. Scott, Stonehaven. 

Dr. J. Watson, Thornhill. 

Dr. D. C. Wilson, Inverness. 

Mr. W. Quarry Wood, Edinburgh. 
WELSH COMMITTEE 

Dr. T. R. Bryant, Tredegar. 

Mr. C. J. Cellan-Jones, Swansea. 

Dr. T. W. Davies, Swansea. 

Mr. J. B. Dobson, Flint. 

Mr. J. T. Rice Edwards, Newport. 

Dr. H. R. Frederick, Port Talbot. 

Dr. G. E. Harries, Cardiff. 

Mr. A. H. Holmes, St. Asaph. 

Dr. W. V. Howells, Swansea. 

Dr. D. M. Hughes, St. Clears. 

Dr. Enid A. Hughes, Ruthin. 

Dr. J. A. Ireland, Shrewsbury. 

Dr. A. Maddock Jones, Llandudno. 

Dr. J. Griffith Jones, Pontypridd. 

Dr. Leslie W. Jones, Anglesey. 

Dr. H. C. C. Joyce, Cardiff. 

Dr. J. O, McCazter, Whitchurch. 

Dr. C. G. Mackay, Pontllanfraith. 

Dr. H. F. Moffit, Aberdare. 
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Dr. D. G. Morgan, Penarth. Mr D. A. Langley, London. 
Mr. J. W. Tudor Thomas, Cardiff. Mr. F. W. Law, London. 
Dr. G. P. Williams, Holyhead. Mr. E. G. Mackie, Sheffield. 
Dr. M. G. Williams, Cardiff. Dr. J. Marshall, Glasgow. 
Dr. Oscar Williams, Llanelly. Mr. O. Gayer Morgan, London. 
Two members to be co-opted. , a & Latbrnege been cern 
r: ¥. is, Chesterton. 
* Mr. A. McKie Reid, Liverpool. 
GROUP COMMITTEES Dr. Max Sorsby, London. 
lit ANAESTHETISTS GROUP COMMITTEE a t. Toler Thee Chet 
; with Dr. J. F. Bereen, Belfast. Mr. F. Oliver Walker, Dartford. i 
Dr. F. Evans, London. - Mr. J. R. Wheeler, Belfast. 
Dr. H. W. Featherstone, Burton-on-Trent. 
Dr. A. C. Forrester, Glasgow. ORTHOPAEDIC GROUP COMMITTEE 
Dr. T. Cecil Gray, Liverpool. Mr. R.B GI 
Dr. R. P. Harbord, Harrogate. r. N oo ies 
Dr. G. S. A. Knowles, London. 1g V.H Ellin Le, + xeter. 
Dr. W. Alexander Low, Surbiton. sae SL Hi ven “pe 
De W. W. Mushin Cardi re ' Mr. C. G. Irwin, Newcastle-upon-Tyne. 
’ aie : ; Mr. S. A. S. Malkin, Nottingham. 
Dr. G. Organe, London. Mr. H. Osmond-Clarke, London. 
CONSULTING PATHOLOGISTS GROUP COMMITTEE maar enn oe iene | Piatt, Manchester. 
Dr. E. N. Allott, Beckenham. Mr. Philip Wiles, London. 
Professor D. F. Cappell, Glasgow. Mr. R. J. W. Withers, Belfast. 
Professor R. Cruickshank, London. 
Dr. S. C. Dyke, Tettenhall. 
Dr. J. D. Allan Gray, Loadon. OTOLARYNGOLOGISTS GROUP COMMITTEE 
Mr. A. D. Bateman, Bath. 


Dr. J. G. Greenfield, London. 

Dr. P. Lazarus-Barlow, Hastings. 

Dr. W. H. McMenemey, London. 
Professor R. J. V. Pulvertaft, London. 


Mr. E. D. D. Davis, London. 

Mr. R. L. Flett, Derby. 

Mr. R. B. Lumsden, Edinburgh. 
Dr. J. E. G. McGibbon, Liverpool. 
Mr. F. A. MacLaughlin, Belfast. 


DERMATOLOGISTS GROUP COMMITTEE Mr. R. D. Owen, Cardiff 
Dr. G. W. Bamber, Liverpool. Mr. E. Cowper Tamplin, Southsea. 
_ > e a — Mr. Donald Watson, Bradford. 
r. F. FE. a q Dr. Gavin Y , Gl i 
Dr. D. Rhys Lewis, Swansea. Riera tis — 
Dr. I. H. McCaw, Befast. PHYSICAL MEDICINE GROUP COMMITTEE 


Dr. R. M. B. Mackenna, London. 


Dr. J. R. Simpson, Exeter. Dr. R. G. Anderson, Cheltenham. 


Dr. J. Ferguson Smith, Glasgow. Dr. L. D. Bailey, Northwood. 
Dr. C. H. Whittle, Cambridge. Dr. P. Bauwens, London. 
Dr. J. E. M. Wigley, London. Dr. A. C. Boyle, Bickley. 


Dr. D. I. Williams, London. Dr. H. Burt, London. 
Dr. F. S. Cooksey, London. 


FULL-TIME NON-PROFESSORIAL MEDICAL ey = Cc. ——, eae 
R r. J. Cowan, Manchester. 
TEACHERS AND poi _—— S GROUP Dr. J. W. T. Patterson, Droitwich. ; 
Dr. T. Anderson, Glasgow Dr. W. 3. Tague, Lantana... 
Mr. B. N. Brooke, Birmingham. SS a a 
De. iE Meeting, ahold. PSYCHOLOGICAL MEDICINE GROUP COMMITTEE 
Dr. M. G. C. Israéls, Manchester. Dr. N. H. M. Burke, St. Albans. 
Dr. H. W. Kosterlitz, Aberdeen. Professor H. V. Dicks, London. 
Mr. A. G. R. Lowdon, Edinburgh. Dr. J. L. Halliday, Glasgow. 
Dr. F. R. Magarey, Cardiff. Professor D. R. MacCalman, Leeds. 
Dr. W. R. M. Morton, Belfast. Dr. P. K. McCowan, Dumfries. 
Dr. C. L. Oakley, London. Dr. W. G. Masefield, Eastbourne. 
Dr. I. Rannie, Newcastle-upon-Tyne. Dr. Doris Odlum, London. 
Dr. A. H. T. Robb-Smith, Oxford. Dr. J. R. Rees, London. 
Dr. G. R. Tudhope, Dundee. Dr. T. P. Rees, Warlingham. 
Dr. Dorothy Wocdman, Bristol. Professor T. Ferguson Rodger, Glasgow. 


Dr. J. C. Sawle Thomas, London. 


Five vacancies. 
Dr. W. Rees Thomas, Dorking. 
OPHTHALMIC GROUP COMMITTEE 


Dr. H. R. Bickerton, Liverpool. RADIOLOGISTS GROUP COMMITTEE 





Mr. G. W. Black, Leeds. Dr. G. L. Buckley, Bournemouth. 
The Hon. G. J. O. Bridgeman, London. Dr. A. A. Charteris, Glasgow. 
Mr. J. D. M. Cardelli, London. Dr. F. Chester-Williams, Bradford. 
Mr. Nigel Cridland, Southsea. Dr. J. O. Y. Cole, Londonderry. 
Mr. J. H. Doggart, London. Dr. S. Whately Davidson, Newcastle-upon-Tyne. 
Sir Stewart Duke-Elder, London. Dr. J. L. A. Grout, Sheffield. 
Mr. O. M. Duthie, Manchester. Dr. R. Kemp Harper, London. 
Mr. L. P. J. Evans, Birmingham. Dr. J. B. King, Edinburgh. 
Dr. N. P. R. Galloway, Notingham. Dr. R. Boulton Myles, Worthing. 
Dr. R. U. Gillan, London. Dr. S. D. Scott Park, Glasgow. 
Mr. R. A. Greeves, London. Dr. Ralston Paterson, Manchester. 
Dr. J. J. Healy, Lianelly. Dr. S. Cochrane Shanks, London. 
* One-third of the members ot cach sroup committee retire annually _ CG. he Beach om. 

by rotation, and the election members to i vacancies is now Professor B. W. Wi ndeyer, Leaden. 


Proceeding. 
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REGISTRARS GROUP CENTRAL EXECUTIVE 
COMMITTEE 


. © Bowley, Ilford. 
|. 
rrester, Altrincham. 


. James, Swansea. 
Liverpool. 
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. M. Wilson, Aylesbury. 
PRACTITIONERS GROUP COMMITTEE 
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TUBERCULOSIS AND DISEASES OF THE CHEST 
GROUP COMMITTEE 
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: Brown, Linton. 


COMPENSATION AND SUPERANNUATION 
COMMITTEE 


Three members each appointed by the General- Medical Services, 
Public Health, and Central Consultants and Specialists 


Committees. , 
FILM COMMITTEE 
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Mr. L. Plewes, Luton. 

Dr. H. Reid, Liverpool. 

Dr. C. M. Seward, Exeter. 

Dr. A. R. Thompson, Luton. 

Two representatives of B.M.S.A. 

With power to co-opt member of Medical Committee of the 
Scientific Film Association. 


FINANCE INQUIRY COMMITTEE 


Officers of the Association. 

Mr. A. Lawrence Abel, London. 

Mr. L. Dougal Callander, Doncaster. 

Dr. O. C. Carter, Bournemouth. ; 
Dr. H. Guy Dain, Birmingham. 

Dr. I. D. Grant, Glasgow. 

Dr. T. Rowland Hill, London. 

Dr. D. F. Hutchinson, London. 


GENERAL PRACTICE REVIEW COMMITTEE 


Officers of the Association. 
Dr. H. Alexander, London. 
Dr. G. O. Barber, Dunmow. 
Dr. Lindsey Batten, London. 
Dr. Alexander Brown, Linton. 
Mr. V. Zachary Cope, London. 
Dr. H. Guy Dain, Birmingham. 
. N. S. Dickson, Templepatrick. 
. H. R. Frederick, Port Talbot. 
. Annis Gillie, London. 
. A. Staveley Gough, Watford. 
. D. Grant, Glasgow. 

.M. Hughes, St. Clears. 

. W. Ireland, Pathhead. 
A. L. Vaughan Jones, Leeds. 
. Jope, Blantyre. 
Hilda "Lloyd, Birmingham. 
. I. Milne, Manchester. 

. W. Morgan, New Malden. 
. R. Powell, Reigate. 
0. M. Rees, Guildford. 
hn Revans, Winchester. 

. Talbot Rogers, Bromley. 
A. Stirling, Chesterfield. 
. G. Thwaites, Brighton. 
-¢. W. Walker, Cambridge. 


COMMITTEE ON THE ASSOCIATION OF THE 
GENERAL PRACTITIONER WITH HOSPITAL WORK 
Six representatives of Central Consultants and Specialists Com- 


mittee. 
Three representatives each of the General Medical Services, 


Private Practice, Health Centre, and the Public Health Com- 
mittees. 
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HEALTH CENTRE COMMITTEE 


Officers ef the Association. 

Dr. A. Beauchamp, Birmingham. 

Dr. G. O. Barber, Great Dunmow. 

Professor J. S. English, Newtownards. 

Dr. P. J. Gibbons, Liverpool. 

Dr. Annis Gillie, London. 

Mr. A. Staveley Gough, Watford. 

Dr. F, Gray, London. 

Dr. D. F. Hutchinson, London. 

Dr. C. F. R. Killick, Williton. 

Dr. G. Lowe, Tiverton. 

Dr. G. MacFeat, Douglas, Lanarks. ; 
Dr. T. W. Morgan, New Malden. : 

Dr. D. R. Owen, Chester. 

Sir Arthur Porritt, London. 

Dr. A. T. Rogers, Bromley. 

Dr. J. A. Scott, London. 

Dr. H. R. Youngman, Cambridge. 

Dr. John Yule, Stockport. : 

Representative of the General Medical Services Committee. 


INTERNATIONAL RELATIONS COMMITTEE 


Officers of the Association. 

Chairmen (or nominees) of Organization, Journal, Science, 
General Medical Services, Central Consultants and Specialists, 
and Colonies and Dependencies Committees. 

Chairman (or nominee) of Committee of Management of the 
Empire Medical Advisory Bureau. 
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Mr. A, Lawrence Abel, London. 


Dr. S. C. Dyke, Wolverhampton. 

Dr. J. C. Matthews, Downton. 

Dr. J. A. Pridham, Weymouth. , 

Dr. G. de Swiet, London. 

Together with one representative each of the British Council 
and. of the B.M.S.A: 


ALCOHOL AND ROAD ACCIDENTS Ogee T rae 


Chairman of Council. 

Chairman of Science Committee. ' 

One member to be nominated by the Privete Practice 
Committee. 

One member to be nominated by the General Medical Services 
Committee. 

Colonel A. H. Ferley, J.P., nominated by the Magistrates’ 
Association. 

One police surgeon (nominated by the Police Surgeons Subcom- 
mittee of Private Practice Committee). 

Two members to be nominated by the Home Office (one of 
whom might be a serving police officer). 

Dr. J. A. Gorsky (coroner), London. 

Professor R. J. V. Pulvertaft (pathologist), London. 

One toxicologist (to be nominated). 

Dr. Macdonald Critchley, London. 

Professor E. J. Wayne (pharmacologist), Sheffield. 

Dr. R. Forbes (representative of the medical defence’ societies), 
London. 

Professor A. St. G. Huggett (physiologist), London. 

Dr. R. D. Summers (nominated by the Association of Police 
Surgeons of Great Britain), London. 

Dr. W. H. Glanville (Director of the Road Research Labora- 


tory). 


COMMITTEE ON ORGANIZATION OF SCIENTIFIC 
SECTIONS AT’ ANNUAL MEETINGS 


Officers of the Association. 

Mr. A. Lawrence Abel, London. 

Professor L. P. Garrod, Harpenden. 

Professor Sir James Spence, Newcastle-upon-Tyne. 
Dr. J. G. Thwaites, Brighton. 

Dr. J. V. Wilson, Harrogate. 

With power to co-opt. 


PARLIAMENTARY ELECTIONS COMMITTEE 


Officers of the Association. 

Mr. S. F. L. Dahne, Caversham. 

Dr. H. Guy Dain, Birmingham. 

Dr. H. R. Frederick, Port Talbot. 

Dr. F. Gray, London. 

Dr. J. G. Thwaites, Brighton. 

Representative of Medical Women’s Federation. 


COMMITTEE ON FEES FOR PART-TIME woak 
UNDER LOCAL AUTHORITIES 


Three members each of the Central Consultants and Specialists, 
Private Practice, and Public Health Committees. 


PUBLIC RELATIONS COMMITTEE* 


Chairman of Council. 
Treasurer. 

Dr. H. Guy Dain, Birmingham. 
Dr. P. J. Gibbons, Liverpool. 
Dr. F. Gray, London. 

Dr. D. F. Hutchinson, London. 
Dr. W. M. Knox, Glasgow. 

Dr. F. M. Rose, Preston. 

Dr. J. A. Struthers, London. 
Dr. H. H. D. Sutherland, London. 
Dr. S. Wand, Birmingham. 

Dr. W. Woolley, Bristol. 


WAR MEMORIAL COMMITTEE 


Officers of the Association. 

Chairmen (or nominees) of Building, Armed Forces, Charities, 
and Organization Committees. 

Dr. H. Guy Dain, Birmingham. 

With power to co-opt. 








* The constitution of this committee is under consideration. 


ONT COMMITTEES OF THE BRITISH MEPICAL 


ASSOCIATION WITH OTHER BODIES | 


B.M.A. AND ROYAL COLLEGE OF ,NURSING , 
_ LIAISON. COMMITTEE 

Chairman of: Council. 

Dr. Mary Esslemont, Aberdeen. 

. Mr. A. Staveley Gough, Watford. 

Dr. H. Joules, London. 

Chairmen (or ‘nominees) of Central Consultants and Specialists, 
Private Practice, Céntral Ethical, Occupational Health, and 
Public Health Committees. With . peneieetete of the Royal 
Coilege of Nursing. 


JOINT COMMITTEE OF B.M.A.. WITH 
PHARMACEUTICAL SOCIETY 
Chairman of Council. 
Three members appointed by Private Practice Committee. 
Three members appointed by General Medical Services Com- 
mittee. 
Chairman (or nominee) of Ceritral Ethical Committee. 
One member appointed by Scottish Committee. 
Together with representatives of the Pharmaceutical Society. 


JOINT FORMULARY COMMITTEE OF B.M.A. AND 
‘ PHARMACEUTICAL SOCIETY 

Four members appointed by General Medical Services 
Committee. 

Two members appointed by Central Consultants and — 
Committee. 

Two members appointed by Science Committee. 

Together with two representatives appointed by the Royal 
College of Physicians,; and representatives appointed by 
Ministry of Health; with power to co-opt. 


JOINT COMMITTEE OF B.M.A. AND THE |: 


MAGISTRATES’ ASSOCIATION ON PSYCHIATRY AND 


THE LAW 


Dr. F. Bodman, Bristol. 

Dr. Denis Carroll, London. 

Dr. H. Mannheim, London. 

Mr. Claud Mullins, Petworth. 

Dr. Doris Odlum, London. 

Dr. T. P. Rees, Warlingham. 

Dr. J. G. Thwaites, Brighton. ; 

With representatives of Magistrates’ Association. © 


JOINT COMMITTEE OF B.M.A. ‘AND TRADES UNION 
CONGRESS 
Eight members of the Association to be selected from the 
following panel, having regard to the nature of the business 
to be discu 
Mr. A. Lawrence ‘Abel, London. 
Dr. H. Alexander, London. 
Dr. C. Metcalfe Brown, Manchester. 
Dr. J. Cottrell, Grimsby. . 
Dr. H. Guy Dain, Birmingham. 
Dr. Ian D. Grant, Glasgow. 
Dr. F. Gray, London. 
Dr. E. A. Gregg, London. 
Dr. T. Rowland Hill, London. 
Dr. H. F. Hollis, Leeds. 
Dr. J. A. L. Vaughan Jones, Leeds. 
Dr. R. Nightingale, Stockport. 
Dr. R. S. F. Schilling, Bowden, Cheshire. 
Dr. Donald Stewart, Birmingham. 
Mr. J. W. Tudor Thomas, Cardiff. 
Dr. S. Wand, Birmingham. 
With representatives of ithe Trades Union Caiiiiiies. 








~ VISITS TO MENTAL HOSPITALS 


A motion regretting that “No power is given under the 
National Health Act for visits to mental hospitals. by mem- 
bers of committees of local authorities for the purpose of 
keeping in touch with local patients” was approved at last 
week’s meeting of Wolverhampton Borough Council. 

The resolution considered that it was in the best interests 
of the patients that such facilities should be restored at the 
earliest possible date, and it was agreed that copies of this 
resolution should be sent to the Ministry of Health, the 
Association of Municipal Corporations, and the local 
Members of Parliament. 
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Correspondence 








Starring of Hospitals 
Sir,—I feel that Dr. J. B. Taylor's letter (Supplement, 
September 22, p. 121) is so reasonable that the Association 


should take some action in support of his suggestion. As a. 


profession we are, or should be, active in condemning bad 
living conditions anywhere, but particularly for the house- 
men, who are unorganized and have little influence. 

I spent seven years in a hospital bed-sitting room into 
which no sunshine could penetrate. At any one time I could 
hear one man’s piano, another’s gramophone, groaning old 
men, and screaming babies. The furniture and fittings were 
very peor. After repeated sickness I gave up my job, 
probably just in time to survive. But why should men have 
to live like this while doing responsible, trying, and often 
poorly paid work? What effect have such conditions on 
the standard of their work? Our dining-room carpet was 
in rags for years, and the committee had to be pressed hard 
to do anything to improve the conditions. Those in industry 
who are concerned with welfare and morale of employees 
seem to know more about these things than many doctors 
and hospital committees.—I am, etc., 


Hitchin, Herts. G. C. PETHER. 


Unestablished Practitioners 


Sirn,—Dr. H. Rezler’s letter (Supplement, September 8, 
p. 109), in ehampioning the case for the unestablished prac- 
titioner, seems to me in line with the present-day fashion— 
by that I mean more pay and less work. According to 
Dr. Rezler the established practitioner is favoured by the 
present-day method of remuneration, but Dr. Rezler does 
not mention how long and how hard the established prac- 
titioner had to work before he reached his preseat status. It 
is the «established practitioner who is subsidizing the 
unestablished ones—e.g., basic salary. 

The offer from the Ministry of Health to establish a 
Working Party came only after a long struggle from the 
medical profession for increase in capitation fees. 

Dr. Rezler is rather exaggerating the exploitation of 
doctor by doctor. There may be an isolated case, and there 
again it is the fault of the assistant. If one were to look 
at the advertisement columns for assistantships in any 
medical journal, the majority of the assistants want assis- 
tantships with view. It is difficult for any practitioner to 
take an assistant with view, because it is not easy to decide 
about the choice of partnership within the short period that 
an assistant is prepared to wait. Once the partnership is 
established, and the partners find in course of time they are 
not suited to one another, the partnership will be on the 
rocks. 

General practitioners are gradually losing their freedom. 
Introduction of payment by salary will complete the loss of 
freedom, and that will not be in the interest of the unestab- 
lished practitioners, because they will not be able to set up 
practice where they like, as they are able to do in most cases 
now. The established practitioners know very well that they 
themselves were once in a similar position as the assistants 
how and appreciate the situation quite well. I am quite sure 
that if the majority of assistants were to drop this ideg of 
assistantship w'th view and apply for assistantship as such 
and work with their principal conscientiously, then there 
would be no need to ask for partnership: it would be 
offered willingly and gladly.—I am, etc., 

H. J. PRaTap. 


Liverpool. 





Dr. D. E. Parry-Pritchard has been appointed a maqaber of the 
Welsh Regional Hospital Board 


Association Notices 





Diary of Central Meetings 


OcTOBER 
9 Tues. Joint Committee for Consultants (at aes College 
of Obstetricians and Gynaecologists, 58, Queen 


Anne Street, London, W.), 10.30 a.m. _ 
9 Tues. Committee of Management, Empire Medical 
Advisory Bureau, International Medical Visitors 
Bureau, 11.45 a.m. 
9 Tues. Central Ethical Committee, 12 noon. 
9 Tues. Building Committee, 2 p.m. 
9 Tues. Office Committee, 5 p.m. 
10 Wed: Public Relations Committee, 2 p.m. 
10 Wed. —_ Committee (at Raven Hotel, Shrewsbury). 
15 p.m. 
11 Thurs. Amending Acts Committee, 2 p.m. 
11 Thurs. Journal Committee, 2 p.m. 
12. Fri. Ophthalmic Group Committee, 2 p.m. 
12. Fri. Subcommittee on Maladjusted Children, Psycho- 
logical Medicine Group Committee, 2 p.m. 
12. Fri. Editorial Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
P bury Square, London, W.C.), 2.15 p.m. 
15 Mon. Armed Forces Committee, 2 p.m. 
16 Tues. Anaesthetists Group Committee, 2 p.m. 
17 Wed. Private Practice Committee, 11.30 a.m. 
17 Wed. Film Committee, 2 p.m. 
18 Thurs. Radiologists Group Committee, 2 p.m. 
19 Fri. Charities Committee, 12 noon. 
23 Tues. Finance Committee, 10.30 a.m. 
23 Tues. Joint Formulary Committee, 2 p.m. 
23 Tues. Physical Medicine Group Committee, 2 p.m. 
23 Tues. ‘Special Finance Inquiry Committee, 2 p.m. 
24 Wed. Occupational Health Committee, 2 p.m. 
26 ‘Fri. Liew Subcommittee, Science Committee. 
noon. 


Branch and Division Meetings to be Held 

BLACKPOOL AND FyLpe Division.—At Savoy ey Gynn 
Square, Blackpool, Wednesday, October 10, 7.15 p dinner ; 
8.15 p.m., Dr. D. G. Bratherton: “ Medical aaa Radiological 
Aspects of Atomic Warfare.” 

DartFrorD Division.—At Livingstone Hospital, Dartford, 
Friday, October 12, 8.45 p.m. Dr. Stanley D. V. Weller: ‘* Some 
Changed Ideas in Paediatrics.” 

East Herts Diviston—At Hertford County Hospital, Thurs- 
day, October 11, 8.30 p.m. Special meeting to elect Deputy 
Representative to A.R.M. and to consider adoption of Revised 
—— a followed by the inaugural address by the Chairman, 

ae . Dunlop: “Facts, Fancies, and Medicine in Modern 
Wardare.* 

East SuFFOLK Division.—At Physiotherapy Department, East 
Suffolk and Ipswich Hospital, Thursday, October 11, 8.30 p.m., 
annual B.M.A. lecture by Professor R. S. Pilcher: ‘ Infections 
of the Hand.” 

GuILpForD Drvision.—At Royal Surrey County Hospital. 
Guildford, Thursday, October 11, 8.30 p.m. Mr. N. R. Barrett: 
“Cardiac Surgery.” 

Hampstead Division.—At New End Hospital, sameness. 
London, N.W., Wednesday, October 10, 8.30 p.m. Mr. E. 
Piercy: ‘“ The "Acute Abdomen.” 

Mip-Herts Diviston.—At Nurses Lecture Room, Sisters Infec- 
tious Diseases Hospital, St. Albans, Friday, October 12, 8.45 p.m.. 
Mr. R. S. Handley: “* Carcinoma of the Breast.” 

NorTH BEDFORDSHIRE Division.—At Bedford General Hospital, 
Friday, October 12, 8.30 p.m., Dr. Keith Simpson: “ Reconstruc- 
tion of Crime.” 

SouTH-East Essex Division.—At Southend General Hospital, 
Thursday, October 11, 8.30 p.m., special meeting to elect an 
Ethical Committee; an ordinary meeting will follow. Address 
by Mr. Bernard Sanger : “ Bladder Neck Obstruction.” 

SoutH Essex Division.—Thursday, October 11, 2 p.m., visit 
to Ford Motor Works. 

SouTH-West Essex Division.—At Clinic Hall, Thorpe Coombe 
Maternity Hospital, Forest Road, Waltha=stow, E., Wednesday, 
October 10, 8.30 p.m., film: “ Treatment of Varicose Veins and 
Their Complications. n 

TunsripGe WELLS Division.—At Spa Hotel, Tunbridge Wells, 
Saturday, October 6, 7.45 for 8.30 p.m. Dinner and dance. 

West SuFrork Ditvision.—At Everards Hotel, Bury St. 
Edmunds, Tuesday, October 9, 2.30 p.m., meeting. 
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3. The Council, having considered recommendations from 
the Amending Acts Committee, submits to the Representa- 
tive Body the following report, which is the first ofa series 
on the subject of the reform of the National Health 
Service. 

4. More than three years have elapsed since the Appointed 
Day, July 5, 1948, when the National Health Service came 
into operation. Since then the Council of the Association 
and the three main Standing Committees concerned with 
the Service—namely, the General Medical Services Com- 
mittee, the Central Consultants and Specialists Committee, 
and the Public Health Committee—have been continuously 
at work to secure improvements in the conditions under 
which the profession is working. A good deal has been 
achieved towards this end, but no major alteration in the 
Service has been made. That more far-reaching improve- 
ments, which are generally deemed to be desirable, have 
not been obtained is not the fault of these Committees ; it 
is rather because the Ministry has declined to ;:cept, for 
inclusion in the two Amending Acts which have been 
passed, points of policy which might have led to radical 
changes in the Service. It is the duty of the Council to 
initiate such recommendations as will remedy this state 
of affairs. 

5. The Council is of the opinion that the three years’ 
working of the Service has revealed defects and short- 
comings, and that many of the practical results of the Acts 
are harmful to the best interests of the public and: of 
Medicine. ‘ Many of the changes needed are fundamental 
to the Service as a whole and cannot be dealt with effectively 
by any one committee which is concerned with only a 
limited aspect of the Act. The Representative Body has 
accordingly deemed it advisable to set up a new Standing 
Committee of the Association with the terms of reference 
set out in paragraph 1 above. It is hoped that the. work 
of the Council and the Amending Acts Committee will 
encourage those members of the profession who feel that 
little is being done to bring about reforms, long overdue 
and will obtain the support of those practitioners who have 
become resigned to the Service with all its present faults. 
This first report covers some of the most urgently needed 
reforms, the ultimate aim being to make the Service not 
only more economical, but more workable, and one in 
which all sections of the profession can willingly co-operate. 
To delay the implementation of these reforms will inevit- 
ably cause further frustration to the, profession and retard 
the development of the Service along more desirable lines. 

6. In making its recommendations the Council has taken 
into account the interests of the profession as a whole, 
and it is very conscious that some of the problems with 
which it is concerned have already been the subject of 
prolonged study and vigorous action by some of its other 
Standing Committees. For this reason the Amending Acts 
Committee has been careful to seek the views of these com- 
mitttees where their special interests are concerned, and 
in its report to the Council the Committee records “ its 
appreciation of the detailed work already undertaken by 
these committees and of their readiness to co-operate not 
only by furnishing the Committee with the minutes of their 
more important meetings but by receiving and commenting 
upon suggestions and new proposals put forward for their 
consideration.” 

7. The Council is convinced that it is wise now to 
embark upon a series of constructive modifications of the 
Service which should receive general approval. Other pro- 
posals will require consideration at a later date; some of 
these are already under discussion. 

8. The Council is aware that such success as the present 
medical service has achieved is due in no small degree to 
the efforts of the various sections of the medical profession. 
There has been no lack of good will on the part of doctors, 
and it is not unreasonable to expect some reciprocity on 
the part of the Government by effecting such amendments 
to the Act as the passage of time has shown to be a matter 
for urgent Parliamentary consideration. The Council 








believes that the highest standards of medical practice cam); ; 
be achieved and maintained in the National Health Service 
only if readiness is displayed by the Government as a 
whole and by the Ministry of Health and the Department 
of Health for Scotland in particular to invite and foster 
the fullest co-operation from the medical profession in the 
formulation of policy and in the administration of the 
Service. ‘ 


ll. THE SERVICE AS A WHOLE 


General Administration of the Service 


9. The Council has noted that many of the difficulties and 
disappointments of the Service are due to its structure 
and general administration. For example, it believes that in 
the field of hospital administration the areas of Regional 
Hospital Boards are in general too large for the efficient 
carrying out of their present functions and too remote from 
the everyday problems of local hospital units. Again, it is 
difficult to see how Boards and Hospital Management Com- 
mittees can function efficiently unless they receive constant 
expert advice from authoritative clinicians acting through 
properly constituted Medical Advisory Committees statu- 
torily recognized. That statutory recognition has not been 
given by the Government to these Advisory Staff Committees 
is as short-sighted as it is disastrous to the smooth running 
of the Service. In a later section of this report the subject 
is discussed in more detail and certain specific recommenda- 
tions are made. 

10. In the General Practitioner Service at the Local Exe- 
cutive Council level the general administrative framework 
has worked reasonably well. The Council holds that Local 
Executive Councils, with their ‘local knowledge, their mem- . 
bership drawn from representative local interests, and their 
professional members democratically elected by the local 
profession, are reasonably satisfactory for the local adminis- 
tration of the Medical Service and should be adopted. 
with such modifications as may be necessary, as a model 
for other sections of the Service. 

11. Another principle which must be developed in the 
National Health Service is that of liaison and cross- 
representation of all sections of the medical profession at 
all levels of the medical administration of the Service. 
Its absence in the present arrangements is most keenly felt 
in the hospital field, where general practitioners, who have 
an important interest in the efficiency of the hospitals to 
which they send their patients, are to a large extent excluded 
from their administration. To-day, certain Regional Hos- 
pital Boards have no general practitioners included in the ¢ 
membership. Even where there are general practitioners 
on a Board or Hospital Management Committee they cannot 
always be regarded as representative of general practitioners, 
because some of them may have no association with local 
professional bodies. 

12. The Council has examined the powers which the Acts 
confer upon the Ministers to administer the Service by 
Regulation or Order. It considers them to be excessive, 
and makes detailed recommendations in a later section of 
this report. Once a satisfactory service has been established 
it should not be possible for a Minister to make major 
changes in policy without proper consultation with the pro- 
fession and after full debate in Parliament. 

13. Finally, no administrative arrangements for a Service 
as complex as the present National Health Service, in which 
the State exercises yirtual control over many thousands of 
professional men and women, can be satisfactory unless 
there is at the same time a proper and impartial system for 
settling disputes. Although three years have elapsed, no 
agreed form of arbitration yet exists under the Whitley 
Council. In a later section the Council puts forward certain 
recommendations for the establishment of a Standing Court 
of Arbitration to which the various sections of the profession 
may refer points which cannot be resolved by direct nego- 
tiation or through the Whitley Council. 
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Arbitration 


14. The Council has examined the various methods of . 


arbitration open to the profession and is satisfied that no 
existing method is wholly acceptable. It is reasonable that 
the profession should insist that arbitration should be 
governed by certain fundamental principles. For example, 
there must be an inalienable right to refer a dispute to arbi- 
tration where agreement is not reached either by direct 
negotiation with the Ministry or through the Whitley Coun- 
cil. The prior consent of the Minister or the management 
side should not be required. The Arbitration Tribunal must 
be independent, with a chairman of standing enjoying the 
confidence of both parties. With these considerations in 
mind the Council has obtained the opinion of Counsel, Mr. 
Colin H. Pearson, K.C., on the question of arbitration. His 
opinion is set out in full in Appendix A. 

15. Briefly, Counsel’s view is that for “the present pur- 
pose the material fact as to the relations between the 
National Health Service doctors and the Crown is that 
their remuneration has to be found by the Crown out of 
moneys provided by Parliament under Section 54 of the 
Act. If the remuneration is increased, the Crown will have 
to find more money ; if the remuneration is reduced, the 
Crown will have to find less money ; therefore in any dis- 
pute as to remuneration, or as to terms of service directly 
or indirectly affecting remuneration, the Crown is the 
interested party on the management side and its interest 
is opposed to that of the doctors who are represented by 
the staff side.” 

16. It follows, in the view of Counsel, that, “if disputed 
questions as to salaries and terms of service of National 
Health Service doctors are settled by Regulations of the 
Minister, the Crown is giving judgment as judge in its own 
cause, and any such arrangement is normally regarded as 
contrary to natural justice. The Crown is not an indepen- 
dent third party impartially mediating between the doctors 
on the one hand and the Boards and Councils on the other 
hand. The Boards and Councils, being financed by the 
Crown, are not much, if at all, affected by changes in the 
remuneration of the doctors. It might be contended that 
the Minister, being a Minister of the Crown and advised 
by his Department, will always act impartially and hold the 
scales evenly between the general interest of the community 
and the sectional interest of the doctors. No doubt the 
Minister will very often act impartially: but it would be 
too optimistic to assume that no Minister will ever be 
swayed by unconscious bias in favour of a too narrow 
conception of the general interest of the community, involv- 
ing many millions of direct and indirect taxpayers, as against 
the sectional interest of some thousands of doctors.” 

17. Counsel continues: “ The right method for settling 
the remuneration and conditions of service of the National 
Health Service doctors would be by collective bargaining, 
backed by arbitration in the event of disagreement. I think 
this was in principle conceded by the Government in the 
1949-50 period, when they caused to be enacted Section 13 
of the 1949 Act and concurred in setting up the Medical 
Whitley Council. Both the Main Constitution of the 
Whitley Councils for the Health Services (Great Britain) 
and the Constitution of the Medical Whitley Council con- 
tain a provision to this effect : 

“** Every effort shall be made to accommodate differences of 
opinion between the two Sides (of a Council) (of the Council 
or of Committees A, B, and C as the case may be) in order 
to reach an agreed conclusion. Where it is impossible to accom- 
plish this, it shall be open to the Management or the Staff 
Organizations concerned to seek arbitration in accordance with 
the terms of an arbitration agreement to be determined by the 
General Council.’ 

* The intended arbitration agreement has not come into 
existence.” 

18. In Counsel’s view the profession could very reason- 
ably put forward an argument on these lines : 

(a) disputed questions as to remuneration and terms of service 
of N.H.S. doctors should not be settled by regulations of the 





Minister, because the Crown should, not act as judge in its own 


cause ; 

(b) such questions should be settled by collective bargaining, 
backed by arbitration; 

(c) the collective bargaining in the Medical Whitley Council 
was intended to be backed by an arbitration agreement, and 
must be incomplete and ineffective until it is supplemented by 
proper provisions for arbitration ; 

(d) the intended arbitration agreement has not been made, 
and, therefore, an essential part of the intended arrangements 
is missing ; 

(e) an amending Act should supply the missing part by 
making proper provisions for arbitration in default of agree- 
ment. 


19. It is clear to the Council, after consideration of 
Counsel’s opinion, that any arbitration machinery accept- 
able to the profession must satisfy the following requisites 
as stated by Counsel : 


“* (qa) that it should be established by or under a permanent 
enactment ; 

(b) that each of the two sides (Management Side and Staff 
Side) should have the right, without the consent of the other, 
to refer a disputed question to an arbitrator or arbitration 
tribunal ; 

(c) that the award or decision of the arbitrator or arbitra- 
tion tribunal should be binding on both sides; 

(d) that such award or decision should confer upon the 
doctors affected legal rights, so that in the event of infringe- 
ment they could sue or proceed by arbitration and obtain 
enforceable judgments or awards against the Boards or Councils 
concerned ; 

(e) that the arbitrator should be selected, or the arbitration 
tribunal constituted, with a view to suitability for examining 
and deciding questions involving medical matters.” 


It is equally*clear that neither the Industrial Court nor the 


National Arbitration Tribunal satisfy all these requirements. 
20. The Council, having considered Counsel’s opinion and 


his quotation from Lord Shepherd's speech in the House of - 


Lords (see end of paragraph 6 of the opinion in Appendix 
A), recommends : 


Recommendation 1 : That an amending Act should pro- 
vide for the establishment of a National Health Service 
Court of Arbitration to which could be referred by the 
Ministers or representatives of the Management or Staff 
Side of Whitley Council disputes on the terms of service 

. including remuneration, whether existing terms or new 
terms affecting any section of the profession. 

Recommendation 2: That the Court should have power 
to settle such disputes. 

Recommendation 3: That the terms of service settled 
by the Court should be legally binding and enforceable. 

Recommendation 4: That the Court of Arbitration 
should be composed of a legally qualified, independent 
President appointed by the Lord Chancellor on ‘a 
permanent basis, with other members having special 
knowledge of the subject-matter and being selected, in 
equal numbers, by the Lord Chancellor from panels 
nominated respectively by the Management Side and the 
Staff Side of the appropriate Committees of the Medical 
Functional Council. 


21. The Council has considered the possible implications 
of Section 66* of the National Health Service Act, 1946, on 
the above recommendations and also certain recent events 
which have placed the profession in a precarious position 
as regards arbitration. The National Health Service Amend- 
ing Act, 1948, included a clause to the effect that, over and 
above the collective bargaining arrangements under Whitley 
Council, provision would be made for arbitration for dealing 
with disputes relating to terms and conditions of service. 
Unfortunately, in spite of prolonged negotiation, the Staff 


*Section 66 of the 1946 Act reads as follows: “ Regulations may 
make provision with respect to the qualifications, remuneration, 
and conditions of service of any officers emplo by any body 
constituted under this Act or employed by a local health authority 
in their capacity as such authority or by any such voluntary 
organization as is referred to in Section of this Act, and no 
officer to whom the regulations apply’shall be employed otherwise 
than in accordance with the regulations.” 
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and Management Sides of the General Whitley Council for 
the Health Services have been unable to agree upon a form 
of arbitration because the Management Side insists that 
arbitration should be on a bilateral basis, which means that 
neither side could go to arbitration without the consent of 
the other. 

22. Nevertheless, until July of this year it was possible for 
the profession to invoke arbitration in one of two ways. 
First, there was available the Industrial Court, to which 
a case might be taken with the consent of both parties. 
Secondly, arbitration was available through the Industrial 
Disputes Order 1305. Under this Order a dispute might be 
lodged by either side with the Minister of Labour, who, if 
he considered that a genuine attempt had been made between 
the parties to settle the dispute, though without success, was 
required to refer the matter to the National Arbitration 
Tribunal, the findings of which were binding on both sides. 

23. Recently, however, the Minister of Labour repealed 
Order 1305 and introduced in its place the Industrial Dis- 
putes Order 1376. Although this Order made provision 
for a new Arbitration Tribunal, it ruled that a dispute could 
be reported to the Minister (through whom it would be 
referred to the Tribunal) only by an employer, an organiza- 
tion of employers, or a trade union. The opinion of Counsel 
was sought on the position of the British Medical Associa- 
tion under Order 1376, and the Association has been advised 
that, as it is not a trade union, it is barred from the opera- 
tion of this Order. Thus the procedure which was open to 
the profession some months ago in obtaining compulsory 
arbitration has now been taken away. 

24. Another new Order, S.I. 1373, issued by the Minister 
of Health at the end of July, gives the Minister the power 
to vary the professional remuneration (and also the condi- 
tions of service) of the medical staff of hospitals without 
reference to the Whitley machinery or to Parliament. Under 
this Order the Minister could also enforce-remuneration and 
conditions of service inconsistent with a Whitley recom- 
mendation, and, although he would be bound to “con- 
sider” the recommendation before doing so, the duty to 
“consider” is clearly an inadequate safeguard. 

25. The absence of any unilateral right to arbitration is 
in itself an indication of the importance which the Council 
attaches to Recommendations 1 to 4 above. Section 66 of 
the Act and the new Order 1373 made under it are inconsis- 
tent, in Counsel’s view, with the conception of a Court of 
Arbitration whose Awards would be legally binding on both 
sides. The Council accordingly recommends : 


Recommendation 5: That the Minister’s powers to 
make changes by Regulation in the remuneration or 
conditions of service of any section of the profession 
be restricted to those conditions which are either agreed 
by the medical profession or determined by arbitration. 


The Powers of the. Minister 


26. One of the most striking and dangerous features of 
the National Health Service Act is the very wide power 
given to the Minister to make Regulations and prescribe by 
Order. Of the 79 clauses and 10 Schedules in the Act 
for England and Wales, no fewer than 40 confer on the 
Minister power to make Regulations or Orders. 

27. In general, all Regulations are subject to Parliamentary 
control, but unless there is provision to the contrary, Orders 
are not subject to such control. Parliamentary control is 
exercised in two ways : 

(a) by affirmative resolution: Regulations subject to this are 
ineffective until the House has positively approved them; 

(5) by negative resolution: Regulations subject to this, though 
required to be laid before Parliament immediately they are made. 
become operative at once and, unless Parliament within 40 days 
resolves that they be annulled, have statutory effect as if they were 
incorporated in the Act. - 

Section 75 of the Act lists those Regulations requiring 
affirmative resolution and those Regulations and Orders 
which are subject to negative resolution in Parliament. 
These are set out in Appendix B to this report. It will be 





seen that only two out the whole list require the sanction 
of Parliament before they take effect. 

28. The Council has studied the Minister’s powers in 
some detail. Some of them in practice are unexceptionable, 
while others give him an unnecessary control and very. wide 
powers of discretion. The Council believes that the Service 
could be made to accord more closely with the principles 
and traditions of medical practice and British administra- 
tion if these powers were curtailed and a more democratic 
basis for the Service evolved. The following are some 
examples of excessive Ministerial powers conferred by the 
Act of 1946 and of the way in which the Council would 
wish to see them modified. 

(a) Under Section 5 of the Act of 1946 the Minister ‘* may 
set aside ’? accommodation in hospitals for patients paying the 
whole of the cost. He “* may allow ” a practitioner on the staff 
of a hospital to treat his private patients in that hospital and 
may prescribe the maximum charges the practitioner may make. 

Recommendation 6: That in Section 5 of the National 
Health Service Act of 1946 the words “ may set aside” 
and “ may allow ” should be replaced by “ shall provide ~ 
and “shall allow ” respectively. 

Recommendation 7: That with reference to Section 
5 (2) of the National Health Service Act of 1946 the 
maximum charges should be laid down only in consulta- 
tion and agreement with representatives of the profession. 

(b) Section 10 and Schedule II of the Act of 1946 enable the 
Minister to acquire compulsorily any equipment privately 
owned. He may pay for it at a rate to be decided by the 
Treasury, and may override any objections offered. 


Recommendation 8: That the power of the Minister 
to acquire compulsorily equipment privately owned and 
to pay for it at a rate to be decided by the Treasury 
should be repealed. 

(c) Under Section 20 of the National Health Service Act ot 
1946 the Minister, in connexion with the Health Services pro- 
vided by Local Health Authorities under Part III of the Act, 
may accept or alter schemes submitted by those authorities. 
may require a fresh submission, or may substitute his own 
schemes. 


Recommendation 9: That Section 20 of the National 
Health Service Act, 1949, should be so amended as to limit 
the Minister’s power and to require him either to accept 
such schemes as are submitted by a Local Authority or 
to refer them back for re-consideration. 

(d) Section 33 of the National Health Service Act, 1946, 
empowers the Minister to prescribe by regulation the terms of 
service of general practitioners and to make provision for the 
issue of an unlimited number of certificates without payment. 

Recommendation 10: That the power of the Minister 
to prescribe by Regulation the terms of service of general 
practitioners and to make provision for the issue of an 
unlimited number of certificates without payment should 
be repealed and replaced by the procedure recommended 
by the Council in Recommendations 1 to 5 above. 


HOSPITAL AND SPECIALIST SERVICES 
(Part Il Services) 


29. The experience of consultants during the last three 
years has led to the conclusion that a number of reforms 
are necessary in the services provided under Part II of the 
Act if the hospitals of the future are to develop along the 
right lines and play their proper part in the Service as a 
whole. The Council puts forward some suggestions which 
are designed to introduce into the hospital services more 
elasticity and more local freedom and initiative than the 
existing machinery permits. 


Hospital Boards and Committees 


30. The problems of efficient hospital administration are 
complex and vary not only from hospital to hospital but 
from one part of the country to another. Before the 
Appointed Day these problems were dealt with by local 
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people who knew local conditions. Now the administration 
largely devolves upon more remote bodies who cannot have 
the same knowledge of local difficulties. The Council 
regards as a fundamental principle of hospital administra- 
tion that there should be an adequate representation of 
practising doctors elected demoeratically by their colleagues. 
Any steps that can be taken to give back to the hospitals 
some sense of local interest would, more than anything 
else, promote efficiency and economy and make it easier 
to recruit the best type of member of Hospital Management 
Committees. 
31. The Council recommends : 


Recommendation 11: That the Third Schedule of the 
Act of 1946 dealing with the constitution of Regional 
Hospital Boards, Hospital Management Committees, and 
Boards of Governors of Teaching Hospitals be amended 
so as to ensure 

(a) a democratic procedure of election ; 

(b) the election of not less than one-fifth of the mem- 
bers by the medical staff of the hospitals concerned ; 

(c) the election of a chairman by the members. 


32. The Council has given thought to the detailed com- 
position of these Boards and Committees, and, while it 
would not wish to lay down any rigid scheme of member- 
ship, it submits the following recommendations as illustra- 
tions of the basis and relative proportions. 


33. Regional Hospital Boards 


Recommendation 12 : That the Chairman of a Regional 
Hospital Board should be elected by the members, such 
members being elected as follows : 


(a) Not less than one-fifth of the total members 
should be elected by the medical staff of the hospitals 
in the region ; 

(b) persons elected by the Hospital Management Com- 
mittees in the region ; 

(c) persons elected by the Beards of Governors of 
Teaching Hospitals in the region ; 

(d) persons elected by the University ; 

(e) persons elected by Local Executive Councils in 
the region ; 

(f) persons elected by Local Medical Committees in 
the region ; 

(g) persons elected by Local Health Authorities in 
the region ; 

(h) persons elected by other interested bodies (e.g., 
nurses). 

Apart from the overriding consideration of (a), the 
aumber of persons elected in the various categories should 
be determined by the geographical requirements of the 
region. 

At least one of the members of the Board should be a 
person with experience in Mental Health Services, and one 
should be a Public Health Medical Officer. 


Boards of Governors 
Recommendation 13: The Chairman of a Board of 
Governors should be elected by the members of the 
Board, such members being elected as follows : 
(a) Not less than one-fifth of the total membership 
should be elected by the medical and dental teaching 
staff of the hospital ; 


(b) not less than one-fifth elected by the University 


with which the hospital is associated ; 

(c) not less than one-fifth elected by the Regional 
Hospital Board for the area in which the hospital is 
situated ; 

(d) persons elected by the Hospital Management Com- 
mittees in the area ; 

(e) persons elected by the Local Health Authorities in 
the area ; 

(f) persons elected by the Local Executive Councils in 
the area ; 


(g) persons elected by the Local Medical Committees 
in the area; 

(h) persons elected by the Public Health Medical 
Officers in the area ; 

(i) persons representing the matrons of the hospitals 
served. 


_ Apart from the overriding consideration of (a), the 
number of persons elected in the various categories 
should be determined by the geographical requirements 
of the area. 


Hospital Management Committees 


34. The Council is not, at this- stage, putting forward 
detailed recommendations on the composition of Hospital 
Management Committees. It is, however, of the opinion 
that these Committees should enjoy a democratic procedure 
of election and that not less than one-fifth of the total 
membership should consist of members elected by the medi- 
cal staffs of the hospitals concerned, and, in addition, repre- 
sentatives of the general practitioners and public health 
medical officers elected by the profession in the area. 

35. At the present stage it recommends : 


Recommendation 14: That the present contro] exer- 
cised by Regional Hospital Boards be modified so as to 
permit to Hospital Management Committees (a) a wider 
measure of executive powers; and (b) a greater measure 
of financial authority. 


Block Grants 


36. The transfer of hospitals from local to State owner- 
ship and the absence of the keen co-operation of large num- 
bers of people who previously had a personal interest in 
the running and maintenance of these institutions have had 
a serious effect upon hospital finance. The present system 
has little in it to attract local and individual interest. Hospi- 
tal Boards may accept financial gifts from the public, but 
they may not appeal for them. The narrow conception of 
hospital finance under the Act stifles local initiative and 
pride and prevents a keen Management Committee from 
organizing appeals for money which could be valuable for 
promoting medical research or providing equipment for 
which Exchequer Funds might not be made available. 

37. One way in which a measure of local financial freedom 
could be revived is by the annual “ block grant” with the 
right to carry forward surpluses from year to year. At 
present every item of expenditure has to be authorized by 
the Regional Hospital Board, and all capital and main- 
tenance expenditure has to be contained within an annual 
budget. This is not an efficient or economical method of 
financing hospitals. The Council suggests that, if the 
efficiency of the hospitals is to be improved and their 
capacity increased, a scheme of block grants to Hospital 
Management Committees, on the lines of the University 
Grants system, should be devised. The Committees should 
be allowed the greatest possible measure of responsibility 
in the expenditure of the money, and grants earmarked for 
capital expenditure should be available for as long a period 
as is necessary. 

The Council recommends : 


Recommendation 15: That a scheme of block grants, 
similar to the University Grants system, be devised for 
hospital finance, the grants being paid to Hospital Manage- 
ment Committees, with amounts for capital and main- 
tenance expenditure to cover as long a period as possible, 
surpluses being carried on from year to year. 


Joint Consultation and Medical Staff Advisory Committees 

38. Another important defect of the Act is that it does 
not provide for proper and effective consultation between 
the staff and administration at all levels in the National 
Health Service, and efficiency and economy have suffered 
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in consequence. On the medical side of hospital administra- 
tion there should be constant joint consultation between the 
senior staffs of hospitals and Hospital Management Com- 
mittees on medical organization, policy, and development, 
and also between the profession as a whole and the Regional 
Hospital Boards on all relevant matters of administration 
and policy. Constant joint consultation on the regional 
development of the consultant and hospital services should 
take place between Regional Hospital Boards and the senior 
medical staff in contract with them and between the Boards 
and the profession as a whole in the region. Cross- 
representation and liaison of all branches of medical prac- 
tice. should be provided for in the medical aspects of hospital 
administration. If Regional Hospital Boards are made to 
depend for their expert medical guidance solely on medical 
officials or upon the very small number of -medical men 
appointed by the Minister to be members of such Boards, 
the efficiency of the regional consultant services will un- 
questionably suffer. 
39. The Council recommends : 

Recommendation 16: That there should be set up 
at all levels of hospital administration co-ordinating 
machinery between Regional Hospital Boards, Boards 
of Governors and Hospital Management Committees, 
Local Executive Councils, Local Medical Committees, 
and Local Health Authorities in the form of cross- 
-representation and liaison of all branches of medical 
practice in the medical aspects of hospital administration. 


40. One obvious and long outstanding reform is that 
statutory recognition should be given to all Advisory 
Medical Committees of hospital staff at all levels. These 
committees should be the normal channel of professional 
advice to Hospital Management Committees. 

The Council recommends : 

Recommendation 17: That Medical Advisory Com- 
mittees to advise Boards of Governors, Regional Hospi- 
tal Boards, and Hospital Management Committees be 
elected respectively by the Medical Staff Committees of 
Teaching Hospitals, by the Medical Staff Committees of 
the Non-Teaching Hospitals in the Region, and the Medi- 
cal Staff Committees of the hospital group, and that 
statutory recognition be given to the Committecs so 
elected. These Advisory Committees should include 
representation from the Local Medical Committee and 
Local Health Committee and should elect their owa 
Chairman. Local Medical Committees should be recog- 
nized as advisory committees to Hospital Management 
Committees on all matters affecting general practitioners. 


41. The Council, whilst satisfied that the adoption of this 
series of recommendations will secure a more efficient and 
contented hospital service, is of the opinion that even more 
radical modifications of the constitution and functions of 
Regional Hospital Boards may be necessary, and it proposes 
to make an immediate investigation of the subject with a 
view to reporting further at a later date. 


Appointment of Consultants 


42. In the past medical committees composed of consul- 
tants always had the opportunity of making recommenda- 
tions to appointing authorities regarding candidates for 
senior hospital posts. This valuable procedure has dis- 
appeared under the National Health Service Act, and the 
Council is of the opinion that it should be restored. There 
is, indeed, room for a thorough re-examination of the method 
of appointment of consultants and registrars in the Service. 

The Council recommends : 

Recommendation 18: That Section 14 (2) of the Act 
of 1946 be amended in such a way as to ensure that, 
before making their selection, Advisory Appointments 
Committees should consider any recommendations made 


Private Beds 


43. The Council is disturbed by the situation which has 
arisen from the Minister’s policy with regard to private and 
amenity beds. The maintenance charge for admission to 
private beds is so high as to be prohibitive to the majority 
of people who would like to use them, while the amenity 
beds, for which the maintenance charge is almost negligible 
and medical service is given under the National Health 
Service Act, do not meet the requirements of patients who 
would formerly have used the pay-beds in voluntary hospi- 
tals. The Council recommends that a return should be 
made to the practice adopted before the National Health 
Service, when the maintenance charges for private beds were 
within the means of middle-class patients and professional 
services were rendered at charges which took into account 
the individual’s particular circumstances. Amenity beds do 
not meet the need, because patients who desire privacy 
usually also desire private treatment. 

44. The Council is therefore of the opinion that amenity 
beds should be abolished and that the charges for private 
beds should be reduced to a reasonable level. In other 
words, the patient's right to free hospital accommodation 
under the Act should be recognized by allowing him in 
effect a grant-in-aid when he wishes to use a private bed. 
The Minister should be required to set aside adequate pay- 
bed accommodation for private patients in all hospitals 
where the need for it exists. 


Recommendation 19: That, in order to emsure the 
preservation of adequate facilities for private consultant 
practice 
(i) amenity beds be abolished ; 

(ii) it be made obligatory upon the Minister to set 
aside adequate pay-bed accommodation in all hospi- 
tals where a need can be shown to exist ; 

(iii) the charges for hospital maintenance to a patient 
electing. to receive treatment in a private hospital bed 
provided under Section 5 (1) be reduced to a reason- 
able level and that the right of the patient te receive free 
hospital accommodation under the Act should be recog- 
nized by allowing him in effect a grant-in-aid for 
accommodation in a private bed. (As far as possible 
the charges for maintenance in private beds should be 
standardized as between one hospital ind another in 
each hospital group.) 


IV. LOCAL AUTHORITY SERVICES 
(Part Ill Services) 


45. The Council has not found it necessary to make any 
recommendation for amendment, of the Act in so far as 
services provided under Part III are concerned. It wishes, 
however, to submit a recommendation for the amendment 
of Section 19 of the Act of 1946, which provides for the 
establishment of health committees by county councils and 
county borough councils. It considers that the local medi- 
cal profession should be represented as a right on these 
committees, and it recommends : 


Recommendation 20: That the Minister be empowered 
to require local authorities to exercise their powers of 
co-option to secure the inclusion in the statutory health 
committees appointed under Section 19 (3) of the Act 
of not fewer than two medical practitioners representa- 
tive of the local medical profession selected from among 
those nominated by the appropriate Local Medical 
Committecis). 


Vv. GENERAL MEDICAL SERVICES — 
(Part IV Services) 
46. The Council has noted that the Amending Acts Com- 
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desirable in order to solve many of the difficulties which are 
now apparent in the general-practitioner field. It is clear 
that a number of changes are urgently necessary and should 
be made without delay. The Council is, however, convinced 
that many more far-reaching reforms are necessary if the 
geperal practitioner is to také his rightful place in - 
structure of the Service as a whole. 


Remuneration 


47. The Council fully appreciates the constitutional posi- 
tion of the General Medical Services Committee in negoti- 
ating proper ranges of remuneration for general practi- 
tioners, and therefore does not propose to offer any specific 
recommendations in regard to the size and distribution of 
the Central Practitioners Pool. It has, however, considered 
whether certain general principles of general-practitioner 
remuneration should not be embodied in the Act itself, in 
order to avoid any possibility of a future Minister attempt- 
ing to repudiate previous written or verbal assurances, either 
on the Spens Report itself or upon such matters as the 
number of doctors in the Service and the betterment factor. 

48. The Council holds the view that there is much to be 
said for including in the Act a reference to certain factors 
which require adjustment from time to time in order that 
the recommendations of the Spens Report may properly be 
reflected in the size of the Central Practitioners Pool. Such 
factors would include the cost of living, the scope of work 


in the Service, and the percentage of a doctor’s gross income ~ 


necessarily expended in meeting the cost of practice. It 
recognizes, however, that it would be unwise to press the 
view that these points should be written into the Act until 
the size of the Central Practitioners Poo! has been agreed. 

49. The Amending Acts Committee informed the Council 
that it had received the support of the General Medical 
Services Committee in its proposal that the Act should 
provide that, with certain exceptions, payment should always 
be by capitation fee. Section 10 of the National Health 
Service (Amendment) Act, 1949, was intended to cover this 
point, but it is couched in such general terms as to be not 
sufficiently precise. The proviso to this Section at present 
reads : 

“Provided that the remuneration to be paid under such 
arrangements to a practitioner who provides general medical 
services shall not, except in special circumstances, consist wholly 
or mainly of a fixed salary which has no reference to the 
number of patients for whom he has undertaken to provide 
such services.” 


The Council recommends : 


Recommendation 21: That the proviso in Section 10 
of the National Health Service (Amendment) Act, 1949, 
be amended to read as follows: 


Provided that the remuneration to be paid under 
such arrangements to a practitioner who provides 
general medical services shall, with certain exceptions 
to be agreed with representatives of the profession, 
be by capitation fee and that it shall not be possible to 
vary this arrangement except by amendment of the Act 
preceded by proper consultation with the profession. 


50. The Council has also considered whether any amend- 
ment is necessary in the present arrangements for the pay- 
mens of basic salaries. It recommends the following 
modifications : 


Recommendation 22 : That provision be made to secure 
that the basic salary of fixed annual amount is not pay- 
able to a new entrant where, in the opinion of the Local 
Executive Council in consultation with the Local Medi- 
cal Committee, he is not needed in the area for the provi- 
sion of general medical services. 

Recommendation 23 : That in deciding upon any appeal 
from the decision of a Local Executive Council on an 
application for hasic salary, the Minister should be advised 
by an independent panel of medical practitioners. 


Drugs and Appliances for Private Patients 


51. At the outset of the Service the public was promised 
in the White Paper issued with the National Health Service 
Bill that all the Service or any part of it would be available 
to everyone in England and Wales. The Act, howe-r, 
is so drafted as to preveni patients electing to take their 
general medical services privately from obtaining drugs, 
medicines, and appliances at the public expense on Form 
E.C. 10. The Council holds that the Act is not in keeping 
with the intentions of the White Paper and the promise given 
to the public. It therefore recommends : 


Recommendation 24: That Section 38 of the National 
Health Service Act, 1946, be amended to such extent as 
is necessary to entitle patients obtaining their medical 
care privately to obtain drugs and appliances at the public 
expense on the prescription of the attending practitioner 
on Form E.C. 10, on the same terms as patients regis- 
tered in the National Health Service. 


: Disciplinary Procedure 


52. It will be remembered that the Annual Representative 
Meeting at Southport in 1950 passed the following 
resolution : : 

That the Ministry of Health be pressed to amend the Medical 
Service Committee and Tribunal Regulations, 1948, in consulta- 
tion with the Council of the B.M.A., and that the Council be 
requested to undertake at once a full investigation of the status, 
composition, procedure, and” functioning of the Tribunal and 
Medical Service Committee, to hear evidence, to take legal 
advice, and publish a report before the end of this year. 


A similar resolution was passed by the Annual Conference 
of Local Medical Committees in November, 1950. As a 
result, the General Medical Services Committee set up a 
subcommittee to consider the whole question »f disciplinary 
machinery, and the Amending Acts Committee has sub- 
mitted to it a memorandum for its consideration. The 
matter will be dealt with fully in its next report, but in the 
meantime there are two important changes which are 
urgently needed to improve this section of the Service. 

53. The. Service Committees and Tribunal Regulations, 
1948, require, among other things, that any complaint to a 
Local Executive Council by a person against a medical 
practitioner in respect of an alleged failure to comply with 
the terms of service shall be investigated by the Medical 
Services Committee. The regulations, however, do not 
contain the provision which appeared in the Medical Benefit 
Regulations made under the National Health Insurance Act, 
1936, requiring any question between an insurance practi- 
tioner and a person .. . in respect of the conduct of the 
person while receiving treatment ... to be investigated 
by the Medical Services Subcommittee. It is recommended : 


Recommendation 25: That the National Health Service 
Regulations be extended so as to provide the same disci- 
plinary arrangements against a patient as existed in the 
National Health Insurance scheme. 

Recommendation 26: That new and more stringent 
rules for patients be formulated by the Ministry in 
consultation with the profession to prevent frivolous calls 
on the services of general practitioners, and that these 
rules be printed on the medical card and made enforce- 
able as suggested in Recommendation 25 above. 


VI. MATTERS UNDER CONSIDERATION 


54. The Council has under consideration several matters 
on which its discussions are not yet complete. They will, 
therefore, be reserved for later reports. They include : 

(i) The principle of “ contracting out ’"—that is, a means of 
enabling patients who desire to do so to place themselves out- 
side the scope of the National Health Service. 


(ii) The medical unemployment among newly qualified prac- 
titioners who wish to enter general practice. 
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(iii) The housing difficulties facing the new entrant to genera! 
practice, with particular reference to the problem created when 
more than one practitioner applies for an advertised vacancy. 

(iv) The restoration of the goodwill of practice to those 
general practitioners who wish to exercise such an option. 

(v) A review of the disciplinary machinery under the National 
Health Service. 

(vi) The structure of Regional Hospital Boards and Hospital 
Management Committees. 

(vii) The procedure for the appointment of consultants and 
registrars in the Service. 

(viii) The procedure and powers of the Medical Practices 
Committee. 

(ix) Maintenance charges for beds in public wards of 
hospitals. 

(x) Opportunities for general practitioners to become 
consultants. 


55. The question of the amendment of the Scottish Act 
is being considered by the Scottish Amending Acts Explora- 
tory Committee. This Committee has submitted a number 
of recommendations to the Amending Acts Committee, but 
there has not yet been sufficient time fo examine them. 
Some of the problems in Scotland differ from those in 
England and Wales, owing to the differences in the organiza- 
tion of the Scottish Service and in the experience of its 
working. These matters will be discussed in a later report. 


September, 1951. 





APPENDIX A 


COUNSEL’S OPINIONS ON ARBITRATION 
(See paragraphs 14-25) 


I 
At the invitation of the Council Mr. Colin H. Pearson, 
K.C., gave the following Opinion on February 13, 1951: 


1. I think the first question which arises here is whether it 
would be reasonable for the medical profession to ask that a 
future amending Act should confer upon members of the pro- 
fession who are engaged in the National Health Service, or upon 
their representative organizations, a fully effective right to inde- 
pendent arbitration on disputes as to remuneration and other 
terms of service, when such disputes cannot be resolved by 
discussion on a Whitley Council or elsewhere. 


2. For the purposes of this question I do not think it is 
necessary tO become involved in close consideration of the exact 
legal relations between the N.H.S. doctors on the one hand and 
the Crown and public bodies on the other hand. In view of the 
provisions and: wording of Sections 1 (1), 3 (1), 11 (1) and (8), 
12 (1) (a) and (3) (5), 13, 14, 54, and 66 of the 1946 Act it can be 
argued that the hospital doctors, being “employed” by the 
Boards and “ Officers” of the Boards, are perhaps in the legal 
sense servants of the Boards, and that the Boards (though by 
statutory fiction they are given the status of quasi-principals for 
convenience of administration and legal proceedings) are acting 
on behalf of the Minister and therefore as agents of the Crown, 
and consequently the hospital doctors are servants or agents of 
the Crown and can be referred to with substantial accuracy as 
State employees. In regard to general practitioners, the pro- 
visions and wording of Sections 33 and 34 of the 1946 Act tend 
to suggest that they are in law “ independent contractors ” under- 
taking to render professional services for reward, making con- 
tracts of “ work and labour ” with the Local Executive Councils 
and not coming under their orders as servants in the legal sense; 
but the National Health Service (General Medical and Pharma- 
ceutical Services) Regulations, 1948 (S.I. 1948 No. 506), set out in 
a schedule “ terms of service for medical practitioners ” which are 
to be incorporated in the arrangements made by Local Executive 
Councils with practitioners for the provision of personal medical 
services (para. 3 of the Regulations), and the form of application 
by a practitioner for inclusion in the list of medical practitioners 
undertaking to provide general medical services, etc., requires the 
PEGS GOED. Bs nic ceetede hesss accept service under, and 
agree to be bound by, the terms of service for the time being 
in operation in the area’: the wording “ accept service under . . 
terms of service” tends to suggest the existence of a master-and- 
servant relationship: there is scope for controversy as to the 
resulting legal position under the Act and the Regulations. 


3. For the present purpose the material fact as to the relations 
between the N.H.S. doctors and the Crown is that their remunera- 
tion has to be found by the Crown out of moneys provided by 
Parliament under Section 54 of the Act. If the remuneration is 
increased, the Crown will have to find more money: if the 
remuneration is reduced, the Crown will have to find less money: 
therefore, in any dispute as to remuneration, or as to termg of 
service directly or indirectly affecting remuneration, the Crown 
is the interested party on the management side and its interest is 
os to that of the doctors who are represented by the staff 
side. 

4. In my opinion it follows that, if disputed questions as to 
salaries and terms of service of N.H.S. doctors are settled by 
Regulations of the Minister, the Crown is giving judgment as 
judge in its own cause, and any such arrangement is normally 
regarded as contrary to natural justice. The Crown is not an 
independent third party impartially mediating between the doctors 
on the one hand and the Boards and Councils on the other hand. 
The Boards and Councils, being financed by the Crown, are not 
much if at all affected by changes in the remuneration of the 
doctors. It might be contended that the Minister, being a 
Minister of the Crown and advised by his Department, will always 
act impartially and hold the scales evenly between the general 
interest of the community and the sectional interest of the doctors. 
No doubt the Minister will very often act impartially: but it 
would be too optimistic to assume that no Minister will ever 
be swayed by unconscious bias in favour of a too narrow con- 
ception of the general interest of the community, involving many 
millions of direct and indirect taxpayers, as against the sectional 
interest of some thousands of doctors. 

5. In my opinion the remuneration and other terms of service 
of the N.H.S. doctors ought not to be settled by Regulations at 
all, because they are not a proper subject for Regulations. It 
would not in my opinion be reasonable or plausible to suggest 
that Regulations on this subject should be settled by arbitration 
in default of agreement. Regulations of the Minister must be 
fully and exclusively his Regulations, because he has to answer 
for them in Parliament. If Regulations were settled by arbitration 
there would be nob«:+y to answer for them in Parliament, because 
the Minister could disclaim responsibility and the arbitrator would 
not be a member of Parliament. I should add that, while Regula- 
tions are in my view a wrong instrument for this purpose in all 
cases, it would be possible from a practical standpoint to draw 
a distinction between (i) Regulations which settle disputed 
questions, and are therefore injurious and unfair, and (ii) Regula- 
tions which are merely used for convenience to record and put 
into operation agreed conclusions reached by appropriate negotia- 
tions, are therefore not in themselves harmful but afford a bad 
precedent. 

6. The right method for settling the remuneration and condi- 
tions of service of the N.H.S. doctors would be by collective 
bargaining, backed by arbitration in the event of disagreement. I 
think this was in principle conceded by the Government in the 
1949-50 period, when they caused to be enacted Section 13 of 
the 1949 Act and concurred in setting up the Medical Whitley 
Council. Both the Main Constitution of the Whitley Councils for 
the Health Services (Great Britain) and the Constitution of the 
Medical Whitley Council contain a provision to this effect. 


“ Every effort shall be made to accommodate differences of 
opinion between the two Sides [of a Council] [of the Council 
or of Committees A, B, and C as the case may be] in order to 
reach an agreed conclusion. Where it is impossible to accom- 
plish this, it shall be open to the Management or the Staff 
Organizations concerned to seek arbitration in accordance with 
the terms of an arbitration agreement to be determined by the 
General Council.” 


I understand that the intended arbitration agreement has not 
come into existence. That is really what has gone wrong with 
the arrangements. In this connexion it is interesting to refer to 
the statements made by Government spokesmen in the House of 
Commons and the House of Lords with reference to the Clause 
which eventually became Section 13 of the Act of 1949. In the 
House of Commons on the second reading of the Bill the Lord 
Advocate said (Col. 1074 of Vol. 465): 


“The principal amendments contained in these Clauses are, 
first, that under Clause 12 we put the coping stone on the 
structure of Whitley Councils which are built up for the 
negotiation of the terms and conditions of service of all of the 
many types of officers engaged in the National Health Service 
by enabling arbitration machinery to be set up where disagree- 
ment arises between the official and the staff sides. The inten- 
tion is to set up a.tribunal for the Health Service on the lines 
of the Civil Service Arbitration Tribunal, the details of its 
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constitution and procedure to be settled by the terms of an 
arbitration agreement made between the two sides.” 


The questions put by Mr. Linstead (Col. 1126 of the same 
volume) seem not to have been answered on behalf of the Govern- 
ment. In the House of Lords on the second reading of the Bill 
Lord Shepherd said (Col. 8 of Vol. 165): 


“My next point has reference to the removal of difficulties 
in the administration of the Act, In a great service relating to 
the hospitals, questions of labour and its remuneration are 
bound to arise. In Clause 13 it is proposed that the Cencilia- 
tion Act of 1896 and the Industrial Courts Act of 1919 shall 
be applied. This will have the effect of introducing a service 
similar to that which prevails in the Civil Service. A special 
tribunal of the Industrial Court will be appointed to deal with 
disputes arising out of remuneration and other conditions of 
service. The precise details of this attempt to settle disputes 
have not yet been completed. They will be settled by joint 
consultations effected through the Whitley Council, and later 
I shall be able to give your Lordships, if desired, the details and 
the set-up of the whole scheme.” 


7. In my opinion the medical profession could very reasonably 
put forward an argument on these lines: 


(a) disputed questions as to remuneration and terms of service 
of N.H.S. doctors should not be settled by Regulations of the 
Minister, because the Crown should not act as judge in its own 
cause ; 

(6) such questions should be settled by collective bargaining, 
backed by arbitration ; 

(c) the collective bargaining in the Medical Whitley Council 
was intended to be backed by an arbitration agreement, and 
must be incomplete and ineffective until it is supplemented by 
proper provisions for arbitration ; 


(d) the intended arbitration agreement has not been made, 
and therefore an essential part of the intended arrangements is 
missing ; 

(e) an amending Act should supply the missing part by 
making proper provisions for arbitration in default of 
agreement. 


8. The second question which arises is as to what form of 
arbitration would be suitable. It may be possible to make use 
of some existing arbitral procedure with suitable modifications, 
or it may be necessary or desirable to devise a new procedure. 


9. I think it would be reasonable to contend that the requisites 
of a suitable arbitral system include the following: 


(a) that it should be established by or under a permanent 
enactment ; 

(b) that each of the two sides (Management Side and Staff 
Side) should have the right without the consent of the other 
to refer a disputed question to an arbitrator or arbitration 
tribunal ; 

(c) that the award or decision of the arbitrator or arbitra- 
tion tribunal should be binding on both sides; 

(d) that such award or decision should confer upon the 
doctors affected legal rights so that in the event of infringement 
they could sue or proceed by arbitration and cbtain enforceable 
judgments or awards against the Boards or Councils concerned ; 

(e) that the arbitrator should be selected, or the arbitration 
tribunal constituted, with a view to suitability for examining 
and deciding questions involving medical matters. 


The Industrial Court under the Act of 1919 does not fulfil 
requisites (5), (c), (d), and the National Arbitration Tribunal set 
up in the year 1940 under emergency powers does not fulfil 
requisites (a) and (e). But no doubt the possibilities of adapta- 
tion have been-or will be considered. 


10. For devising a new procedure I think the provisions of 
Part V of the Transport Act, 1947, relating to the Transport 
Tribunal and the submission, confirmation, alteration, and review 
of charges schemes, together with the 10th and 11th Schedules to 
that Act, and the provisions of the Railway and Canal Traffic 
Act, 1854, might afford some guidance, if a permanent Tribunal 
and a somewhat elaborate procedure are required. There could 
be a new Tribunal, which might be either “‘ the Medical Service 
Tribunal” or “ the National Health Service Tribunal.” There 
could be a scheme of terms of service for (e.g.) the hospital 
doctors or the practitioners providing general medical services. The 
draft scheme could be submitted to the Tribunal by the Minister 
or other representative of the Management Side. The Staff Side 
would have an opportunity of lodging objections. There would 
be a hearing, whether public or private, before the Tribunal, and 
the Management Side would present and explain their scheme and 


call evidence to justify it, and the Staff Side could cross-examine 
the Management Side’s witnesses and adduce their own evidence. 
The Tribunal would have power to confirm the scheme, with or 
without modifications, or to reject it. A scheme confirmed by 
the Tribunal would have the force of law, conferring enforceable 
legal rights on the doctors affected. There would be procedure 
for alteration of the scheme. I think it would have to be pro- 
vided that the draft scheme would automatically be confirmed, 
and no hearing would be required, if it had been agreed or if no 
objection were lodged. Perhaps the Tribunal should have juris- 
diction, either exclusively or concurrently with the High Court, 
over claims for infringement of the provisions of a scheme. The 
constitution of the Tribunal could be on the same lines as that 
of the Transport Tribunal—a legally qualified president, and the 
other members having special knowledge of the subject-matter 
and/or being representative of the interests concerned. But 
would the volume of business likely to come before such a 
Tribunal be sufficient to justify its permanent existence and the 
somewhat elaborate procedure suggested ? 


11. It appears from the statements in Parliament set out above 
that in 1949 the Government had in mind that there should be 
for the National Health Service some arbitral procedure similar to 
the Civil Service Arbitration Tribunal. Has that proposal been 
investigated and found unsuitable ? 


12. I will refer shortly to some of the other points involved 
in the suggestions set out in my instructions. 


Appointments—The need for prior consultation with the 
appropriate interests is fully recognized in the 1946 Act, which 
has numerous provisions for consultation, nomination, selection 
of candidates, etc. But although the principle is not likely to be 
disputed there may be disputes as to the sufficieucy or suitability 
of the provisions intended to give effect to it, or as to the 
administration or implementation of such provisions. Each set of 
provisions, relating to the constitution of a body and the method 
of appointing its members, would have to be considered on its 
particular merits. Arbitration, in the ordinary sense of that 
word, would be unsuitable for appointments, because it would 
involve too much delay. There could be a provision that an 
appointment is to be made by A and B acting together, or, if A 
and B fail to agree, by C. But how would C be selected ? 


Regulations and Orders Generally.—Is there any need for 
special measures in relation to Regulations and Orders which are 
not concerned with remuneration and conditions of service ? 


Compulsory Acquisition of Land.—It is difficult to provide a 
satisfactory safeguard. The questions whether any particular 
premises ought to be requisitioned or not is a question of policy 
to be decided on a balance of conflicting factors—the national 
need for the premises on the one hand, and the hardships arising 
from dispossession on the other hand. That question is usually 
regarded as suitable for decision by a Ministry (the officials acting 
on behalf of the Minister) rather than by the Court, because the 
Ministry has or ought to have, and the Court usually does not 
have, the necessary background of information and training in 
respect of administration and politics. It could be suggested that 
a specially constituted Medical Service Tribunal or National 
Health Service Tribunal might be reasonably qualified to decide 
such a question in relation to any kind of medical premises. Any 
question can be decided judicially on evidence. I think this point, 
though difficult, merits further consideration, because the safe- 
guard provided by the Acquisition of Land (Authorization Pro- 
cedure) Act, 1946, First Schedule Parts I and I]—inquiry before 
an official of the Ministry which is proposing to make or confirm 
the order—looks inadequate. Also the compensation for requi- 
sition may be artificially limited and seriously insufficient. These 
defects of requisition procedure affect all requisitions and not 
only requisitions of medical premises. 

13. On the question whether it would be suitable to empower 
an arbitration tribunal to make an award imposing a charge 
on public funds, I think the answer is in the affirmative. Under 
the Crown Proceedings Act, 1947, the Courts can give judgments 
imposing a charge on public funds, and the position under the 
Petitions of Right Act, 1860, was not in substance very different. 
There is, of course, no legal means of compelling Parliament to 
provide the moneys required to satisfy a judgment or award 
against the Crown, but there is in effect an implied promise by 
Parliament to provide such moneys and Parliament has a moral 
obligation to keep the promise. 

On the Committee’s instructions the Deputy Secretary 
sought further advice in the following letter dated June 13, 
1951.: 


“The Amending Acts Committee of the Association has 
given further consideration to your Opinion, dated February 
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13, 1951, concerning machinery under the National Health 
Service for arbitration on matters in dispute between the 
Ministry and the medical profession. It agreed with your 
views on the undesirability of settling by Regulation the 
remuneration and other terms of service of National Health 
Service doctors, and it wishes to incorporate in its report a 
recommendation to give effect to these views. Before pro- 
ceeding further, however, it would like your opinion on the 
legal consequences of such a recommendation. Would it 
result in the position— 

(i) That the Minister would have to submit to Parlia- 
ment a Bill to implement an Award by the proposed Court 
of Arbitration. 

(ii) That if the Minister decided to provide additional 
moneys for remuneration, without recourse to arbitration, 
he would have to submit a Bill to Parliatment. 


“* Such a result seems to be undesirable and opposed to the 
interests of the profession. The Committee would like your 
assurance that the terms of reference of the proposed Court 
could be drafted in a way which would obviate any such 
Position arising.” 

Mr. Pearson replied as follows on July 2, 1951: 


1. I am in this Further Opinion reconsidering the Opinion dated 
February 13, 1951, in the light of the letter from the Deputy 
Secretary of the British Medical Association dated June 13, 1951. 

2. Paragraphs 6, 7, 8, and 9 of the Opinion do not seem to me 
to raise the difficulty envisaged in the letter. The principle is that 
the remuneration and other terms of service should be such as 
shall from time to time be determined by agreement between the 
Management Side and the Staff Side or, in the event of a failure 
to agree, by award of an arbitrator or arbitral tribunal. The Acts 
(including the supposed new amending Act) would in effect pro- 
vide, on the lines of s. 54 of the Act of 1946 or otherwise, that 
the moneys required for implementing any such agreement or 
award shall be paid out of moneys provided by Parliament. It 
could be provided that the doctors affected should have a legal 
right to recover from the Crown or its nominees or agents the 
remuneration determined for the time being by such agreement 
or award. Such legal right, in common with any other legal 
right against the Crown, would be ultimately dependent for its 
enforcement on Parliament providing the money: that is 
inevitable. 

The remuneration and terms of service would not have to be 
rigid or static, being such as shall from time to time be deter- 
mined as aforesaid. Thus if in year X the Staff Side propose 
that the salary of a class of officers shall be £1,600 per annum and 
the Management Side propose that it shall be £1,400 per annum, 
and there is a failure to agree followed by a submission to arbitra- 
tion and an award of £1,500 per annum, then the salary will for 
the time being be £1,500 per annum. But if in year X+1 it is 
agreed between the Staff Side and the Management Side, or on 
failure to agree determined by arbitration, that the salary shall be 
raised to £1,550 per annum, that agreement or further award 
will have effect, superseding the original award. 

I do not think there is any difficulty in principle about that. 

3. On the other hand paragraph 10 of the Opinion suggested 
(quite tentatively as a possibility for consideration) a procedure 
which might be regarded as having too much rigidity to be suit- 
able in’ a time of rising cost of living. It was said in that 
paragraph : 

“* A scheme confirmed by the Tribunal would have the force 
of law, conferring enforceable legal rights on the doctors 
affected. There would be procedure for alteration of the 
scheme. I think it would have to be provided that the draft 
scheme would automatically be confirmed, and no hearing 
would be required, if it had been agreed or if no objection 
were lodged.” 

That passage had in view to some extent the problem of 
rigidity, but I think it would be very difficult if not impossible 
to avoid some measure of rigidity in a “ scheme” procedure. It 
looks as if a Whitley Council procedure, coupled with a fully 
effective right to submit disputes to arbitration and obtain binding 
awards, wsuld be preferable. 

But I think it is not advisable for me to give any firm advice 
as to the most appropriate form of arbitration without previous 
discussion. 


il 
After consideration of Mr. Pearson’s Opinion, and in the 
light of later events, the Deputy Secretary, on the instructions 
of the Amending Acts Committee, wrote to the Association’s 
Solicitor on September 12, 1951, as follows: 


** Our Amending Acts Committee has based its recommenda- 
tion to the Council on this Opinion, and in the draft Report it 
set out its recommendations as follows: 


(i) That the Minister’s powers to make unilateral changes in 
_ the remuneration of any section of the profession by Regula- 
tion should be repealed ; 


(ii) That an amending Act should provide for the estab- 
lishment of a National Health Service Court of Arbitration 
to which could be referred by. the Minister or representatives 
of the Management or Staff Side of Whitley Council disputes 
on the terms of service involving remuneration, whether exist- 
ing terms or new terms affecting any section of the profes- 
sion ; 

(iii) that the Court should have power to settle such dis- 
putes involving remuneration or modification of existing 
terms or to reject them; 


(iv) that the terms of service settled by the Court should 
be legally binding and enforceable; 


(v) that the Court of Arbitration should be composed of 
a legally qualified, independent President appointed by the 
Lord Chancellor on a permanent basis, with other members 
having special knowledge of the subject-matter and being 
selected by the Lord Chancellor from a panel nominated by 
the Management and the Staff Sides of the appropriate 
Committees of the Medical Functional Council. 


““When the draft was discussed the Committee expressed 
a desire to leave out the first paragraph as being unnecessary for 
its purpose. Before coming to a decision, however, it instructed 
me to seek Mr. Pearson’s advice on whether, in. his view, the 
omission of the first paragraph would vitiate in any way the 
effectiveness of the other four paragraphs as the framework of 
the arbitration machinery it is endeavouring to secure.” 


The Solicitor replied as follows on September 17, 1951: 


Section 66* of the N.H.S. Act gives the Minister power to make 
regulations with regard to, inter alia, the remuneration and con- 
ditions of service of any officers employed by any body constituted 
under the Act or employed. by a local health authority in their 
capacity as such. Such regulations are subject to a negative 
resolution of Parliament. As we all recognize, this is virtually 
valueless as a safeguard, but at least it means that any regulations 
so made are subject to some sort of Parliamentary review. As 
far- as I know, no regulations were made under this section in 
respect of this matter until the issue on July 30 last of the N.H.S. 
(Remuneration and Conditions of Service) Regulations, 1951, S.I. 
1951, No. 1373. Before publication of that regulation the position 


in the event of a breakdown in negotiations was that a dispute _ 


could have been reported to the Minister of Labour under the 
1940 Order (No. 1305), though this would not have applied to 
general practitioners in my view, and such dispute, if not resolved 
beforehand, would have been determined by the National Arbitra- 
tion Tribunal, and you will remember that Counsel’s view was 
that their decision bound the Crown. Quite apart from this, 
in any case an award of the National Arbitration Tribunal would 
clearly have forced the hand of the Minister of Health. 

Now, however, the situation has worsened by the replacement 
of Order 1305 by the Industrial Disputes Order, 1951, S.I. 1951, 
No. 1936. This, you will remember, does not apply in the case 
of certain classes of officer—e.g., M.O.H.s—who therefore have no 
compulsory arbitration rights at all and, moreover, limits those 


who have the right to report disputes on behalf of the employees. 


to Trade Unions recognized as regularly taking part in negotia- 
tions. Therefore, within the last few months the situation has 
worsened in two respects by the publication of the two Orders 
referred to. The S.I. 1951, No. 1373, is to my mind a very 
dangerous one. It gives power to the Minister to approve the 
remuneration of any officer whose remuneration has been the 
subject of negotiations, after the Minister has considered the 
result of these negotiations and whether or not the negotiations 
have reached agreement, and it further says that, subject to that, 
an officer of a Regional Hospital Board shall have such remunera- 
tion and conditions of service as the Board may determine subject 
to directions in writing from the Minister. You will see that the 
effect of this Section is that, once the Order is passed or the date 
for review of it by Parliament is passed, the Minister can fix 





*Section 66 of the 1946 Act reads as follows: “ Regulations may 
make provision with respect to the qualifications, remuneration, 
and conditions of service of any officers employed by any body 
constituted under this Act or employed by a local health authority 
in their capacity as such authority or by any .such voluntary 

or 2 as ts referred to in Section 63 of this Act, and no 
cer to whom the regulations apply shall be employed other- 
wise than in accordance with the regulations.” 











rr 


FE a oll a cn, a 


a ne SM OOF HO ee lO AS 


a ae ee a ee ae ee 


\da- 
t it 


; in 
ila- 


ab- 
ion 


ites 
ist- 
lis- 
ing 


ild 


he 
TS 
ng 


ite 


or 


1€ 
re 
of 


a7 Oo 


=e SF oS OO mw. eller HAS CB 


ST way FST Fe 











Oct. 13, 1951 


REFORM OF THE NATIONAL HEALTH SERVICE 


SUPPLEMENT Tc THE 151 
BriTIsH MEDICAL JOURNAL 





remuneration by direction instead of by regulation as was the 
express intention of Section 66 of the Act, and whatever the 
Minister may do is subject to no Parliamentary review at all. 
That, then, is the situation, and it seems to me that five courses 
of action are possible. 

The first and most obvious course is to endeavour once more 
to negotiate a Whitley arbitration agreement. It might be that 
even if this was done the Minister would have power to side- 
track or obstruct the use of this machinery, but I do not frankly 
think that any Minister would dare to do so, for fear of jeopard- 
izing the value of the like arrangements within the Civil Service. 
I may be wrong in this, and you would perhaps get better advice 
elsewhere, but my feeling is that the sanctity of Whitley Council 
arrangements is so important to the Government when dealing 
with Civil Servants that no Minister would trifle with it. 

The second alternative is an attack, perhaps concerted with 
Town Clerks and others interested, on the Minister of Labour, 
pointing out the position in which professional men were placed 
by Order 1305 and asking what he was going to do about it. 

The third which occurs to me is to investigate the legality of 
Order 1373. It occurred to me that this Order might be ultra 
vires, but I reached the preliminary conclusion that it was an 
Order which the Minister had power to make; and I think in any 
case you may take it that very serious consideration has already 
been given to this by. the Ministry, particularly in view of the 
obviously controversial nature of this Order. 

The fourth alternative is like the last, but I think much more 
promising, and is to challenge the constitutional aspect of this 
Order. I have already pointed out that whereas Section 66 of the 
Act visualizes that remuneration and conditions of service would 
be determined by regul:.ion, which would be the subject of a 
negative resolution, this crder removes the matter from Parlia- 
ment altogether and gives the Minister power to settle the matter 
by directives. I should have thought there was a serious constitu- 
tional issue here. My experience of such matters is naturally 
severely limited, but I can remember no parallel to this. The 
best way of achieving this object might be to get a motion for the 
annulment of the Order moved in the House of Lords. They are, 
of course, much more interested in the constitutional aspect in the 
House of Lords than in the Commons. It would want consider- 
able exploration first. 

The last alternative is the one visualized in your letter under 
reply and is to get some special Arbitration Tribunal set up for 
the Health Service. Now it seems to me that, if this Tribunal 
was set up with the statutory power that you visualize to bind 
the Minister, and his power either to make regulations or, still 
worse under Order 1373, to make directions, was left untouched, 
there is very great scope for conflict. I see, of course, in view 
of the political issues involved, the great temptation of leaving 
the Minister's power untouched; and it is equally tempting to 
suggest a compromise on the lines that the Minister’s power to 
make regulations or even directions should remain, but that their 
validity and equity could be challenged before the Arbitration 
Tribunal. However, I do not think it is any good putting this 
forward, because I think this, too, would be unconstitutional, as 
the proper place for a review and, if necessary, annulment of a 
regulation is in Parliament and not before some extra-Parliamen- 
tary Tribunal. Therefore, I think one is driven to the view that 
it is really nugatory to ask for the setting up of a Tribunal-without 
asking for the Minister’s power to make regulations to be subject 
to the consent of the Tribunal. 


The Deputy Secretary wrote further on September 19, 
1951, putting the following specific questions: 

* 1. Does S.I. 1373 in Counsel’s view give the Minister powers 
of direction to vary the professional remuneration of any 
section of the profession without reference to Whitley or 
Parliament ? 

**2. Does Counsel consider, having regard to the political 
repercussions likely to arise, that we should not drop Recom- 
mendation (1) of the Amending Acts report, and that to do so 
might prejudice the remainder of the recommendations ? ” 


Mr. Colin Pearson having been promoted to the Bench, 
advice on these questions was sought by the Solicitor from 
Mr. S. B. R. Cooke, who replied on September 26 as follows: 


1. The two points on which I am asked to advise are set out - 


in Dr. Stevenson’s letter of September 19, 1951, and I will answer 
them in erder. . 
Effect of SI. 1951, No. 1373 


2. I am clearly of opinion that S.I, 1373 gives the Minister 
power to vary the professio. al remuneration (and also the other 


conditions of service) of the medical staff of hospitals without 
reference to the Whitley machinery or to Parliament. The 
Minister could also enforce remuneration and conditions of 
service inconsistent with a Whitley recommendation, although he 
would be bound to “ consider ” the recommendation before doing 
so. The duty to “consider” is obviously an inadequate safe- 
guard. (The S.I. applies only to officers—I think this clearly 
includes medical staff—employed by Hospital Boards and Manage- 
ment Committees.) The powers of the Minister may be exercised 
either (a) by approving remuneration and conditions of service 
under Regulation 3, or (b) by giving directions to a Hospital 
Board or Management Committee under Regulation 4. Regula- 
tion 5 contains a saving for contracts in force on July-30, 1951. 
This saving is obviously only of temporary value, and its-effect 
is further cut down by the provisions of Regulation 5, under 
which the Boards or Committees are bound to bring their contracts 
into conformity with the Minister’s requirements at the earliest 
practicable date. 

3. S.I. 1373 is in my opinion validly made under the powers con- 
ferred on the Minister by Section 66 of the National Health Service 
Act, 1946. Under that Act, the S.I. itself is of course subject 
to annulment by resolution ‘of either House of Parliament (see 
Section 75 of the Act and Section 5 (2) of the Statutory Instru- 
ments Act, 1946). But while it is open to Parliament, by the 
annulment procedure, to determine whether the S.I. shall remain 
in force or not, there is in my opinion nothing, either in Section 
66 of the 1946 Act or in the law relating to statutory instruments 
generally, which gives Parliament any contro] over what is done 
under the instrument, for so long as the instrument remains in 
force. 


Recommendation (i) of the Amending Acts Committee’s Report 


4. In my opinion this recommendation forms the essential 
basis of the recommendations which follow, and especially of 
Recommendation (iv). If a National Health Service Court of 
Arbitration is established, and if the terms of service settled by 
that Court are to be legally binding and enforceable, it seems to 
me to follow clearly that the Minister must be deprived of the 
power, which he now possesses under Section 66 of the National 
Health Service Act, 1946, to make regulations with respect to the 
remuneration and conditions of service of officers employed in the 
National Health Service. On this point I find myself in complete 
agreement with Mr. Pearson in the views which he expressed in 
paragraph 5 of his Opinion of February 13, 1951. The settle- 
ment of remuneration and conditions of service by regulations of 
the Minister is inconsistent with the conception of a Court of 
Arbitration whose awards would be legally binding on both sides. 


General 


5. I have advised that S.I. 1373 is within the powers conferred 
on the Minister by Section 66 of the Act of 1946. This does not 
alter the fact that the method adopted in S.I. 1373 is extremely 
dictatorial. When Section 66 was passed, Parliament no doubt 
expected that the regulations made under this section would deal 
in detail with questions of remuneration and conditions of service, 
instead of leaving them to be settled by the arbitrary decision of 
the Minister. The method which has in fact been adopted (though 
I think it can be upheld on the strict legal construction of Section 
66) has the effect of removing from Parliament all effective control 
over the remuneration and conditions of service of the doctors 
concerned. The time for moving a resolution against S$.I. 1373 
has not yet expired, and my clients may well think that this 
Instrument could justifiably be attacked in Parliament on the 
ground that the powers which it gives to the Minister are, even 
though they can be upheld in law, beyond what could reasonably 
have been contemplated when the National Health Service Act 
was passed. 

6. The recommendations of the Amending Acts Committee 
envisage the establishment of the National Health Service Court 
of Arbitration as a special tribunal to deal with the remuneration 
(and no doubt generally with the terms of service) of the medical 
profession in the National Health Service. It seems obviously 
preferable, in the best interests of the profession, that remunera- 
tien and terms of service of the profession should be dealt with 
by a specially qualified tribunal set up specifically for the purpose. 
The alternative would be to bring the remuneration and terms 
and conditions of the service within the ambit of the Industrial 
Disputes Tribunal established by the Industrial Disputes Order, 
1951. (This would probably involve an amendment of that 
Order.) I do not think that I need explore this alternative at this 
stage, since it is obviously the less attractive one. I would, 
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however, point out that even if this less attractive alternative were 
adopted, it would still be necessary to pass an amending Act to 
repeal Section 66 of the National Health Service Act, 1946. If that 
section remained in force, it would always be open to the Minister 
of Health to make a regulation overriding any award of the 
Tribunal relating to doctors in the National Health Service. 





APPENDIX B 


THE POWERS OF THE MINISTER 
(See paragraphs 26-28) 


The following is a list of the powers which the Minister 
possesses under the National Health Service Act, 1946: 


(Note: the figures in parentheses denote references to the rele- 
vant Sections in the N.H.S. Act, 1946.) 


(1) Regulations Which Require an Affirmative Resolution of 
Parliament Before They Became Operative 


(a) Superannuation (67); 


(5) the transfer and compensation of officers of hospitals, local 
authorities, and insurance committees (68). 


(2) Regulations Which Do Not Require an Affirmative Resolution 
of Parliament Before They Become Operative 


(a) The control and management of the Hospital Endowments 
Fund (7 (5) ); 

(6) the functions of Regional Hospital Boards, Boards of 
Governors of Teaching Hospitals, and Hospital Management 
Committees (12); 

“ bY the appointment of medical and dental staffs of hospitals 

(d) the arrangements to be made by executive councils with 
doctors, dentists, opticians, and pharmacists for the provision 
of services to patients (33); 

(e) the functions of executive councils in relation to filling 
vacancies in medical practice and the procedure for applications 
to the Medical Practices Committee and for appeals to the 
Minister (34); 

(f) the apportionment of the compensation global sum and the 
manner and time at which claims and payments are to be 
made (36); 

(g) the procedure of the tribunal dealing with the disqualifica- 
tion of practitioners (42 (7) ); 

(h) the arrangements for the use of health centres by medical 
and dental practitioners (46); 

() the qualifications, remuneration, and conditions of service 
of officers (66); 

(j) the appointment, tenure of office, and payment of: 

(i) members of the Central Health Services Council and 
standing advisory committees (Ist Schedule); 

(ii) members of Regional Hospital Boards, Hospital 
Management Committees, Boards of Governors of Teaching 
Hospitals, and of committees of those bodies and the pro- 
cedure of those bodies (3rd Schedule) ; 

(iii) members of executive councils and of committees of 
those councils, their officers, and procedure (5th Schedule) ; 

(iv) members of the Medical Practices Committee (6th 
Schedule) ; 

(v) members and officers of the Tribunal (7th Schedule) ; 

(k) the recovery of charges for certain appliances and special 
dental treatment (44); 

() grants to local health authorities (53); 

(m) payments to Regional Hospital Boards, Boards of 
Governors, executive councils, and: other bodies (54); 

(n) the recovery of charges from persons resident outside Great 
Britain (Section 17 (1) of N.A.S. Amendment Act, 1949). 


(3) Orders Which Are Administrative Acts of the Minister and 
Which the Act Specified as Being Subject to a Negative Resolution 
in Parliament 

(a) Varying the constitution of the Central Health Services 
Council (2 (2)); 

(b) determining the areas for which the Regional Hospital Board 
will be responsible (11 (1) ); 





(c) amending or repealing local acts and charters which are 
redundant or inconsistent with the Act (77). 


(4) Matters on Which the Minister has Power to Make Orders 
Which are Not Subject to Parliamentary Approval 


(a) The constitution of standing advisory committees of the 
Ceritral Health Services Council (2 (3)); 

(5) the constitution of Regional Hospital Boards (11 (2) ); 

(c) the designation of hospitals as teaching hospitals and the 
constitution of Boards of Governors (11 (8) ); 

(d) the constitution of joint boards for the areas of two or more 
local health authorities (19 (2) ); 

(e) the constitution of a single executive council for the areas 
of two or more local health authorities (31 (2)); 

(f) the variation of the constitution of a local executive council 
(31 (3)); 

(g) the constitution of a joint committee for the area of two 
or more executive councils for the purpose of exercising some, but 
not all, of the functions of the executive council (31 (4) ); 

(A) the functions of Local Medical, Pharmaceutical, and Dental 
Committees and the extent to which executive councils shall con- 
sult with those committees (32); 

() the termination of the arrangements-for the provision of 
supplementary ophthalmic services by an executive council 
(41 (4)); 

(j) the exercise of default powers against local health authorities 
and any of the bodies constituted by the Act—the various hospital 
bodies, executive councils, and others—if they are not carrying 
out their functions or failing to comply with any regulations or 
directions relating thereto (57); 

(k) the acquisition compulsorily of land required by the Minister 
for the purposes of the Act (58). 








INFLATION OF LISTS 
LOST PEOPLE 


Some difficulties in eliminating the inflation in the records 
of persons on doctors’ lists are discussed in a circular from 
the Ministry of Health. 

It has been found that some people could not be traced. 
After consultations with the B.M.A. a regulation has been 
made which enables executive councils to remove from 
doctors’ lists the names of persons whose death cannot be 
readily verified or who have left the district or whose where- 
abouts cannot otherwise be traced (S.I. 1951, No. 1695). 
The practitioner concerned will be given an opportunity of 
supplying information which may enable the person to be 
traced. 

Doctors Asked for Information 

Accordingly, during the next few months, executive 
councils will from time to time send lists to practitioners 
showing the full name and address of such persons whose 
names are included on their list, their approved society under 
the former National Health Insurance scheme, membership 
number, age or probable age, together with any other 
information available. The doctor may know of the where- 
abouts of some individuals and in other cases may wish to 
make his own inquiries. He will be given three months 
from the date of the issue of any list during which time he 
can furnish information to the council which might enable 
the person to be traced. If no information is received by 
the end of that period the council will remove the name of 
the person from the list. 

If this procedure were not carried out, doctors’ lists of 
patients would continue to be inflated, and there would still 
be no accurate basis on which to calculate the sums due to 
the various practitioners’ funds. 

Until present operations to eliminate inflation have been 
completed the distribution of the central practitioners’ fund 
between executive councils will continue to be related to the 
total number of persons on all the doctors’ lists in the execu- 
tive council area at January 1, 1951, and the executive 
councils will, in turn, distribute their portion of the fund 
to individual practitioners in accordance with the usual 
procedure. 
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GENERAL MEDICAL SERVICES COMMITTEE 


SUPPLEMENTARY REPORT TO THE ANNUAL CONFERENCE OF REPRESENTATIVES 
OF LOCAL MEDICAL COMMITTEES, 1951 


Remuneration 
(Paras. 15—18 of Report) 


229. Since the dispatch to the Minister of Health of the 
resolutions of the Special Conference in July (quoted in para- 
graph 15 of the Committee’s Report), there have been 
exchanges of letters with the Ministry and meetings between 
representatives of the G.M.S. Committee and the Minister 
and his officers. At the outset the Ministers withdrew the 
proposals in their letter of May 23 (a Working Party pro- 
ceeding on the assumption that additional Exchequer money, 
limited to £2m. a year in present circumstances, would be 
available if satisfactory methods of distribution were pro- 
posed by the Working Party and found to be acceptable to 
both sides ; lower effective maximum numbers of patients 
on doctors’ lists, and all possible steps taken to eliminate 
extravagance in prescribing) and suggested the establishment 
of a Working Party to work out a revised plan of distri- 
bution designed to safeguard the standard of medical service 
by discouraging unduly large lists ; to bring about a relative 
improvement in the position of those practitioners least 
favourably placed under the present plan of distribution ; 
to make it easier for new doctors to enter practice, and to 
stimulate group practice. If this suggestion was acceptable, 
the Ministers were prepared to agree to join the G.M.S. 
Committee in seeking a decision by an independent adjudi- 
cator “on the sum (at present 18s.) which should be used 
in calculating the size of the central pool, after taking account 
of remuneration from all other sources received by general 
practitioners, in order to give effect to the recommendations 
of the Spens Committee, having regard both to the change in 
the value of money since 1939 and to the increases which 
have taken place in incomes in other professions.” The 
adjudicator would also be asked to decide the date from 
which any new sum should be applied. Subject to the 
overriding authority of Parliament, the Ministers were pre- 
pared to accept the adjudicator’s decision, provided (a) the 
Committee also undertook to accept the adjudicator’s 
decision, and (b) an agreement satisfactory to both sides was 
reached on a revised plan of distributing the central pool, 
calculated on the new basis. 

230. The Committee replied expressing satisfaction that the 
Ministers had agreed to refer the question of the size of the 
pool to arbitration, and asked for discussions on the choice 
of the adjudicator, the terms of reference for both the 
adjudication and the Working Party, and other relevant 
matters which must be settled between the Committee and 
the Ministry. At the same time, the Committee made it 
clear that, while it was quite willing to accept whatever 
decision may be reached by the adjudicator, the profession 
would feel aggrieved if the award was nullified by failure to 
agree in the Working Party upon a proper distribution of 
the pool. The Committee added that, although the Working 
Party would wish to give appropriate consideration to the 
objects outiined in the Ministers’ proposal, it was important 
that the remit to the Working Party should be as wide as 
possible so as to secure, primarily, an equitable distribution 
of the pool based upon the recommendations of the Spens 
Committee. 

231. So far as practice expenses are concerned, the Ministry 
has said that, following an award on the basis of the data 
now available, practice expenses might thereafter be the 
subject of regular periodical review so that the allowance in 
respect of them may be adjusted in either direction as may 
be found appropriate. So far as the number of doctors in 
the Service is concerned, the Ministry has said that the terms 
of reference of the adjudicator do not prevent him expressing 


an opinion on the effect which a variation in the number of 
doctors in the Service would have on the pool. 

232. It has been agreed that the Working Party shall con- 
duct its deliberations as a team. Although every effort 
will be made to reach a mutually satisfactory settlement of 
the distribution problem, it is understood that arbitration 
on any fundamental points of disagreement is not ruled out. 

233. These and other matters have been the subject of 
correspondence with the Ministry and discussions with the 
Minister of Health and his officers during the past two 
months. The Committee has had a full report of these 
discussions and is satisfied that the terms of reference for 
the adjudication and the Working Party (quoted below), 
together with the assurances given on behalf of the Ministers, 
safeguard the profession’s interests as far as is possible to 
do so at this stage, and that the instructions of the Confer- 
ence have been implemented: 


Terms of Reference of the Adjudicator 

“To determine the size of the Central Pool, after taking 
account of remuneration from all other sources received by 
general practitioners, in order to give effect to the recommenda- 
tions of the Spens Committee, having regard to the change in the 
value of money since 1939, to the increases which have taken 
place in incomes in other professions, and to all other relevant 
factors.” 

Terms of Reference of the Working Party 

“To secure an equitable distribution of the Central Poo] based 
upon the recommendations of the Spens Committee, the object 
being to enable the best possible medical service to be available 
to the public, and to safeguard the standard of medical service 
by discouraging unduly large lists; at the same time, to bring 
about a relative improvement in the position of those practi- 
tioners least favourably placed under the present plan of distri- 
bution, to make it easier for new doctors to enter practice, and 
to stimulate group practice.” 


Choice of Adjudicator 

234. At the time this report was prepared, no decision 
had been reached on the choice of an adjudicator. Discus- 
sions are proceeding. 

235. The Committee has decided to employ counsel to 
present its case to the adjudicator, and has so informed the 
Ministry. * 

Basic Salary 
(Para. 21 of the Report) 


236. The Ministry has proposed that, because of the stage 
now reached in the negotiations on remuneration, a decision 
on the proposal referred to in paragraph 21 of the Com- 
mittee’s Annual Report should be deferred until the outcome 
of the wider negotiations becomes known. The Committee 
feels unable to accept further postponement of this long 
overdue reform and has made representations to the Ministry 
accordingly. 

New Industrial Disputes Order 


237. Counsel’s opinion has been taken upon the position 
of the B.M.A. in relation to the substitution of the Industrial 
Disputes Order, 1951 (No. 1376), for the Conditions of 
Employment and National Arbitration Order (No. 1305). 
Counsel’s view is that the Association cannot report a 
dispute under the new Order because it is not a trade 
union. On the other hand, the Order could apply if the 
employer concerned in the dispute were prepared to report 
the dispute to the Minister ; but it would apply only if the 
dispute involved more than one doctor in the employment 
of that employer. 
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238. In regard to remuneration and conditions of service 
under the N.H.S. Act, counsel advises that further efforts 
be made to settle a form of arbitration under Whitley 
Council, this being in counsel’s view a method of approach 
which would be more likely to lead to an early solution of 
remuneration problems. 


Filling of Vacancies 
(Paras. 32-3 of Report) 


239. Further diseussions have taken place with the Medi- 
cal Practices Committee and the Ministry of Health on the 
steps to be taken to overcome the difficulty which arises 
when a doctor other than the successor appointed to a 
practice vacancy secures the premises of the outgoing 
practitioner. 

240. The Committee felt that the Ministry's original pro- 
posal (to amend the terms of service so that, apart from 
the successful applicant, no doctor would be able to pro- 
vide general medical services from the practice premises 
without the consent of the Medical Practices Committee) on 
its own would both restrict the freedom of the retiring 
practitioner to dispose of his premises advantageously and 
at the same time give the selected applicant a possible 
advantage of being the only prospective purchaser, thus 
placing him in a position whereby the retiring doctor would 
be forced to sell at a price below market level. Again, the 
Committee felt that the local executive council, rather than 
the Medical Practices Committee, would, because of its 
greater knowledge of local conditions, be in a better posi- 
tion to judge whether consent to practise from the outgoing 
doctor’s premises should be withheld. 

241. As a result of these objections the M.. istry, in 
consultation with the Medical Practices Committee and 
the Committee, has formulated further proposals which 
are set out below: 

(1) An amendment to the National Health Service (General 
Medical and Pharmaceutical Services) Regulations to add a condi- 
tion to the terms of service that a doctor will not, without the 
consent of the executive council (or, on appeal, of the Medical 
Practices Committee), provide general medical services from the 
premises (to be defined) of an outgoing doctor for a period not 
exceeding one year after the vacant practice has been officially 


taken over. 
(2) The securing of an undertaking from applicants for a vacant 


practice that, if successful and if the practice premises are avail- 
able and if they wish to buy them, they will be willing to pay 
the price approved by the Medical Practices Committee (on the 
advice of the District Valuer), and to take effective steps to acquire 
the premises within two months of officially taking over the 
vacant premises. If the selected applicant fails to exercise his 
option within two months the vendor will be at liberty to sell the 
practice premises to whoever he wishes, including another medical 
practitioner who will not normally be barred from practising from 
the premises. 

242. The Committee is of the opinion that such a scheme, 
while doing much to prevent the abuse which is taking 
place, would impose the least possible restriction on the 
owner of the premises. It therefore recammends that these 
arrangements should be instituted for a trial period of one 
year and then reviewed again in the light of experience. 


Recommendation C: That an amendment be made to 
the National Health Service (General Medical and 
Pharmaceutical Services) Regulations to add a condi- 
tion to the terms of service that a doctor will not, without 
the consent of the executive council (or, on appeal, of 
the Medical Practices Committee), provide general medi- 
cal services from the premises (to be defined) of an out- 
going doctor for a period not exceeding one year after 
the vacant practice has been officially taken over. 


Recommendation D: That an undertaking be secured 
from an applicant for a vacant practice that, if successful 
and if the practice premises are available, and if he wishes 
to buy them, he will be willing to pay the price approved 
by the Medical Practices Committee, and to take effec- 
tive steps to acquire the premises within two months of 
officially taking over the vacant practice ; if such option 


is not exercised within two months the vendor to be at 
liberty to sell the practice premises to whomever he 
wishes, including another medical practitioner who will 
not normally be barred from practising from the premises. 


List of Appliances 
(Para. 75 of Report) 


243. The Committee has now been informed by the 
Ministry that as from November 1, 1951, gelatin sponge 
and oxidized cellulose will be prescribable as drugs by 
general practitioners in the National Health Service. 


Discount on Drugs 
(Paras. 97-8 of Report) 


244. The Committee has now been informed by the 
Ministry that the on-cost allowance paid to chemists and 
dispensing doctors has been fixed at the rate of 25% retro- 
spectively from May 1, 1950, and that an increase of a 
penny per prescription in the dispensing fee will be paid 
from the same date. The Committee is satisfied that the 
application of an on-cost allowance of 25% will prevent 
the loss which dispensing doctors have hitherto suffered when 
supplying a number of proprietary preparations. 


Health Centres 
(Paras. 163-4 of Report) - 


245. A further discussion has taken place with the Ministry, 
with particular reference to the modei contract attached to 
the Committee’s Interim Report on Health Centres. The 
London County Council has also participated in these discus- 
sions, which have, in the main, been concerned with the 
Health Centre which will shortly be opened by the L.C.C. 
at Woodberry Down. The Committee has agreed a num- 
ber of amendments to its model form of contract, and 
a revised draft is now being prepared in consultation with 
the solicitors which, it is hoped, will be acceptable to 
all the parties concerned. Subject to further discussions 
with the Ministry, this will eventually be issued as a model 
contract which has Ministerial approval and, although 
specifically designed to meet the circumstances pertaining to 
the L.C.C. Health Centre at Woodberry Down, should be 
capable of adoption, with slight modification, throughout 
the country. When the model contract is issued by the 
Ministry it will, however, be made clear that it is of an 
experimental nature and will be subject to revision in the 
light of experience. 


Protection of Practices of Doctors Called up in an 
Emergency 
(Paras. 170-2 of Report) 


246. Following the discussions with the Ministry of Health 
envisaged in para. 171 of the Committee’s Report a revised 
draft scheme has recently been received from the Department. 
This is now under active consideration, but it is apparent 
that at least one major point of principle remains unresolved, 
and in consequence it will not be possible to circulate an 
agreed scheme to local medical committees before the forth- 
coming Annual Conference. It is hoped, however, that it 
will be possible for a verbal statement to be made at the 
Conference which will indicate the progress and scope of the 
scheme. 


Reinstatement of Demobilized Service Personnel on 
Doctors’ Lists 


(Para. 175 of Report) 


247. The Committee has taken up again with the Ministry 
the establisament of machinery for the automatic re- 
instatement of the names of demobilized Service personnel 
on doctors’ ‘ists. For reasons of economy, the Ministry 
has been unable to accept the Committee’s view that special 
machinery should be established for this purpose, but it 
has undertaken to consider the revision of the present 
Form E.C.13 so that more emphasis is laid upon the 
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necessity for ex-Service men to register with doctors immedi- 
ately they are demobilized. The matter is still under 
discussion. 
General-practitioner V.D. Service 
(Paras. 193-4 of Report) 

248. The Committee protested to the Ministry against the 
suggestion made by a regional hospital board that general 
practitioners should no longer be expected to make the 
diagnosis of venereal disease or to give a decision on the 
adequacy or otherwise of tests of cure or to advise courses 
of treatment. The Committee understands from the Minis- 
try that it has been in touch with the regional hospital board 
concerned and that the board, as a result of further con- 
sideration, is not taking any steps to implement the recom- 
mendations made in its circular. 

S. WAND, 
Chairman, 
General Medical Services Committee. 


—————SSS=== 


GENERAL MEDICAL SERVICES 
COMMITTEE 
THE CHOICE OF AN ADJUDICATOR 


A meeting of the General Medical Services Committee was 
held on October 4, under the chairmanship of Dr. S. WAND, 
to consider the reply of the Lord Chancellor to the request 
that a Law Lord or Lord of Appeal be allowed to act as 
adjudicator in the forthcoming inquiry into the remunera- 
tion of general practitioners. The reply of the Lord 
Chancellor, announced to the Committee, was that, after 
giving the matter most careful consideration, he had found 
it impossible for one of the Law Lords to be released for 
this task, but that, if the course was acceptable to the pro- 
fession and the parties concerned, it might be possible, 
although difficult, to spare a High Court judge for the 
purpose. 

The Committee considered this proposal at length, with 
the advice of the Association’s Solicitor on the matter of 
judicial arrangements, and decided to ask for some clarifica- 
tion of the Lord Chancellor’s letter. 


Protection of Practices 

Advantage was taken of the summoning of the meeting 
to deal with certain matters which had been left over from 
the meeting held the previous week. It was agreed that a 
statement should be made to the Annual Conference of 
Lecal Medical Committees on October 31 on the question 
of the protection of practices of general practitioners on the 
reserves of H.M. Forces called up in an emergency. 


The Press and the Conference 

The Committee discussed the question of admitting the 
lay Press to the Annual Conference. It was the general 
feeling that the present practice whereby the Press are not 
admitted should continue, subject, of course, to the desire 
of the Conference itself that the Press should be admitted 
on a particular occasion. It was pointed out that this was 
a Conference largely concerned with domestic issues affect- 
ing a section of the profession, and is in a different category 
from the Annual Representative Meeting, to which the Press 
are invariably admitted. 


Early Requests for Visits 

A letter was read from the London Local Medical Com- 
mittee reporting the result of its representations to the 
London Executive Council concerning means of bringing 
home to the public the necessity that requests for home 
visits by doctors be made as early in the day as possible. 
Inquiries in various directions in which publicity might- be 
obtained proved not to be very encouraging. Various 
opinions have been expressed as to the value of a poster 
campaign. The view expressed by the G.M.S. Committee 
was that publicity arranged through local public relations 
officers would be likely to be more effective than announce- 
ments in the national press. 








Large Amount of Work 
The Committee received with pleasure a communication 
from the Preston Local Medical Committee, which, after 
considering the annuaf report to be presented to the Confer- 
ence, was impressed by the large volume of work which 
had been transacted during the year, and desired that its 
very sincere appreciation should be conveyed to the G.M.S. 


Committee. 
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SPECIALIST SERVICES 
GENERAL PRACTITIONER’S OBLIGATIONS 
The West Sussex Medical: Services Committee recently 
adjudicated on a complaint against a general practitioner 
about the way in which he had dealt with a request for 
a second opinion by the relations of a patient whom he 
was treating. 

The facts as found by the committee were that the patient 
was taken ill on December 24, 1950, and was seen by the 
doctor, who certified that he was suffering from influenza 
and pleurisy. He was seen again on December 30 and on 
January 7, 1951, when he was in great pain. This visit 
took place at about midnight on January 7-8, and the doctor 
diagnosed his condition as diaphragmatic pneumonia, and 
gave an injection. 

At 6 a.m. next morning the patient’s son, who was stay- 
ing with his father for the night, was so concerned about 
his condition that he telephoned the doctor and suggested 
that another opinion ought to be obtained, mentioning 
another general practitioner in the town. The doctor 
immediately called in a specialist resident in a city some 
seven miles off, and told him to regard the visit as a 
private one. 

On arrival the specialist found the patient complaining 
of abdominal discomfort but not of acute pain. He diag- 
nosed mesenteric thrombosis, and although his condition 
did not give rise to immediate alarm he had him admitted 
to hospital at once because of the difficulty of nursing him 
at home. There he made a complete recovery, and was 
discharged on January 31, 1951. 

Having been told that he was to regard the visit as pri- 
vate, the specialist sent in the patient an account for £7 7s., 
but when he learnt that the patient could not pay it told 
him to tear it up and forget about it as there had obviously 
been a misunderstanding. 

The doctor’s reason for telling the specialist to regard 
the visit as a private one was that, having seen the patient 
six hours before, he did not fegard it as absolutely urgent 
to call a specialist in at once, but thought that later would 
have done. He considered that, when the relations demanded 
immediate advice from a specialist which he, the general 
practitioner in charge of the case, did not regard as abso- 
lutely urgent, such assistance did not come within the scope 
of the Service. 

The committee held that the condition of the patient was 
such as to justify the son’s request, as was shown by the 
fact that the specialist sent him to hospital directly he saw 
him. When the doctor received the request, instead of 
visiting the patient to see whether his condition might have 
changed and to see whether a specialist’s advice was urgent, 
he at once arranged a specialist consultation at the patient’s 
expense. 

Under para. 7 (1) of the terms of service for medical 
practitioners, if the patient’s condition is such as to require 
treatment which is outside the scope of the practitioner’s 
obligations but is available as part of the hospital or 
specialist services, the practitioner should so inform the 
patient and take all necessary steps to see that he gets such 
treatment if he wants it. 

The committee felt that in this case the doctor’s attitude 
towards the request for a second opinion was unsympa- 
thetic and illogical, and savoured of penalizing the patient's 
relatives for their lack of confidence in him. They recom- 
mended that he should be cautioned and have his attention 
drawn to the terms of service. This action, with agreement 
of the Minister, has been taken by the executive council. 
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ADMINISTRATION OF HOSPITALS 


Instances of how the development of hospital groups has 
been inhibited by regional hospital bodrds interfering in day- 
to-day administration are given in a report on The Admin- 
istration of the Hospital Service by a committee of the 
Institute of Hospital Administrators. Hospital management 
committees must be vigilant of their rights and duties, says 
the report. The membership of hospital boards and com- 
mittees should be periodically reviewed, but the report 
accepts the principle of nomination rather than election as 
the only practical one in present circumstances. As to 
finance, the first necessity is considered to be a greater allo- 
cation ‘of money. Flexibility and financial devolution must 
at the same time be achieved. These are some of the main 
points from the report, and it is hoped to describe it at 
greater length in these columns later. 








GENERAL PRACTICE 


CHANGES IN REGULATIONS 


A number of changes have been made in the general medical 
services of the National Health Service under new regula- 
tions. They are summarized below. Except for the one 
under “ Definition of Partnership ” they came into operation 
on October 1. The changes are contained in the National 
Health Service (General Medical and Pharmaceutical Ser- 
vices) Amendment No. 2 Regulations, 1951, S.I. No. 1695. 


Definition of Partnership 


The regulations define a partnership on the lines of the 
definition which existed under former N.H.1. arrangements. 
Where a partnership includes a partner whose share of the 
profits is less than a third of that of any other of the partners, 
he ranks, from the point of view of the combined maximum 
list of patients of the firm, as an assistant rather than a 
partner. This regulation does not come into effect until 


April 1, 1952. 
Change of Doctor 


Patients on the list of a doctor who has died, retired, or 
withdrawn his name from the medical list have only 14 days 
following the appointment of a successor in which they may 
change freely to another doctor. After this period they 
must go through the normal procedure (i.e., unless they have 
themselves changed address, obtain their doctor’s consent 
or give 14 days’ notice to the executive council) before being 
transferred to another doctor’s list. 

Doctors are required to send to executive councils the 
medical records of persons removed from their lists. 


Power to Obtain Names 


Executive councils are given power, after their allocation 
committee has made due inquiry and the local medical com- 
mittee has been consulted, to require a medical practitioner 
who is providing general medical services at a school ora 
residential institution to give particulars of the names and 
addresses of the persons in these institutions who are on his 
list. It should in the Minister’s view rarely be necessary to 
make use of this power. 

The Minister has in mind particularly the kind of isolated case 
where a practitioner looks after the inmates of a school or other 
institution in which there is a quick turnover of patients and 
the council has reason to believe that the practitioner’s list is 
inflated considerably beyond the number of patients in the 
institution for whom he is actually responsible at any one time. 
Normally, the practitioner would agree voluntarily to assist the 
council in the removal from his list of the names of persons who 
had left the institution ; the present regulation seeks only to make 
it clear that the executive council has authority to obtain this 


co-operation. 
Employment of Assistants 
Under the new regulations, when an executive council 
gives consent to the employment of an assistant its consent 
is general, not limited to a particular assistant. 


A general practitioner who is not on the obstetric list does 
not need to obtain the consent of the executive council if he 
wishes to employ an assistant who has not recognized 
obstetric experience for providing maternity medical services. 
for his own patients. 

Dental Fees 


A general practitioner may accept a fee from a dentist 
for whose patient he is providing an anaesthetic, and he 
may accept a fee from the dental practitioner if he treats 
for dental haemorrhage a person for whom the dental practi- 
tioner is providing general dental services. 








FOOD OR DRUG? 
BRANDY ALLOWED 


An unusual case recently came before the Board of Referees 
concerned with deciding whether a preparation prescribed by 
a general practitioner is properly prescribed under the 
National Health Service. The doctor had prescribed brandy, 
and the board decided by a majority that he was justified in 
prescribing it in this case The facts were as follows: 
Between December 24. 1949, and January 16, 1950, a 
general practitioner prescribed three half-bottles of brandy 
for a woman aged 46. She had recently been discharged 
from hospital with carcinoma: of the bronchus which, after 
deep x-ray therapy, had been found to be incurable. She 
died on March 6, 1950. The brandy was to be used for 
making up to one tablespoonful a dose consisting of mor- 
phine,- cocaine, colouring matter, and syrup, in the propor- 
tion of seven parts of brandy to one of all the other sub- 
stances. The dose was to be taken every four hours. 


Executive Council Says Not a Drug 


The Middlesex Executive Council decided that the brandy 
so prescribed was not a drug or medicine which it was 
bound to provide. The doctor appealed to the Middlesex 
local medical committee, which upheld the decision of the 
executive council. The matter was then referred to the 
Board of Referees that judges these cases. 


Object to Relieve Pain 


The doctor submitted that it was part of the duty of a 
doctor to do what he could for his patient, even though death 
was inevitable. The object of this prescription was to 
relieve pain, both mental and physical, and the function of 
the brandy was, in principle, the same as the function of 
bromide given to relieve a mental state. 

He said that he had prescribed the mixture because it was 
recommended in a letter from the radiotherapist at the 
hospital. The object of the brandy was to relieve the 
patient’s anxiety about her approaching death by inducing 
in her a false sense of well-being, and so to ease the last 
few weeks of her life. She was a very poor woman who 
did not normally take any alcohol at all. The object was 
achieved in that when the doctor saw hz: early in the year 
she seemed to be quite cheerful about ‘he future. 

When the doctor was inforr ed that the brandy would be 
disallowed he substituted chioroform water. This did not 
have the same effect, but by that time the patient’s condition 
was very much worse. 

The executive council gave evidence that its decision was 
based entirely on the First Report of the Definition of Drugs 
Joint Subcommittee of the Standing Medical, Pharmaceutical, 
and General Practitioner Advisory Committees. 


Pharmacological Effect Questioned 


The local medical committee submitted that its decision 
was based on the consideration that the brandy could not 
have had any pharmacological effect because the quantity 
was too small. If rectified alcohol had been prescribed as 
recommended in the Report of the Joint Subcommittee 
referred to, some members of the local medisal committee 
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might have come to a different conclusion, but the principal 
reason for their decision was that the amount prescribed 
was insufficient to produce any therapeutic effect. 


Decision of Board 


A majority of members of~the board decided that the 
doctor was justified in prescribing the brandy in this case. 
He had acted on the advice of a specialist whose experience 
would give peculiar opportunities for judging what was best 
for a patient suffering from an incurable disease with death 
impending. The brandy oould have had some therapeutic 
effect in deadening the pain. The relief of anxiety caused 
by the knowledge that death was imminent was a pharma- 
cological purpose just as much as the relief of sleeplessness 
by sleeping draughts. Moreover, the board’s predecessors, 
the court of referees for determining what were proper and 
sufficient drugs and medicines under the National Health 
Insurance Acts, held that “ brandy in 1n exceptional case 
can be a drug where it is prescribed for a pharmacological 
purpose—for example, when it was prescribed for a patient 
who was suffering from bronchopneumonia and was dying.” 

The doctor was represented by Messrs. Hempsons, 
solicitors, instructed by the Medical Defence Union. 








GRADING OF HOSPITAL STAFF 
FINAL REVIEW 


As announced previously (Supplement, July 21, p. 21), the 
Ministry of Health has issued instructions to boards of 
governors and regional hospital boards on the arrangements 
to be made for reviewing the status of certain categories of 
hospital medical staff, in particular S.H.M.O.s. 

After consultation with the profession the Ministry has 
gone some way beyond its original undertaking. This was 
to review practitioners originally graded as S.H.M.O. by the 
grading committees set up in 1949. 


Categories Reviewed 
The following categories of practitioner are now to be 
covered by the review : 
(1) S.H.M.O.s, graded as such by the original grading com- 
mittees, who are holding consultant posts. 
(2) Practitioners appointed before October 3, 1950, as S.H.M.O.s 
in specialties where the grade is no longer applicable, and where 
the post is accordingly now classified in the hospital establish- 


ment as a consultant post. 

(3) Practitioners occupying posts classified in the hospital 
establishment as S.H.M.O. or consultant who are remunerated as 
J.H.M.O.s or as general practitioners under paragraph 10 (b) of 
the Terms of Service. 

(4) S.H.M.O.s graded as such by the original grading committees 
and occupying posts classified in the hospital establishment as 
S.H.M.O. appointments. In the case of these practitioners, how- 
ever, any upward regrading as a result of the review would not 
affect the salary of the practitioner while he continued to hold 


his existing post of S.H.M.O. 
Hospital boards have been instructed to notify the mem- 
bers of hospital medical staffs concerned. 


Immediate Application Needed 
The review is not automatic, and any practitioner in one 
of the foregoing categories who wishes his professional 
status to be reviewed should apply immediately to his board 
of governors or regional hospital board setting out the 
grounds of his claim to a higher status. 


What to Say 

A number of inquiries have been received as to the form 
the application should take. No standard form has been 
laid down by the Ministry or guidance given centrally. But 
according to the Ministry the purpose of the review is to 
select those practitioners who have improved their profes- 
sional status as a result of their experience since the time 
of the original grading. Therefore applicants would be 
well advised to give full particulars of their work in the 
past two or three years, with supporting evidence from their 


professional colleagues and particularly from the medical 
committees of their hospitals. At the same time, since 
the members of the review committees may be substanti- 
ally different from those of the original grading committees, 
applicants should take the opportunity of giving a résumé 
of their professional career as a whole. 

The forthcoming review is to be a final review of earlier 
gradings and appointments, and thereafter the only avenue 
for promotion will be by appointment to a higher post in 
open competition. 

The review will be effective—so far as any resultant 
changes in status and remuneration are concerned—as from 
January 1, 1952. 








£21 DEDUCTION FOR GIVING CHEMIST 
BLANK PRESCRIPTION FORMS 


The Services Committee of the Northern Ireland General 
Health Services Board recently had to investigate a com- 
plaint by the Board that a medical practitioner had broken 
his terms of service. He was said to have provided a 
chemist on the Board’s list with blank H.S.21 prescription 
forms issued to him under the Health Service Regulations 
for Northern Ireland and thereby, by arrangement with the 
chemist, to have enabled people to get drugs and appliances 
under the pharmaceutical service otherwise than on signed 
prescriptions. 

On the doctor’s behalf it was stated that he had made 
this arrangement with the chemist for the benefit of patients 
requiring “repeat” prescriptions. The blank forms were 
filled in by the chemist and later sent to the doctor for 
checking and signature. If the chemist was in doubt about 
any prescription he communicated with the doctor before 
dispensing. As soon as the doctor was told that this method 
of prescribing was a breach of the regulations he had stopped 
it. He apologized for an admitted breach of his terms of 
service and said it would not occur again. 

After the attention of the Services Committee had been 
drawn to Bulletin No. 2 (1950) of the General Medical 
Services Bulletin, in which doctors were reminded that the 
responsibility for prescribing rested solely on them, and 
how undesirable it was that they should allow a prescrip- 
tion form signed in blank to be completed later by a third 
party, the committee recommended the deduction of £21 
from the doctor’s remuneration. This recommendation was 
approved by the Northern Ireland General Health Services 
Board. 
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SUCCESSFUL REGIONAL APPEAL 


The Association has been. successful in a further appeal 
through the regional Whitley machinery with regard to the 
seniority of a consultant. The consultant alleged that his 
starting salary was not in accordance with the Terms and 
Conditions of Service of Hospital Medical and Dental Staff. 
The facts are as follows. 

The consultant concerned, a chest physician, obtained his 
first hospital appointment with full clinical responsibility in 
1941. This appointment was temporary in nature, since all 
appointments with hospitals and local authorities during the 
war were designated temporary. He was called up into H.M. 
Forces in 1943 and returned to a fresh appointment under 
the same local authority in 1947, where the duties and 
responsibilities were identical to the appointment he had held 
previously. The regional board contended that the tem- 
porary appointment could not be considered of consultant 
status and that the age of the practitioner (aged 27 in 1941) 
did not warrant consultant remuneration. 

The Association’s case rested on the application of the 
Terms and Conditions of Service, which lay down that con- 
sultant seniority should be calculated from the date on which 
a hospital staff appointment with full clinical responsibility 
was accepted, and also upon the Ministry circular which lays 
down the special salary scale for Fn ea appointed 
before the age of 30. Apparently the regional board 
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concerned had disregarded this latter Ministry instruction 
and failed to appreciate the nature of the appointment to 
which the consultant was “ temporarily" appointed. There 
had been no break in the consultant's service. 

The Regional Appeals Committee allowed the claim. 








PUBLIC HEALTH IN TURKEY 


A correspondent who has been visiting Istanbul writes that 
an anti-tuberculosis campaign on a large scale is being con- 
ducted in that city. It includes B.C.G. vaccination, a special 
laboratory for the production of the vaccine having been 
established at Ankara, and mass radiography. Tuberculosis 
is rife in Turkey, and when one sees the housing conditions 
in some parts of Istanbul one cannot wonder at it. The 
narrow cavernous streets, even in Pera, which is the European 
residential quarter, the decayed dwellings, the heavy fringe 
of crippledom and evident malnutrition make one wonder 
that the health record of the city is as good as it is. Am 
added trouble, at least during our correspondent’s stay 
there, was a shortage of water. It was a famuliar sight to 
see a queue of people with cans like petrol tins collecting 
water from a public fountain. Even at one of the best 
hotels water was cut off for some hours of the day, and 
drinking water was charged for at meals. 

Turkey has had a Ministry of Health ever since it has been 
a republic, with the Minister a member of the Cabinet. The 
hierarchy of the Ministry, and the association with it of 
advisory councils, follows very much the Western pattern. 
One of the departments of the Ministry is concerned with 
preventive medicine and hygiene, and organizes campaigns 
against infectious and contagious diseases. There is a depart- 
ment for malaria control which has embarked on a four- 
year plan to eradicate malaria from Turkey in the same way 
as has been done in Cyprus. Other departments are con- 
cerned with social assistance, health education, and pharma- 
ceutical services. 

Medical care is provided for all people at reasonable fees 
under the direction of the Ministry. Maternity aid is free to 
all women, and those who wish for private accommodation 
can have it at a small charge. In each province there is a 
director of health, and in the larger towns there are medical 
officers of health, under whom are the sanitary inspectors. 
Scholarships are available for the training of public health 
personnel in schools of hygiene in Europe and America. 
Turkey. like other lands, is suffering from a shortage of 
trained nurses. 

There are some sixty State hospitals, comprising altogether 
nearly 10.000 beds, as well as 180 dispensaries. Sixteen hospi- 
tals are devoted solely to maternity and child welfare. In 
addition there are a large number of hospitals and dispensaries 
operated by voluntary bodies under Ministry supervision. 
A British- member of Parliament, attending the recent meet- 
ing of parliamentarians in Istanbul, developed an ear affec- 
tion, and visited a specialist in charge of the otological 
department at one of the chief hospitals. On his arrival at 
the hospital he found a small boy being operated on, 
apparently with efficiency, but what struck him as unusual 
was the crowd of relations standing around gazing open- 
mouthed at the scene. When it came to his own turn he 
was rather chagrined to note the absence of a surgical chair 
and the usual appurtenances of a surgical department. He 
was made to sit on a stool while the surgeon carried out his 
manipulations, but, whatever the means were, they were 
justified in the result, for the trouble cleared up quickly and 
completely. 








SPECIALLY EXPENSIVE DRUGS 


The Minister of Health has made the following further 
additions to the list of specially expensive drugs, appliances, 
and reagents: benzhexol hydrochloride, chloramphenicol ; 
pessaries (cup and stem, and fluid ring). The amendment 
takes effect from October 1. 





Heard at Headquarters 








Amending the Act 


The Council sat solidly for eight hours on September 26 
discussing the report of its Amending Acts Committee. 
Dr. H. H. D. Sutherland, the chairman of the Committee. 
received many compliments on his presentation of the 
report, which was an extensive document. The 29 
‘recommendations with their preambles were discussed and 
dealt with, most of them accepted as they stood, some 
amended, one or two withdrawn or referred back. In this 
work the Association is putting up the steel framework 
for future legislation which will make a reformed National 
Health Service of inestimable benefit to the people of this 
country, a satisfaction to the profession, and a pattern to 
the world. The report as passed by the Council appears 
elsewhere in this issue of the Supplement. This by no 
means completes the work of the Committee, which has 
something like a dozen other subjects on its agenda, but 
it was felt important to get these interim proposals down 
to the Divisions in good time for a Special Representative 
Meeting to take place in December. 


Council Dinner 


The Council dinner on November 6 bids fair to be a 
very noteworthy occasion. Two portraits will be presented 
—one to Dr. Dain, veteran of the Association, and the other 
to Dr. Charles Hill, its late secretary. The health of two 
retiring officers—Sir Henry Cohen, the late President, and 
Dr. J. A. Brown, the late Chairman of the ‘Representative 
Body—will be toasted. It is a happy circumstance that 
the dinner is to be held in the Great Hall of the Assecia- 
tion House. This, it is true, has the disadvantage of limit- 
ing the number who can be accommodated at the tables. 
On the other hand the hall of Lutyens, where the Associa- 
tion is at home, is much more welcoming than the formal 
equipment of a hotel. At the Council dinners which were 
held almost yearly from the time the Association entered 
in possession in Tavistock Square until the late ‘thirties 
there was one traditional toast, which will be pledged again 
—“ The Common Health.” 


Plymouth Colours 


A handsome banner has been presented to the Associa- 
tion by the Plymouth Division. It was formally handed 
over by Dr. Noy Scott at the recent Council meeting. The 
banner commemorates the two Annual Meetings of the 
Association which have been held in Plymouth. The first 
of these was away back in 1871, when Mr. John Whipple, 
F.R.C.S., was President, and the second was in 1938, when 
the President was Dr. Colin D. Lindsay. The members 
who attended in 1871 have all joined the great majority, 
but many can recall the pleasantness of the meeting of 
1938 and the welcome which was given by the West Country. 
Unfortunately much of the Plymouth of 13 years ago has 
disappeared, but there is a new Plymouth, and one day the 
Association will visit it again. Meanwhile the banner will 
be added to the many others which hang in the Great Hall 
and are a delight to the eye as well as a record of history. 


Week-end at Home 


The Minister of Health told an amusing story when he 
attended the dinner of the Chartered Society of Physio- 
therapists the other evening. It related to the time when 
he was Minister of Pensions. One day at a Ministry of 
Pensions hospital near Cardiff the medical superintendent, 
returning to the hospital, encountered one of his patients 
coming towards him along the drive, fully dressed in out- 
door clothes and carrying a suitcase. The medical super- 
intendent stopped him and asked, “ Where are you going ? 
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They haven’t discharged you, have they? They have not 
told me anything about it.” “Well, you see,” said the 
patient, “ I have not been feeling very well, and so I thought 
I would go home for the week-end. I will come back when 
I am better.” 


= 


Invitation from Sweden 


A Swedish doctor and his wife would like an English lady 
to live for some months in their home in North Sweden, 
partly as a companion but also in order to practise the 
Erglish language. If any lady is interested in studying 
Sweden from within a Swedish family, she should get in 
touch with Dr. Sandiford, International Medical Visitors’ 
Bureau, B.M.A. House, Tavistock Square, Lofidon, W.C.1. 


Doctors Exempted 


From a Ministry of Ttansport handout on the Road and 
Rail Traffic Act (Exemption) Regulations, 1951: “ After 
September 19, 1951, when the regulations come into force, 
doctors, nurses, midwives, dentists, and veterinary surgeons 
will be able to use, without a carrier's licence, vehicles 
carrying medicine, instruments, or apparatus.” 





Questions Answered 








Income-tax Rebate on Car 


Q.—With reference to the initial income-tax rebate on 
the purchase of new cars, will the 40% initial allowance 
on consultants’ new cars cease next April, and, if so, what 
will be the annual percentage allowed for depreciation? 


A.—The initial allowance will cease as regards expendi- 
ture incurred after April 5, 1952, but the annual allowance 
will continue on the same basis as at present—that is, at 
25% on the written-down value of the car. 


Right to Fees 

Q.—Is the outdoor assistant or the principal entitled to 
the following fees where no agreement has existed : (1) fees 
for vaccinations carried out by assistant; (2) cremation 
forms completed by assistant ; (3) inquest fees received by 
assistant ? 

A.—The principal. An assistant has no right or claim 
to any fees or emoluments for any work connected with 
the practice unless some special provision has been made 
therefor. He is entitled to receive fees for work arising 
after the termination of the assistantship—for example. 
evidence given in a court of law. 


Sailor Treated 


Q.—I recently gave medicinal treatment to a sailor home 
on leave. To whom should I write for the appropriate form 
to enable me to make a claim for my professional services ? 

A.—The writer should apply to the sailor's establishment 
or depot in this country. 


Traimee Assistant 
Q.—/1) How long a holiday is a trainee assistant entitled 
to during his year's training? (2) If a prospective trainee 
assistant has been asked to attend an interview for a post 
which he obtains. is he entitled to travelling expenses from 
the GP. concerned or from any other source ? 


A.—{1) This is a matter for arrangement between princi- 


pal and traince assistant. It is recommended that this and - 


other similar points should be included in an assistantship 
agreement. (2) There is no automatic entitlement to travel- 
ling expenses, and again this is a matter to be arranged as 
between principal and trainee assistant. 


Correspondence 








Towards the Health Centre 


Sir,—We have read with interest your recent report in 
the Supplement of September 8 and 15 (pp. 105 and 113) 
entitled * Towards the Health Centre,” and thought that you 
would be interested in our recent abortive attempt to interest 
the Ministry of Health in an experimental centre. 

We are a firm of three principals and one trainee assis- 
tant in a small Gloucestershire town, where we look after 
6,500 rural patients. 

We have threé€ surgeries and dispensaries in our own 
houses, where our respective wives (with irregular help) 
answer three separate telephones and six door-bells. A 
dentist and physiotherapist both visit the town once a week, 
once again in separate rented rooms. Every alternate week, 
in a wooden hut, one doctor, the two district midwives, and 
helpers meet for an infant welfare clinic. 

Recently there became available in the centre of the town 
a highly suitable two-story building wherein, with moder- 
ate alterations, we considered that we could establish a 
health centre comprising: (a) waiting-room, (b) three 
consulting-rooms, (c) dispensary, (d) dental surgery, 
(e) physiotherapist’s room, and (f) storeroom. The amqunt 
of capital required for purchase and alterations would not 
have exceeded £3,500. The rents from ourselves, dentist, 
and physiotherapist would have made the investment of 
such a sum an extremely favourable financial proposition. 

We, unfortunately, do not have the capital to invest in 
this venture, so through the medical officer of health (who 
was most co-operative) our proposition was forwarded to 
the Ministry. A Ministry doctor was sent down to see us 
and our building, and she agreed that the whole idea was 
pregnant with possibilities. 

That, Sir, was six months ago. We have not received 
any further word from the Ministry, but we are led to 
believe that nothing further will be heard, as capital expendi- 
ture at this juncture is not allowed. So we continue to 
work from three surgeries (three telephones and six door- 
bells). The dentist and physiotherapist have their establish- 
ments, while the welfare clinic meets at yet a sixth 
slace. 

Doubtless we were too modest and made the mistake of 
suggesting that our centre could have been run as.a profit- 
able business concern. Had we asked for a £25,000 build- 
ing to be run at a loss, more interest might have been shown. 


—We are, etc., we. j 
Maurice G. ROBINSON. 


Gloucestershire. K. M. TOMLINSON. 


Sirn—The views of the B.M.A. Committee on Health 
Centres, summarized in the Supplement of September 15 
(p. 113), will arouse some misgivings in the minds of many 
general practitioners. I would like, if I may, to comment 
on certain aspects of the proposed size of the centres, 
because I feel that many difficulties would arise out of this 
point alone. 

It is suggested that each centre should be staffed by six 
to eight practitioners and serve a district of one-mile radius, 
without any obligation upon the patient to attend his nearest 


hoped that the doctors would enter into partnership and 
introduce a certain amount of specialization imto the 
allocation of work. 

The first point which strikes me is the difficulty of finding 
six general practitioners, at present working in close 
proximity to each other, who would be able to 
harmoniously in partnership. Men who are escent all 
temperament and vocation individualists do not find 
tolerance easy to acquire, and a group of six would rapid! 
find itself split into at least two factions. 


il 
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, Secondly, those at present practising at the periphery 
of any given “district” would find themselves in a very 
difficult position. They would be approximately half-way 
between two centres, with perhaps part of their practices 
in a third district, and, in whichever direction they decided 
to move, some of the patients living. on the opposite side 
are going to leave them, since they would have a mile added 
to the distance they must travel to the surgery. Most doctors 
see their patients in the morning and evening, when public 
transport is fully occupied taking people to or from work, 
and the difficulties of getting to the centre might prove to be 
considerable. If, on the other hand, the practitioner so 
placed elected to remain in his present surgery he would 
lose not only the advantages offered by the centre, but also 
many of his patients, who find the novelty an attraction ; 
and, ironically, in his rates and taxes he would be subsidizing 
the cause of his dilemma. 

I have presented two problems, each of which becomes 
reduced in importance as the proposed centres and 
“districts” diminish in size. Surely, both patients and 
practitioners would find small health centres, with three 
doctors, serving 10,000 people and placed at more frequent 
intervals, preferable. They would be easier of access, more 
homely, and less impersonal, and, above all, the doctors 
would be more likely to get to know each other’s patients— 
a very important aspect of partnership practice —I am, etc., 

Sheffield. H. H. Priyina. 


Sir,—It is 22 years since the late Lord Dawson of 
Penn in his Cavendish Lecture to the West London 
Medico-Chirurgical Society mentioned health centres in his 
scheme for reorganization of the medical services. It is 
therefore time we made up our minds whether health centres 
are desirable, and, if they are, what form they should take. 
I at least am not in favour of the proposals set out in the 
Supplement of September 15 (p. 113). 

The general practitioners are both to co-operate and to 
compete with one another, a somewhat difficult role for 
any general practitioner to fill. It is true that competing 
practitioners in private practice may and do seek one 
another’s help, but the assisting practitioner is remunerated 
for his services, whereas under the N.H.S. he would not be. 
With @ State medical service such co-operation would be 
possible because competition would not exist, ‘at least not in 
its present form, but competition is probably necessary for 
the advancement of medicine, seeing that we are not all 
simple altruists. Altruism is welcome in a doctor, but 
altruism in itself does not make either a skilled physician 
or a dextrous surgeon. 

It is further suggested that x-ray apparatus should not be 
provided at health centres, and that pathological equipment 
should be at the hospital and only simple tests (What is 
meant by simple tests ?) should be carried out on the health- 
centre premises. With this I am in complete disagreement. 
I admit that in Kensington the co-operation of St. Mary 
Abbot’s Hospital with the general practitioners is beyond 
praise, but if the general practitioners individually made a 
quarter of the demand made by the hospital staffs on the 
x-ray and pathological departments the present hospital 
accommodation of these departments would soon prove 
insufficient. I have no doubt that the demands of general 
practitioners would and should greatly increase—would 
because such ancillary aids to diagnosis and treatment would 
soon be recognized, or at least so I should hope; should 
because early correct diagnosis by the general practitioner, 
the first doctor called in, is so vastly important. 

I have for many years—some years before Lord Dawson 
suggested health centres—advocated the provision of such 
ancillary aids. I think these are the important things and 
not buildings where doctors would see their patients and 
(?) co-operate with their fellow practitioners.—I am, etc., 


Harotp H. SANGUINETTI. 


London, W.8. 





Mileage Payments 


Sir,—The minority for which Dr. C. E. Brown speaks 
(Supplement, September 22, p. 122) is a very much larger 
one than he infers. Most rural practitioners feel that the 
recent classification of practices was little more than a 
general down-grading calculated to nullify the extra rural 
payments granted. 

Every country practice has many of the inaccessible and 
time-consuming cases to which he refers, and what between 
the rent of outside surgeries and travelling between them 
daily, for which no payment whatsoever is made, the 
expenses of a rural practice far exceed those of a similarly 
sized urban pne. Consider, too, the fact that a country doctor 
is expected to subscribe to every charitable collection in his 
district, which is not necessary in town. 

It is, however, quite another aspect of the matter which 
I would like to stress. In these days, when a principal 
is being exhorted to take on assistants or partners, the 
country doctor should be warned of the penalties imposed 
upon those who do so and not be left to discover it when 
too late. 

My own practice is about as truly rural as could be 
visualized, and is situated eight miles from the nearest town. 
I took on a partner this year, who lives in a village three 
and a half miles away but very much inside the practice. 
In accordance with the existing regulations the local execu- 
tive committee immediately set up two mileage centres three 
and a half miles apart. This results in a dead area right 
in the centre of the practice seven and a half miles long by 
two miles wide in which neither of us can claim any mileage 
at all. Further, the very great reduction in mileage which 
ensued enabled the new “magic formula” to convert our 
practice into a semi-rural one. In other words, when we 
doubled our transport facilities for a better service, and 
incidentally the expenses, too, our mileage was drastically 
cut. It may be argued that two centres would reduce 
mileage, but in practice this would only apply if you 
eliminated the patients’ choice of doctor. 

Surely country practices should have one and only one 
centre of mileage. Principals meditating partners would 
be well advised under existing conditions not to be tempted 
by the obvious advantage to their patients to decentralize 
their residences. It may cost them several hundred pounds 
per annum in mileage cuts to do so. 

One can readily visualize country practices being almost 
completely bereft of mileage units by the spacing out of the 
partners. I feel strongly that, before doctors are asked 
to take on help, this ridiculous system of classification, 
together with the multiple mileage centres, should be 
scrapped. Practices can only be classified by individual 
inspection, and this should be done in all cases, and soon, 
too.—I am, etc., 


Silverton, Devon. P. A. HEDERMAN. 


“ Signboarding ” 

Sir,—Possibly Dr. J. Macleod, whose letter in the Supple- 
ment of September 22 (p. 120) shows much thought, may be 
interested to know that the question of the general- 
practitioner specialist has been brought forward by me both 
in the Press and at medical meetings on many occasions, 
my argument running as follows: 

Surely general practice is the continuous medical care of 
the individual, having as its goal the study of the whole 
man. It is a coherence of all the specialties. There is no 
other branch of the profession which requires higher ability, 
industry, zeal, personality, and courage than general practice 
—in fact, some less. The general practitioner is the man 
who, whether ii be in the homes of the wealthy or in the 
labourer’s cottage, at all times and in all weathers has the 
responsibility, the vital responsibility, of seeing the patient 
first, and on whose skill and courage even life may depend. 
Consequently I submit that the general practitioner, who 
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knows, or should know, all about the patient and his family 
history, is, and should be regarded as, as great a specialist 
as any of the others. 

If my definition is conceded, then we have the right to 
claim that such a man is equal to rank’ pari passu with any 
of the specialists who devote their whole time to one branch 
of medicine, often, I am afraid, with convenient myopia for 
others, I shall promptly be met with the argument that 
special training over many years is required before specialist 
status is acquired, to which I would reply: Is there any 
reason why a doctor, after registration, if he so wishes, 
should not also start on a special course of training to 
entitle him to become a specialist in general practice, with, 
if necessary, a special diploma at the end of it ? Why not ? 
Many know in fact that Sir Henry Cohen lately presided 
over a Special Committee which went so far as to 
recommend such a course. 

Is there also any reason why, during such training, the 
practitioner should not receive adequate remuneration ? 
The principle of providing a living wage while learning has 
already been adopted by the Government following the 
report of the Spens Committee on remuneration of specialists. 
and I see no reason why the same principle should not apply 
here. 

Personally, I should like to see all doctors, on registration, 
do a year in general practice first, each subsequently follow- 
ing his bent. Surely a specialist in any branch would be 
a better man for having had in his early life a practical 
knowledge of general practice ? Also, how can a man know 
if he would like general practice unless he has tried it? 1 
am fully aware, however, of the violent opposition I should 
receive from the teaching hospitals, who like to get their 
men direct—on registration—and keep them. 

The question of the remuneration of the general-practi- 
tioner specialist is a difficult one. but can be visualized under 
one of the following heads: 

(1) He might receive remuneration along the lines of other 
consultants ahd specialists, the advantages of which are many. 

(2) He might be remunerated under a scheme by which he 
would qualify for extra remuneration through special degrees or 
diplomas. 

(3) He might be remunerated as at present, with the addition 
of a “ merit award” to those who had qualified as mentioned 
above and on similar lines to consultants at present. 


Finally, it has been suggested by many that a professorial 
chair in general practice should be established at all univer- 
sities and teaching hospitais. The arguments that I see 
against it are these: The professor should have a whole-time 
appointment, but he would have to have clinical material on 
which to teach—in other words, patients. To have patients. 
he would have to be on the list of an executive council, and 
therefore would have two masters. It would appear sounder 
to appoint a postgraduate dean and director of studies who 
would be in a position to recommend awards when satisfied 
that the course had been satisfactorily completed. He should 
have, at least, the academic status of lecturer.—I am. etc.. 


HarROtp LEESON. 





Worthing. Sussex. 


Large Lists 


Sir,—lI write as a practitioner having one of the largest 
lists in Devon to say not only that I sympathize with the 
position of young men vainly seeking a foothold on the first 


_ tung of the general practice ladder, but that I hold it to be 


the duty of the medical profession as a whole to be fair 
and honest about these men—putting forward constructive 
proposals. We are the people who are exploiting them. 
Under the pre-1948 regime any young man could beg 
or borrow the money to buy.a share in a general practice 
somewhere in the country whére he desired to settle, and 
what is more he could sell his share and get out if he were 
dissatisfied. Even in those days there were general practi- 
tioners who would not sell a fair share to a young man, 
nor let him purchase a fair share after many years’ work. 
We were blackmailed into selling our goodwill to the 
State, and things seem worse than before. Many young 


doctors despair of ever getting a real foothold in the practice 
of medicine at all. Surely, Sir, so far as any of the disorder 
is within our power to ameliorate, it should be our business 
to take it in hand. One simple expedient that occurs to 
me is to retain the present requirement that a principal 
whose lists exceeds a certain maximum should be required 
either to curtail the list or to employ a permanent assistant, 
but to give the assistant certain rights and safeguards 
administered by the existing executive councils. 

In the first place, with proper consideration for the 
interests of the principal, new patients over and above his 
permitted number should generally be placed on the list of 
the assistant. When the assistant has acquired a personal 
list of, say, 1,200 patients, he should have the right to ask 
to be taken into partnership with his principal. If this is 
unreasonably refused, the executive council should be 
empowered to grant permission to the assistant to practise 
independently. 

Some principals in the past have made a habit of employ- 
ing a succession of semi-permanent assistants—young doctors 
who come as assistants “ with a view” and are stalled off 
at the critical moment on a pretence of unsuitability. The 
obvious answer is for the executive council to be empowered | 
to give their protection to a young doctor when his list has 
reached a specified figure, say, 600 patients, again allowing 
him to practise independently if they see no just cause for 
his discharge from the assistantship. Obviously, if such a 
principal is too astute or, shall I say, too often wary of 
taking a partner, th¢emedy will be for the executive council 
to refuse him the option of taking any further assistants. 

Whatever may or may not be done, the situation should 
not be left as it is, tacitly permitting an established practi- 
tioner to exploit the assistant who brings him a big list over 
and above the maximum permitted to him as a solo 
practitioner. 

Proposals such as those outlined above offer little beyond 
elementary justice to the young doctor seeking an entry into 
general practice, and I hope that if your readers see no 
serious flaw in them something may speedily be done. I 
think the Ministry of Health, whatever the complexion of 
the Government, would welcome a realistic approach to 
this problem, and we have the opportunity to make such an 
approach, so far as it lies with us, in a generous spirit 
which will be of greater service to ourselves and the com- 
munity than any half-hearted measures that timid and place- 
serving politicians are ever likely to initiate——I am, etc.; 


South Molton, Devon. R. A. NAsH. 


Sirn—I wish to say that I feel a real sympathy for 
“ Megalist ” (Supplement, September 8, p. 109), and in 
many respects what he says, though obvious, needed say- 
ing. I have learned a lot about my brethren in the last 
three years, and I suspect “megalists” may become a 
persecuted minority. We should not without careful con- 
sideration and wise judgment advocate adding insult to 
income tax. I wish, however, to modify my sympathy. 

Anyone who has studied the letters in the B.M.J. over 
the past few years cannot remain unimpressed by the fact 
that few if any of us are uninfluenced by self-interest. It 
is, however, most desirable for the welfare of our profes- 
sion that we should consider carefully points of view at 
variance with our own. It is perfectly true that there is 
no absolute standard of general practice. We cannot say 
that a practice of 4,000 means a practice 80% proof, and 
that therefore remuneration should be reduced 20% because 
of the water added.. As “ Megalist” points out, the public 
must taste and see and form their own judgment. Their 
judgment, however, will have more value if there are plenty 
of brews available. If what is available is only good, 
mediocre, and bud, they can have no idea of what is the 
best. 

“ Megalist ” should not confuse 1948 with 1938. It may 
be true that he has maintained his large practice in the face 
of strong opposition, but he should still reserve judgment. 
If indeed he has built up his practice since 1948, as I have 
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had to do, if he has had to acquire post-war property and 
apparatus, if he has experienced the feeling of being un- 
wanted and inadequately employed, if he has known the 
anxiety of an uncertain to-morrow and an unknown future 
for himself and his, family, and if he has experienced the 
indifference or hostility of his local committees, then he 
can speak with more adequate authority. It is true that 
over the first 24 months I collected a panel of 3,000, but 
that only serves to emphasize the evil of the situation. 

We are grateful for “ Megalist’s” last paragraph. He 
confirms what we have always suspected, but if he is a 
man of tender conscience he will not feel happier that the 
stability of his practice is influenced favourably by being a 
member of a Government-protected monopoly. 

We cannot turn the clock back to 1938, and I can see no 
clear solution to the problems that beset us now. Our 
duty, however, is quite clear: it is to practise medicine to 
the best of our ability and skill. We can also be sure of 
this, that at a time when large amounts of public money 
are being spent in educating and training doctors no Govern- 
ment with any sense of responsibility can regard with 
equanimity the present problems facing the young practi- 
tioner.—I am, etc., 


Carlisle. M. LuDLaM. 


Sir,—It is scarcely surprising that the writer of the letter 
in the Supplement of September 8 (p. 109) should hide all 
trace of his identity under a pseudonym, From his words 
we know what manner of man this “ Megalist” must be. 
But what does he look like ? 

Can he be pictured as a big man, in scale with his out- 
size list, a voice booming through the house? A balding, 
paunchy complacency squeezing into the passenger seat of 
his chauffeur-driven car ? 

Is he perhaps a spare man of wintry aspect, gaunt with 
a surtax of duodenal dyspepsia ? A cheese-paring domestic 
tyrant and the baiter of his downtrodden assistant ? Or is 
he suave? A sleek seal-like creature oozing daily charm 
‘to his patients and to those who work for him, but at night 
sleepless with anxiety for the safety of his beloved list ? 

Sir, I do not believe that this man exists at all, for no 
living soul would strip itself so bare even beneath the tent 
of anonymity. He must be a fictional monster, Nightmare. 
by Dracula out of Lady Macbeth. 

The real “ Megalist,” I feel convinced, is a good fellow 
who does his best for his patients and who would not hesi- 
tate to help a colleague. But it must be admitted that he 
has a taste for practical joking. It: amuses him upon occa- 
sion to throw a squib into the sedate pages of our Journal. 
In a few deft strokes he has created this revolting character 
in order to make our flesh creep.—I am, etc., 


Gillingham, Dorset. G. E. ELLIs. 


Examinations and Income Tax 


Sir,—1 agree with Dr. G. A. James (Supplement, Septem- 
ber 8, p. 111) regarding income-tax allowances for examiina- 
_ tion fees, fees for courses, cost of books and journals, etc., 

where these are of a professional nature. The registrar is 
termed a “ trainee specialist.” If he is that, he is expected 
in the process of specializing to study and pass examinations 
as well as to obtain clinical experience. Expenses incurred 
in buying medical journals, new textbooks (especially ‘new 
editions), and passing these higher examinations are there- 
fore incurred in carrying out his work. For these he should 
be given an income-tax allowance. If the registrar does not 
improve his knowledge and keep up to date, he may lose 
his post or fail to obtain another one, which makes study 
a condition of his employment. 

Usually the registrar is employed on a full-time basis. 
If his employment is only part-time he is somewhat better 
off, since he is often given some allowance towards books. 
etc. This, the full-timer feels, is an injustice acting against 
him. 

The comparison between the manufacturer incurring 
expense to advertise and sell his wares and the doctor 


studying so that he may be in a position to “ sell ” his know- 
ledge seems to me to be quite apt. 

The registrars would, I think, be grateful if the B.M.A. 
would assist them by endeavouring to get these injustices 
legally straightened out.—I am, etc., 


Ilford, Essex. D. W. J. CULLINGForRD. 


Slow in Writing 


Sir,—In the interest of my patients | wish to complain 
that I do not receive a notification of discharge and condi- 
tions found at operation in less than two weeks. This has 
been the rule in every case last year, irrespective of the 
hospital. Surely this can easily be obviated by the house- 
officer in charge writing a note at once, and the ward sister 
seeing that it is handed to the patient, or more confidential 
information being posted. This is aggravated when the 
patients have been informed that the doctor will be written 
to, and so they patiently wait for a visit from, to them. the 
careless doctor. 

I am making this matter public because I have already 
written to consultants at two hospitals complaining of it, 
with no redress in the case of in-patients. This does not 
apply to out-patients, when return letters are prompt.—I 


am, etc., . 
Richmond, Surrey. C. W. SPARKS. 


Kingston Appeal: Correction 

Sir,—With reference to our letter to the medical profes- 
sion reproduced in the Supplement of September 29 (p. 126), 
by an unfortunate error the copy submitted to you did not 
include the names of the three consultants who are founder 
members of our organization. I would like to express my 
regret for the omission and to beg. you to publish the 
omitted names: Mr. F. D. Saner, Dr. E. C. Warner, and 


Dr. Harold Davis.—I am, etc., 
Kingston-on-Thames. 


F. B. Lake. 


POINTS FROM LETTERS 
Attending Hospital 

Dr. FRANZISKA FiscHEer (Sheffield) writes: Again and again 
the Minister has complained in recent days about undue increase 
in the use of ambulances and urged for economies. Owing to a 
painful and immobilizing affection of one lower limb and the 
sacral region I have had the opportunity to try out the local 
ambulance service myself, taking me for daily treatment to the 
physical treatment centre. . You have to be ready for the 
ambulance at 9 a.m. It may come any time between 9 a.m. and 
noon: the hospital has to accept the patients when they arrive. 
(I have to state that I was always immediately dealt with, though 
the time of my arrival was quite uncertain.) One day I had 
finished treatment at 11.5 a.m. and was fetched at 3.10 p.m. 
I arrived home at 3.45 p.m. Another day I was ready at 12.30 
and was fetched at nearly 3 p.m., arrived home at 3.40. By car 
it is five to ten minutes to my home, but the putting down of 
many patients on the way takes so long. On these two days at 
least we were eight patients and two relations, the other day nine 
patients in an ambulance. . . . The great majority of cases that 
I met on my journeys went for some sort of physiotherapy, mostly 
chronic cases. Some had been attending for over a year daily 
under the described conditions. Possibly for some old lonely 
people the hospital attendance is a social event. Their general 
condition is so that it might not make much difference if they sit 
about in hospital or at home. But there were younger people with 
family ties too, for whom the long absence from home often 
created serious problems. . . . If the Minister is so anxious that 
patients, who come perhaps once in their lifetime to see a con- 
sultant, should not wait long in O.P.s, then surely he must see to it 
that people who have to attend hospitals daily over long periods 
do not spend their whole lives in hospital. 


Sweated Labour 

Dr. D. S. Porter (Caterham, Surrey) writes: I was 
glad to read that N.H.S. sweated labour need not be used 
for the operation of ear-piercing (Supplement, July 28, p. 36). 
Does the same apply to the administration of anti-catarrh 


vaccine ? 
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H.M. Forces Appointments 








REGULAR ARMY RESERVE OF OFFICERS 


Colonel (Honorary Bri as ge yl W. K. Morrison, D.S.O., late 
R.A.M.C., having attained ¢ the age limit bes ee to recall, has 
ceased to belong to the Reserve of 

Colonel J. W. C. Stubbs, D.S.O., Mc. “tate R.A.M.C., having 
attained the age limit of liability to recall, has ceased to belong 
to the Reserve of Officers. 


RoyaL ARMY MEDICAL Corps 


Majors (Honorary Lieutenant-Colonels) H. A. Magnus, A. M. 
Critchley, D. Thomson, and C. D. Evans, O.B.E., have ceased to 
belong to the R.A.R.O. 

Major J. P. Bostock has ceased to belong to the Reserve of 
Officers on a to the Union of S. Africa Defence Forces. 

Captain ( noone Major) G. W. A. Gordon has ceased to 
— to => eserve of cers. 

Captain Elizabeth C. Brownlie, from Women’s Forces employed 
with the R.A.M.C., to be Captain, and has been granted the 
honorary rank of Major. 


WOMEN’S FORCES 
WomMeEN’s Forces EMPLOYED WITH THE R.A.M.C. 


Short Service Commission (Type “ B’’).—Captain B. Cregan 
has retired, receiving a gratuity, and has been granted the honorary 
rank of Major. 

ROYAL AIR FORCE 


Air Marshal Sir P. C. Livingston, K.B.E., C.B., A.F.C., has 


retired. 
Air Vice-Marshal T. C St. C. Morton, C.B., O.B.E., has 
retired at his own request. 
Air Commodore E. D. D. Dickson, C.B.E., K.H.S., has been 
granted the acting rank of Air Vice-Marshal. 
a Commodore W. J. G. Walker, C.B.E., has retired. 
C..Rylance to be Squadron Leader (permanent). 
Scpatben Leader A. J. K. Gallagher has been transferred to 
the Reserve and called up for Air Force service. 
Flight Lieutenants H. R. Kefford, F. Latham, and S. M. Bieber 
to be Squadron Leaders. 
Flight Lieutenant C. H. A. Hoy has relinquished his temporary 
——.. retaining the rank of Squadron Leader. 
O. Barnes to be Flight Lieutenant (permanent). (Since 
ohonaat to Squadron Leader.) 


Royat AUXILIARY AIR FORCE 
Flight Lieutenant R. J. H. Raines has relinquished his com- 
mission on account of medical unfitness for Air Force service, 
retaining the rank of Squadron Leader. 


RoyaL Air Force VOLUNTEER RESERVE 
Flight Lieutenant K. A. A. Wray has relinquished his commis- 
sion on Wise to the reconstituted R.Aux.A.F., retaining 
the rank uadron Leader. 


REGULAR ARMY: EMERGENCY COMMISSIONS 
Royat ARMY MEDICAL Corps 


War Substantive Major G. A. Owen has been granted the 
honorary rank of Lieutenant-Colonel. 

Captain J. Hughes has been granted the honorary rank of 
Lieutenant-Colonel. 


COLONIAL MEDICAL SERVICE 


The following an intments have been announced: N. H. 
Skelton-Browne, .R.C.S., L.R.C.P., Medical Officer, Aden: 

. Cameron, M.B., =a D.T.M.&H., D.P.M., Senior 
Specialist (Alienist), Nigeria; B. S. Jones, M. B., B.Ch., F.R.C:S., 


D.T.M.&H., Senior S cialist, Nigeria ; H. G. Pa e, M.B.. Ch.B., 
PROS Medical r (Surgical), Gibraltar; R. Paul, M.B_.. 
M.D., Specialist (Silicosis ie x —x Northern Rhodesia : 


. Royes, M.R.C.S., , DP M., Medical Specialist. 
Mental Hospital, “Jamaica: B ee Studzienski, M.D., Medical 
Officer, Nigeria; A. L. I. Thomson, M.B., Ch.B., Senior Medical 
Officer, Nigeria; H. 's Tonkin 4 MRCS. ways C.P., Senior 
Pathologist, Nigeria ; C. Va .B BS., Senior Medical 
Officer, ortbern Rhousis B. B. YWaddy, M. B., B.Ch., D.P.H., 
Ve Mere Specialist, Gold Coast ; L. M. Comissiong, M.B., 
B.Ch., D.T. ., Senior Medical Officer, Grenada, Windward 
Islands; Miss O. E. P. During, M.B., B.S., Lady Medical Officer, 
Sierra Leone; G. Johnstone, FRFPS., Medical Officer 
Ss Grade), Tanganyika; K. G. Lupprian, M.B., BS., 

H. Eccles-Smith, M.B., Ch.B., F.R.C.S., and C. L. Clinton- 
AR, F.R.CSS., "Medical Officers, Federation of Malaya; M. 
Macauley, ae” "Ch. B., Medical Officer, Nyasaland ; D. 
McIntyre, Medical Officer, Sierra ‘leone: F F. C. Miller, 
O.B.E., ML MRES. Chief Medical Officer, eh aL E. 
Hadden, M.B., 'D.P.H., Senior Health Officer. Nigeria 
— saan H. ‘Shore. M.D.., Medical 

ganda. 


Association Notices 





ELECTION OF MEMBERS OF THE COUNCIL BY 
BRANCHES NOT IN GREAT BRITAIN AND 
NORTHERN IRELAND 


Notice is hereby given that nominations of candidates for 
election as members of Council by the following grouped 
Branches for the period of three years, commencing from 
the termination of the Annual Representative Meeting, 1952. 
must be forwarded in writing so as to reach the Secretary 
not later than February 15, 1952. 








No. of Members 
of Council to be 
Elected by Group 

Branches in the Republic of Ireland .. v ye 1 

Fiji, New Zealand is me re as # 1 

New South Wales, Queensland oe 1 


Borneo, Ae my Hong g Kong and alay. ip 
Aden, Cyprus, irate, beams ra Malia, 
ti SG | Northe Whodesia, N d, 
jus, Mi orthern 
Sierra Leone, Sudan, Tanganyika, U; desi Ninealand, 1 
Begnates, Bermuda, Sa ritieh Guiana, British Honduras, 
renada, Jamaica, Leeward ——— St. Lucia. ha 
Vout Trinidad and Tobago ° A 1 








Nominations must be signed by not less than three mem- 
bers of any Branch in the Group, and must be in the 
following ‘form, or one to the like effect: 


We, the undersigned, hereby nominate................ of 
iinet thee ee (full name and address to. be given) for 
election by TD cddunhimeanciteh medal (state the names of the 


Branches in the Group) Branch as a member of the Council of 
the Association for the three years 1952-5. 
Signatures and addresses of three nominators.............. 
RE i Ste EAA EME ee! 


A notice will be published by the Council in the Supple- 
ment to the British Medical Journal of February 23, 1952. 
as to the nominations received in respect of each Group. 

Where contests occur, voting papers containing the names 
of all duly nominated candidates will be issued from the 
Head Office, British Medical Association, Tavistock Square. 
London, W.C.1, to each member in the Group. 

By Order, 
A. MACRAE,. 
' Secretary. 


SPECIAL REPRESENTATIVE MEETING 


Notice is hereby given that on the requisition of the 
Council a Special Representative Meeting of the British 
Medical Association will be held in the Great Hall, B.M.A. 
House, Tavistock Square, London, W.C.1, on Thursday. 
December 13, 1951, at 10 a.m. The business of the meeting 
is to consider (a) the First Interim Report of the Council 
on the Reform of the National Health Service, published 
in the Supplement to the British Medical Journal of 
October 13, 1951 ; and (6) a report of the Agenda Committee 
relating to the printing of the Agenda of the Annual Repre- 
sentative Meeting in the Supplement to the British Medical 
Journal. 
By Order of the Chairman of the Representative Body. 
A. MACRAE, 
Secretary. 


SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
: COMPETITION 

The Sir Charles Hastings Clinical Prize Essay Competition 

is established by the Association for the promotion of 

systematic observation, research, and record in general prac- 

tice. The competition ha$ been extended by the addition 
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of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards: 

1. The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Clinical Prize, will be awarded for 
the second best essay submitted. . 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere will not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinner in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required. 
on a form of application to be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a sealed envelope, enclosing the candidate’s name 
and address firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Association. 

11. Inquiries relative to the prizes should be addressed to the 


Secretary. 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships, as follows: 
An Ernest Hart Memorial Scholarship, of the value of £250. 


A Walter Dixon Scholarship, of the value of £250. 
Four Research Scholarships, each of the value of £200. 


These scholarships are given to candidates whom the 
Science Committee of the Association recommends as 
qualified to undertake research in any subject (including 
‘State medicine) relating to the causation; prevention, or 
treatment of disease. 

Each scholarship is tenable for one year, commencing on 
October 1, 1952. A scholar may be reappointed for not 
more than two additional terms. A scholar is not neces- 
sarily required to devote the whole of his or her time to 
the work of research, but may be a member of H.M. Forces 
or may hold a junior appointment at a university, medical 
school, or hospital, provided the duties of such appoint- 
ment will not, in the opinion of the Science Committee. 
interfere with his or her work as a scholar. 

Applications for scholarships must be made not later 
than March 31, 1952, on the prescribed form, a copy of 
which will be supplied on application to the Secretary. 
B.M.A. House, Tavistock Square, London, W.C.i. Appli- 
cants are required to furnish the names of three referees 
who are competent to speak as to their capacity for the 
research contemplated. 


Diary of Central Meetings 
OcTOBER 


12 Fri. Ophthalmic Qualifications Committee, !2 noon. 

12 Fri. Ophthalmic Group Committee, 2 p.m. 

15 Mon. Armed Forces Committee, 2 p.m. 

16 Tues. Protection of Practices Subcommittee, Genera! 
Medical Services Committee, 11 a.m. 

16 Tues. Anaesthetists Group Committee, 2 p.m. 

17 Wed. Private Practice Committee, 11.30 a.m. 

17 Wed. Film Commitiee, 2 p.m. 

18 Thurs. Radiologists Group Committee, 2 p.m. 

19 Fri. Charities Committee, 12 noon. 

19 Fri. mek y Meeting of Public Health Committee. 

p.m. 

23 Tues. Finance Committee, 10.30 a.m. 

23 Tues. Joint Formulary Committee, 2 p.m. 

23 Tues. Physical Medicine Group Committee, 2 p.m. 

23 Tues. Special Finance Inquiry Committee, 2 p.m. 

24 Wed. Publishing Subcommittee, 10.30 a.m. 

24 Wed. Occupational Health Committee, 2 p.m. 

24 Wed. United Kingdom Members of the Arrangements 
Committee, 4.30 p.m. 

26 ‘Fri. Library Subcommittee, Science Committee. 
12 noon. 

26 ‘Fri. Pathologists Group Committee, 2 p.m. 

26 ‘Fri. Science Committee, 2 p.m. 

29 Mon. Committee of Reference, 10.30 a.m. 

31 Wed. Annual Conference of Representatives of Local 
Medical Committees, 10 a.m. 

NOVEMBER 
2. ‘Fri. Services Committee, 10.30 a.m. 
7 Wed. Council, 10 a.m. 


Branch and Division Meetings to be Held 


CAMBERWELL Division.—At St. Giles’ Hospital, St. Giles” Road. 
Camberwell, London, S.E., Tuesday, October 16, 8.45 p.m. Dr. 
A. F. Grimbly: “ Anxiety States.” 


CHESTERFIELD Division.—At Ophthalmic Department, Chester- 
field Royal Hospital, Friday, October 19, 8.45 p.m., demonstration 
of cases by Mr. W. M. Muirhead. 

Coventry Division.—At St. Annes Church, Acacia Avenue 
(off London Road), Sunday, October 21, 6.30 p.m., annual church 
service 

ENFIELD AND Porters Bar Division.—At West Lodge Park 
Hotel, Friday, October 19, 8.30 p.m., social meeting. A special 
general meeting will be held in conjunction with this meeting. 

GrimssBy Division.—At Field House, Grimsby, Thursday. 
October 18, 6.30 p.m. Annual general meeting. Election of 
officers, ef®,; 7.30 for 8 p.m., dinner. Principal guest: Dr. E. 
Grey Turner (Assistant Secretary, B.M.A.). 

[NorTH OF ENGLAND BrancH.—At New Lecture Theatre, Roya! 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, October 
18, 7.15 p.m., clinical demonstration by Mr. A. Hedley Whyte: 
“ Ulcerative Colitis’; 8.45 p.m., address by Mr. John Bruce: 
“Problem and Practice in the Surgery of the Biliary Tract.” 

OLDHAM Division.—At Oldham Hotel, Rhodes Bank, Monday, 
October 15, 9 p.m., special B.M.A. lecture by Dr. W. L. Pickles : 
‘“* Epidemiology in General Practice.” 

PLYMOUTH Division.—At South Devon and East Cornwall 
Hospital, Freedom Fields, Friday, October 19, 8.30 p.m., B.M.A. 
Lecture by Dr. F. E. Camps: “‘ The Medical Witness in Cases of 
Murder and Crimes of Violence.” 

SouTH Essex Division.—At Robin Hood Hotel, Longbridge 
Road, Dagenham,-Thursday, October 18, 7 for 7.30 p.m., dinner. 

Tower HAMLETS Division.—At Mile End Hospital, Bancroft 
Road, London, E., Friday, October 12, 3 p.m., clinical meeting. 
Ward round with Mr. S. Willson Holmes. 





Correction._Reporting a discussion in the meeting of the 
G.M.S. Committee held on September 27 (Supplement, October 6, 
p. 129) on the hospital-bed arrangements in London, we 
incorrectly attributed to a member of the Committee the state- 
ment that the arrangements in London should be “ centralized.” 
This should have read “ decentralized.” 
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CENTRAL CONSULTANTS AND 
SPECIALISTS COMMITTEE 
FIRST MEETING OF NEW SESSION 


The first meeting of the new session of the Central Con- 
sultants and Specialists Committee was held at B.M.A. 
House on October 4, when Dr. T. RowLanp Hi and 
Mr. HOLMES SELLORS were unanimously re-elected Chair- 
man and Vice-Chairman respectively. The CHAIRMAN wel- 
comed new members, in particular Dr. Wand, who became 
a member of the Committee by virtue of his chairmanship 
of the Representative Body, and Mr. L. Dougal Callander, 
who had been appointed by the Council to fill a vacancy. 
Mr. C. E. Kindersley was again co-opted as an additional 
member. 

The Committee re-elected the following members to 
represent it upon the Joint Committee: Professor P. C. P. 
Cloake, Dr. Rowland Hill, Dr. A. H. Imrie, Mr. C. E. 
Kindersley, Mr. D. W. C. Northfield, and Mr. Holmes 
Sellors. 

A recommendation was received from the Psychological 
Medicine Group Committee to urge upon the Council the 
desirability of adequate representation of psychiatrists on 
the Association’s committee to be appointed to prepare evi- 
dence for submission to the Royal Commission on Divorce 
and of the appointment of a psychiatrist on the Commission 
itself. This recommendation commended itself to the Com- 
mittee and was referred to the Council with approval. 

The Committee considered a legal opinion which had 
been obtained, following a previous discussion, on the model 
forms of consent to operation recommended for the use of 
consultants by the Medical Defence Union. The observa- 
tions of the solicitor were to the effect that these consent 
forms were so framed as to provide a necessary safeguard 
for the consultant. 

A Ministry Circular on the use of Section 4 beds was 
considered, and it was agreed that the circular should be 
sent to the Joint Committee with a reminder that the pro- 
fession wished amenity beds to be abolished, believing that 
until this was done there would be a constant danger of 
“* queue-jumping.” 

The report of a subcommittee on complaints procedure 
was presented by Dr. Cochrane Shanks. A series of sugges- 
tions had been made for a uniform pattern of procedure 
following complaints, particularly those which might later 
form the basis of legal action. Detailed consideration of 


this reportwas withheld until the views of medical defence 
organizations were available on the whole problem. 


Work of the Joint Committee 


‘Dr. ROWLAND HILL gave a report on the activities of 
the Joint Committee. Further discussions had taken place 
between the Joint Committee and the Ministry on the ques- 
tion of registrar and senior registrar establishments ; these 
had resulted in a substantial measure of agreement (see 
Supplement, August 4, p. 47). The Joint. Committee was 
continuing its discussions with the Ministry on the ques- 
tion of junior hospital staff generally, including clinical 
assistantships. 

The Ministry had agreed to discuss generally with the 
Joint Committee the result of the survey of hospital medi- 
cal staff before any final decisions were taken. Instructions 
had been issued by the Ministry regarding the arrangements 
for the forthcoming review of the S.H.M.O. grade; these 
were along the lines previously reported. The Committee 
welcomed the agreement of the Ministry to extend the 
scope of the review to cover practitioners employed under 
paragraph 10 (b) of the Terms, and J.H.M.O.s, where these 
practitioners were occupying posts graded in the hospital 
establishment as S.H.M.O. or consultant. Criticism was 
levelled against the Ministry’s decision that S.H.M.O.s up- 
graded on review to consultant status would not receive 
consultant remuneration if they were occupying posts graded 
as S.H.M.O. It was pointed out that in many cases the 
post had been almost automatically labelled with the same 
grade as the practitioner, and this would now prejudice 
his position as regards salary adjustment. The Com- 
mittee decided to urge the Minister (through the Joint 
Committee) that there should be some _ independent 
machinery for examining S.H.M.O. posts to see that they 
were correctly graded. 

Discussion had taken place with Sir John Charles, Chief 
Medical Officer of the Ministry of Health, concerning the 
possible effects of the economy drive upon consultant 
services. Up to now the Ministry had reason to believe 
that the majority of hospital boards did not contemplate 
any necessity to reduce the consultant service. Certainly 
such a course had not been considered by the Ministry itself. 

The Joint Committee had under discussion with the 
Ministry the question of the reference of patients to hospi- 
tal by Government Departments for examination and report. 
The view both of the Central Committee and of the Joint 
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Committee was that it was contrary to the spirit and inten- 
tion of the Act to regard this work as part of the National 
Health Service, but so far it had not been possible to 
persuade the Ministry to accept that view. Some mem- 
bers felt that consultants should be advised not to carry 
out these examinations as part of their hospital work. The 
Committee decided that this was impracticable while the 
duty was covered by the Terms of Service, but it urged 
that consultants. should not allow these cases to take prece- 
dence over the treatment of the sick. 


Other Business 

Among other business which occupied the whole day, an 
interesting point was raised concerning domiciliary consulta- 
tion arrangements at private maternity homes. The domi- 
ciliary consultation scheme does not extend to patients in 
private nursing-homes, but the Ministry had agreed that 
the services of obstetricians or paediatricians should be 
made available under the National Health Service in an 
emergency for a mother or her baby in a private maternity 
home. A complaint was received from a neurosurgeon on 
the staff of a children’s hospital who had been asked to 
undertake a domiciliary consultation in respect of a newly 
born baby in a private maternity home and whose claim 
for a domiciliary consultation fee was subsequently refused 
on the ground that he was not a paediatrician. The point 
was made that the essential factor was not the specialty of 
the consultant but the need of the child. Emergencies might 
arise requiring the attendance of a general surgeon, such as 
an imperforate anus, or cranial injuries might involve the 
attendance of a neurosurgeon. The feeling of the Com- 
mittee was that any neonatal condition which called for 
the immediate services of a consultant (and where the child 
could not be removed to hospital) should be covered by the 
Service, and not only attendances by paediatricians. 

The resolutions of the Annual Representative Meeting 
so far as they related to consultant and specialist services 
were before the Committee, and the CHAIRMAN remarked 
that the resolutions showed the essential unity which existed 
between the different parts of the profession. 








THE GENERAL PRACTITIONER IN THE 
WELFARE STATE 


The effect on general practitioners of some of the social 
changes that have taken place in the last 50 years was the 
subject of an address to the Scottish Executive Councils 
Association on September 27 by the retiring president, 
Mr. THOMAS HUNTER. He said that the ever-present prob- 
lem was that of the adequacy of the services offered to the 
public. It was remarkable that there were so few com- 
plaints of lack of attention on the part of doctors. But 
that did not prove there were sufficient doctors. Doctors 
in many places were overworked and could not with the 
best will in the world give that time to each case which 
was essential for the diagnosis of the patients’ ailments and 
for the peace of mind of the doctor himself. If they were 
to have a full and efficient medical service, giving the general 
practitioner reasonable time for leisure and for study, there 
must be a large increase in the number of doctors, a limita- 
tion of numbers on doctors’ lists much lower than the 4,000 
maximum at present allowed, and of course a corresponding 
increase in the capitation fee. Such an ideal condition was 
not immediately realizable, but he hoped that the universi- 
ties and the State would between them in time solve this 
aspect of the problem—the one making available a greater 
number of qualified doctors and the other making the 
Service sufficiently attractive to keep up the flow of eager, 
ambitious medical students. 


The First Essential 
Discussing the position of the general practitioner in 
society and how his status had been affected by the great 
social changes that have taken ‘place, he said that the 


maintenance of a skilled and contented gerieral-practitioner 
service, having the respect and confidence of the patients 
and of the community as a whole, was’the first and para- 
mount essential of a successful health service. He cited 
the article by Dr. Avery Jones (Supplement, July. 14, p. 9), 
who wrote: “It cannot be too strongly stressed that modern 
medicine depends on having an efficient general-practitioner 
service.” 

The general practitioner before 1912, compared with the 
general practitioner of 1951, was in many ways in an inferior 
position. His present-day prototype had drugs and aids to 
diagnosis not dreamt of’ in the medical philosophy of 50 
years ago. But in some ways his standing was higher. 
Although in those days the doctor-patient relationship was 
founded on a contract for services between the individual 
doctor and his patient, the contractual relationship seldom 
obtruded itself. The doctor was looked upon not so much 
as a party to a contract which he had to fulfil, but as a 
man with a mission, a vocation, a high responsibility which 
it was his duty and his pride to meet. 


The Great Change 


The National Health Insurance Act of 1911, though a 
necessary reform, had brought about the first intrusion into 
this happy doctor-patient relationship. For one thing many 
panel patients believed—quite unwarrantably—that the panel 
doctor did not give the same quality of service and of medi- 
cine to his panel patients as he did to his private patients. 
Also the linking of the Health Service to an Insurance Act 
was of doubtful wisdom. The doctor was, it appeared, 
called upon to serve two masters—his patient, whom he 
had to make thoroughly well, and the approved society, 
which wanted the man back at: work as soon as he was 
fit. The large field for private practice, however, had pre- 
vented a complete break in the old relationship of doctor 
and patient, and the doctor’s prestige was only slightly 
impinged upon. 

The great change had come about with the advent of 
what had been called the Welfare State. The Welfare 
State was not a new creation. It was merely the position 
which the nation had arrived at by a series of reforming 
and amelioratory Acts of Parliament. The Health Service 
Act was a wise and necessary Act of Parliament. All parties 
were agreed on its main provisions. But, like the Welfare 
State to which it contributed, it has its dangers and its 
defects. The Welfare State had produced a more genial 
and equable economic climate for its citizens. Whether 
this was an unmixed blessing had yet to be proved. There 
were signs at the moment that the economic climate might 
be a bit enervating, especially for those who did not recog- 
nize the need for self-imposed discipline, the necessity for 
hard work and useful service. In like manner the benefits 
bestowed by the Health Service were apt to be too lightly 
valued and too easily come by. 

While it was true the Service was there for all to get as 
required, the emphasis put upon this affirmation was all 
wrong. It had created a new and a most unfortunate atti- 
tude towards the medical profession. There was a changed 
attitude towards the profession—not disrespectful altogether 
but somewhat critical and exacting. Whereas in the old 
days the contractual relationship between doctor and patient 
was forgotten, to-day it was in too great prominence, too 
much remembered, and too often referred to. Unhappily, 
too, this emphasis on the contractual side of the relationship 
between doctor and patient had been contributed to and 
increased by the publicity given to the negotiations between 
the profession and the Government for the improvement of 
the financial conditions of service. No one would wish 
otherwise than ‘that the profession should be adequately 
rewarded for their services, but, once agreement had been 
reached, it was in all their interests—especially was it in 
the interest of the reinstatement of the general practitioner 
in the esteem of the public—that financial questions, capita- 
tion fees, medical pools, mileage grants, and the whole 
range of meney considerations should be put into the limbo 
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of forgotten and unhappy things. Freed from the chaffer- 
ing of the market-place and escaping from the vitiated and 
overheated atmosphere of the political arena, the profession 
might soon be restored to its rightful place in society. 


Serious Responsibility 


While he believed the profession could counter to a great 
extent these influences which had lowered the prestige of 
the general practitioner, to the same end it was essential 
that there should be a change of heart on the part of the 
general public, a proper realization of what the Welfare 
State was, an emphasis on the duties and responsibilities it 
involved rather than on the gifts it bestowed. Political 
leaders had a serious responsibility here. 

Take the simple case of the drug fund: while it was true 
it was the doctor who alone could prescribe and who had 
the responsibility for excessive prescribing, after all that 
had been said in high places it was expecting a great deal 
of human nature to have the doctor appear as.an obstacle 
to what the patient had been led to believe was his for the 
asking, The doctor must of course do his duty fearlessly, 
but the public should be brought to realize that it had great 
responsibilities too—responsibilities among others to main- 
tain itself in good health, and, if it failed in that, to accept 
with gratitude the health services which the country had 
provided. 

The Welfare State, besides making demands on each of 
us of work and sacrifice for its support, required still the 
observance of the ancient loyalties—a respect for authority 
and for those in authority. And in his own sphere the 
doctor must be looked upon as a man with authority. One 
could speak of this change of attitude by the public only 
in the most general terms, but that such a change was needed 
could not be doubted. 








RUNNING THE HOSPITALS 
CRITICISMS FROM ADMINISTRATORS 


The Institute of Hospital Administrators considers that the 
best guarantee of proper relationships between regional 
boards and management committees is that afforded by 
mutual understanding engendered by good relationships 
between their officers." Though this exists in many regions 
to-day, in a few it does not. The Institute believes that 
formal safeguards against the undue extension of the powers 
of regional hospital boards are difficult, if not impossible, 
to devise. The essential safeguard is for hospital manage- 
ment committees to know their rights and duties and be 
vigilant of them. According to the report a form of regional 
planning organization is necessary and in principle the 
present organization of regional boards should be accepted, 
though the South-Western and South-West Metropolitan 
regions are unduly large. 


Too Much Uniformity 


As to the financial arrangements of the hospital service, 
the report makes similar criticisms to those that have been 
made elsewhere. “ Before substantial progress can be made 
there must be a larger allocation of money to the service 
accompanied by the introduction of much more flexibility 
into its financial administration.” The report emphasizes 
that there has been too much uniformity and rigidity 
imposed from without, and that hospitals cannot be run 
on the lines either of small central Government depart- 
ments or of profit-making commercial concerns. 


Membership of- Boards and. Committees 
Discussing the membership of hospital authorities; the 
Institute says that the principle of nomination appears to 


1The Administration .of- tae Hospital. Service. ' Report of a 
Committee of the me I of Hospital Administrators, . 15, 
Portland Place, eon 5s. 





be the only practical one in present circumstances. The 
difficulties of having elected bodies, which are thought at 
present to be insurmountable, include determining the 
franchise and the relationships with local government 
authorities. 
some Government has the courage and hardiness to tackle 
the long-standing problem of local government reform.” 

In general, states the report, it is preferable not to have 
hospital officers as members of hospital authorities, their 
proper role being that of advisers whose influence can be 
felt, apart from the course of their everyday work, through 
interdepartmental and other advisory committees. The only 
possible exception to this rule is that it might not extend 
to medical consultants having no administrative responsi- 
bilities. 


Medical Administration 


After summarizing various views of medical administra- 
tion the report recommends (a) that the extent to which 
administrative duties are undertaken by medical staff should 
be restricted to functions directly related to the organiza- 
tion and co-ordination of clinical practice within the hospi- 
tal, and (b) that such duties should be discharged through 
the existing machinery for medical co-ordination and not 
through the creation of a special administrative medical 
appointment. 

When any important change is proposed, such as change 
of user of a hospital, the proposal should be sent to the 
local medical committee for observations. Direct consulta- 
tion with the committee may, also be necessary. On the 
whole, it appears to the Institute that the problem of the 
relationship between hospital authorities and general practi- 
tioners is not as severe as that of the relationship between 
hospitals and local health authorities. 


= 








NEW SALARY SCALES IN FI3I 


New salary scales for the medical services in Fiji have been 
approved by the Colonial Office and the Governor of Fiji. 
Though not as high as those proposed by the Association 
in the light of remuneration in the National Health Service 
and other Colonies, they are a considerable improvement 
on existing ~scales. The new salaries are as follows: 


Director of Medical Services: £F.1,950, plus an allowance as 
Inspector-General, South Pacific Health Service. 

Deputy Director of Medical Services: £F.1,750. 

Assistant Director of Medica! Services: £F.1,700. 

Specialists: £F.1,650 to £F.1,750. 

Senior Medical Officers and Senior Health Officers: £F.1,550 
to £F.1,650. 

Ophthalmologist, Radiologist, and Pathologist : 
£F.1,650. 

Principal of the Medical School: £F.1,550 to £1,650. 

Medical Superintendent, Makogai: £F.1,600 to £F.1,700. 

Medical Officers and Health Officers: £F.840 to £F.1,550. 


~ Note.—-£F.111 =£100 sterling. 


£F.1,550 to 








SCOTTISH DISPENSING CAPITATION FEE 


CHANGE OF METHOD TO BE APPLIED FOR 
-. BY END OF. MONTH 


The Department of Health for Scotland has agrestt: to 
increase. the dispensing -capitation- fee from 5s. to 6s...6d. 
from: October 1. 
over to -the prescription | method of payment. may_ revert 
to the capitation method provided he intimates his wishes 
to his executive:council by the end of October. The decision 
has been agreed without prejudice to future negotiations. 


The matters should be reconsidered “when , 


Any dispensing doctor who has changed 7 
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Remuneration 


249. It is now possible to set out the various points upon 
which agreement has been reached with the Ministry in 
connexion with the forthcoming arbitration on the remunera- 
tion of general practitioners in the Nationa! Health Service. 


A.—At meetings with the Minister of Health and his 
officers the question of the choice of an adjudicator was 
discussed fully and frankly. Eventually the Minister, at 
the Committee’s request, undertook to approach the Lord 
Chancellor with a view to the possibility of a Law Lord 
or Lord of Appeal being made available to act as adjudi- 
cator. The Lord Chancellor has found it impossible to 
make a Law Lord or Lord of Appeal available owing to 
pressure of work in the Courts of Appeal, but he has 
intimated his willingness to try to make available the 
services of a High Court judge to act as adjudicator to 
determine the size of the central pool. 

The Committee has agreed to this proposal. The terms 
of reference to the adjudicator will be as follows: 

To determine the size of the central pool, after taking 
account of remuneration from all other sources received by 
general practitioners, in order to give effect to the recom- 
mendations of the Spens Committee, having regard to the 
change in the value of money since 1939, to the increases 
which have taken place in incomes in other professions, and 
to all other relevant factors. 


B.—An assurance has been given by the Ministry that 
the adjudicator’s award will be made known without wait- 
ing for the report of the Working Party on distribution. 

C.—It has been agreed that a Working Party composed 
of representatives of the Committee and officers of the 
Ministry of Health shall be set up with the following 
terms of reference: 

To secure an equitable distribution of the central pool 
based upon the recommendations of the Spens Committee, 
the object being to enable the best possible medical service 
to be available to the public, and to safeguard the standard of 
medical service by discouraging unduly large lists; at the 
same time, to bring about a relative improvement in the 
position of those practitioners least favourably placed under 
the present plan of distribution, to make it easier for new 
doctors to enter practice, and to stimulate group practice. 


D.—Although every effort will be made to reach agree- 
ment within the Working Party, the Minister has agreed 
that arbitration on any fundamental points of disagree- 
ment is not ruled out. Any new proposals on a scheme 
of distribution will be referred to the Conference before 
any final decisions are taken. 

E.—The Ministry has agreed that (following an award 
on the basis of data now available) practice expenses 
might thereafter be the subject of regular periodical review 
so that the allowance in respect of them may be adjusted 
in either direction, as may be found appropriate. 

F.—It has been agreed with the Ministry that the terms 
of reference of the adjudicator do not prevent him, if he 
thinks fit, from expressing an opinion on the effect which 
a variation in the number of doctors in the Service would 
have on the central pool. 

Recommendation E: That the Conference approves the 


action taken by the General Medical Services Committee 
in pursuance of the instructions of the Special Conference 


on July 19, 1951. 


S. WAND, 
Chairman, 
General Medical Services Committee. 





ELECTION OF DIRECT REPRESENTATIVES, 1951-2 
The following direct representatives upon the General Medi- 
cal Services Committee have been elected unopposed for 
the Groups mentioned: 


Group Al 

Dr. J. T. Baldwin (Milton Bridge, Midlothian). 
Group A3 

Dr. J. R. Langmuir (Glasgow). 
Group A4 

Dr. R. C. Hamilton (Kilmarnock). 
Group C 

Dr. H. F. Hollis (Leeds). 

Dr. H. Thorpe (Todmorden, Yorks). 
Group D 

Dr. A. Campbell (Accrington). 

Dr. F. S. Catto (Manchester). 

Dr. P. J. Gibbons (Liverpool). 


Group H 

Dr. A. B. Davies (Walsall). ‘ 
Group I 

Dr. F. A. Smorfitt (Southam, Warwickshire). 
Group J 

Dr. C. F. R. Killick (Williton, Somerset). 
Group L 

Dr. J. D. R. Murray. (Exmouth, Devon). 
Group .M 

Dr. J. C. Pearce (Diss, Norfolk). 
Group N 

Dr. H. S. Howie Wood (isle of Wight). 
Group O 

Dr. D. F. Whitaker (Guildford, Surrey). 
Group P 

Dr. A. W. Gardner (Lewes, Sussex). 
Group Q 

Dr. A. T. Rogers (Bromley, Kent). 
Group R 


Dr. D. F. Hutchinson (Middlesex). 

Dr. A. N. Mathias (London, N.W.2). 
Group S$ 

Dr. C. M. Scott (New Barnet, Herts). 

Dr. J. L. McK. Brown (London, E.18). 
Group T 

Dr. H. H. D. Sutherland (London, W.10). 

Dr. Max Sorsby (London, E.5). 
Group U 

Dr. J. B. Young (Belfast). 


In the contested Groups—namely, A2, B, E, F, G, and 


K—the results were as follows: 


Group A2 
Dr. C. J. Swanson (Aberfeldy, Perthshire). Elected 
Dr. I. M. Macleod (Inverness). 
Group B 
Dr. F, Lishman (Bishop Auckland). Elected 


Dr. D. T. McDonald (Belford, Northumberland). Elected 
Dr. J. C. Arthur (Gateshead). 
Dr. F. J. Stevenson (Carlisle). 


Group E 
. Dr. Miles Parkes (Crewe, Cheshire). Elected 
Dr. I. M. MacAlister (Wallasey, Cheshire). 
Group F 
Dr. D. B. Evans (Wrexham). Elected 
Dr. A. E. Jenkins“ (Pontypridd). Elected 
Dr. J. P. J. Jenkins tated 
Group G 
Dr. E. W. Goodwin (Leicester). Elected 
Dr. A. S. Wilson (Gosberton, Lincs.). Elected 
Dr. A. D. Stoker (Winster, Derbyshire). 
Group K 
Dr. R. W. McConnel (Wendover, Bycks). Elected . - 
Dr. T. Murray Strang (Wellingborough, Northants). 
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ANNUAL CONFERENCE 
OF REPRESENTATIVES OF LOCAL 
MEDICAL COMMITTEES 


MOTIONS AND AMENDMENTS RECEIVED FROM 
LOCAL MEDICAL COMMITTEES 


Date of Annual Conference 


Motion by BIRMINGHAM AND WORCESTERSHIRE: That the second 
sentence of Standing Order (1) be amended to read as follows: 
“* The Conference shall ordinarily be held in May or June as deter- 
mined by the General Medical Services Committee, commencing 
in the year 1953.” 

Remuneration 

Motion by Mippiesex: That this Conference instructs the 
General Medical Services Committee to examine alternative 
methods of remuneration to the present pool and to endeavour 


‘to obtain a national capitation fee which would be subiect only 


to very minor local alteration as may be agreed upon with the 
local medical committee. 
. Motion by MANCHESTER: That the General Medical Services 
Committee be informed that, in the opinion of this Committee, 
a fixed capitation fee not subject to varying deductions should 
be the aim of the profession in the forthcoming arbitration. 
Motion by BEDFoRDSHIRE: That if the adjudicator decides that 
an increase in the remuneration of general practitioners shall be 
made retrospectively the arrears shall be credited to the super- 
annuation accounts of the practitioners; except that in cases of 
hardship, or where the practitioner is not superannuable, the 
arrears shall be paid to the practitioner. 


Basic Salary 
Motion by LEICESTERSHIRE AND RUTLAND: That this Confer- 
ence instructs the General Medical Services Committee to seek 
negotiations with the Minister of Health for the establishment of 
a Basic Salary Pool, entirely independent of the Central Pool. 


Model Distribution Scheme 


Motion by BerksHire: That the Conference feels that local 
medical committees should have an opportunity of examining 
the amended model distribution scheme before it is accepted by 
the General Medical Services Committee. 


Second Report of Medici! Practices Committee 


Amendment by LEICESTERSHIRE AND RUTLAND: That this Con- 
ference regrets that the General Medical Services Committee 
failed to place before the local medical committees and gave 
apparent approval to the question of the patient-principal ratio 
being reduced from the statutory number (4,000) of persons on 
doctors’ lists to that of 3,000 in respect of the medical survey 
on the part of the executive councils, as indicated by E.C.L. 
115/50° from the Ministry of Health, in consultation with the 
Medical Practices Committee. 

Amendment by Somerset: That the acaituies use of the figure 
of 3,000 by the Medical Practices Committee, when deciding the 
classification of under-doctored areas, while the maximum official 
figure is 4,000 patients per doctor, is deplored. 


Amendment by Botton: This Committee considers that the 


criterion which the Medical Practices Committee relies on when 
considering reclassification of an area from Schedule 2 to Schedule 
3 (i.e., does not include any area in Schedule 3 unless the average 
listefalls below 2,000 patients) is entirely unrealistic when applied 
to a compact industrial area, and considers that the figure 3,000 
patients would be more 


Filling of Vacancies 
Motion by SourHamMpTon:That this Conference is very con- 
cerned that there should not be any further encroachment upon 
the right of a doctor to practise in any. open area. 


Decision Whether a Vacancy is to be Declared 


Motion by Bucks: That decisions with regard to vacancies 
should rest with the executive council in consultation with the 
local medical committee. 


Central Health Services Council—Committee to Study General 
Practice 


Amendment by KENT AND CaNTeRBURY: That this Conference 
is not satisfied with the assurance received from the Ministry of 
Health and would seek further. reassurance that the General 
Medical Services Committee will be fully consulted before the 
findings of the Special Committee are implemented. 


Maternity Medical Services 


Motion by WorcESTERSHIRE: That a practitioner not on the 
obstetric list who undertakes in his own name a maternity patient 
who is on the list of a partner should be entitled to the usual 
fees at the reduced rate applicable to practitioners who are not 
on the obstetric list. 

Motion by Satrorp: That this Annual Conference request the 
General Medical Services Committee to seek the amendment of 
the appropriate regulations to secure the abolition of : (i) the term 
“maternity nurse”; (ii) the obstetric list; and (iii) the obstetric 
committee. 

Maternity Outfits 

Amendment by SHROPSHIRE: That the provision of free 
maternity outfits should be allowed to women confined in private 
nursing-homes. 

Amendment by BERKSHIRE: That negotiations be again opened 
with the Ministry of Health in order that the scheme for supply- 
ing maternity outfits will be available: to patients confined in 
private nursing-homes. 

Amendment by KENT AND CANTERBURY: That this Conference 
does not agree with the Minister’s decision to refuse the provision 
of maternity outfits in private nursing-homes, and asks the General 
Medical Services Committee to reconsider the matter with a 
view to a further approach to the Minister of Health. 


Puerperal Pyrexia Regulations 
Motion by Bristo_: That the General Medical Services Com- 
mittee make every effort to have the Puerperal Pyrexia Regula- 
tions, 1951, revoked (Statutory Instrument 1951, No. 1081). 


Reprcsentation of General Practitioners in Hospital 
Administration 


Motion by MANCHESTER: That the General Medical Services 
Committee be asked to press the Ministry of Health to implement 
the assurance it has given that general practitioners would be 
represented on hospital boards. 


General Practitioners and Institutional Midwifery 


Motion by IsteE oF WiGcHT: That this Conference expresses 
satisfaction that the General Medical Services Committee is raising 
the question of the allocation to general practitioners of some 
maternity beds in suitable hospitals, for the care. of their- own 
patients, and calls upon the Committee to press this point. 


Motion by MippLesex: That this Conference approves the 
Ministry’s view with regard to general-practitioner maternity beds, 
as set out in the last paragraph of the R.H.B. 51 (74), and feels 
strongly that it should be mandatory on regional hospital boards 
to put this policy into effect. 


Trainee Assistants’ Scheme 


Amendment by Bucks: That the Report of the Trainee Assis- 
tants’ Subcommittee be amended by the deletion of the words 
“but many facts into which the Committee has to Bae are 
often highly confidential” in paragraph 7 and of the word 
“senior ” in paragraph 8. 

Amendment by Bucks: That the words “as a general rule” 
be added in metre» 9 of the Trainee Assistants’ Subcommittee’s 
Report after the words “ personal interview” and also after the 
word “ annually ” in Clause (d) of paragraph 37. 

Motion by Mipp.esex: That this Conference is of the opinion 
that the term “ Trainee General Practitioner” or “ Trainee” be 
used instead of “ Trainee Assistant.” 


Compensation 
Motion by LANCASHIRE: That having regard to the period of 
time which has now elapsed and the varying economic 
including the d decrease in value of money, the amount of com- 
pensation payable in respect of the loss of the right to sell the 
determined, and thereafter 


goodwill of a practice be now finally 
paid out to every medical practitioner on request. 


Arbitration on Terms of Service 


Motion by Kent aNpD CANTERBURY: That since the Ministry 


of Health has now accepted the principle of arbitration for the 
settlement of disputes on terms of service, the Conference asks 


Go General Memiedl Sevies Chamtees use this pgecedent 
in order to press insistently for a p of a permanent 
arbitration machinery as a supplement to Council. 
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Dispensing for Service Invalids 
Motion by Norro.k: That dispensing for Service invalids. 
should be placed on the same basis as that for domiciliary tuber- 
culosis pa.ients. 
Dispensing Capitation Fee 
Motion by Inverness County: That the capitation fee for dis- 
pensing should be increased. 


Economy in Prescribing 

Motion by MancHester: That hospital consultants should be 
notified of the measures which are being designed to effect 
economy in prescribing so that when referring patients back to the 
general practitioners with advice in regard to prescribing due 
regard should be paid to economy. 

Motion by ABERDEEN AND KINCARDINE: That this Conference 
requests the Department of Health to take appropriate action to 
ensure that in all advertisements issued to doctors of proprietary 
drugs allowed to be prescribed under the Health Service the price 
of such drugs should be clearly shown. 


Prescribing of Substances which are not Drugs 


Motion by Bucks: That, after a reasonable period—for 
example, three months since its issue—a prescription for a sub- 
stance which appears to be neither a drug nor a medicine should 
be subjected to no administrative action by a Pricing Committee. 


Repayment for Special Drugs 
Motion by Norro.k: That the regulations be amended so as 
to allow repayment to be made for drugs costing more than £1 
in any three consecutive months, instead of in any quarter. 


Private Certificates 


Motion by Norro.kx: That the Ministry of National Insurance 
should issue to all patients certified incapable of work evidence 
of such incapacity for private use. 


Medical Records 


Motion by Devon anp Exeter: That fhe General Medical 
Services Committee press the Ministry of Health to supply a 
form of medical record envelope which can be transferred from 
one doctor to another without its contents being seen by any 
other person. 


Medical Service Committee and Tribunal Procedure 


Motion by West BromwicH: That the General Medical 
Services Committee be instructed to open with the Ministry of 
Health discussions on the Tribunal Regulations with a view to so 
amending them that the possibility of frivolous and vexatious 
complaints. reaching the stage of full-scale inquiry is minimized. 


Mileage 
Motion by GLasGow: That the present method of distribution 
of the mileage fund be abandoned, and that the working party 
be requested to consider the whole question with a view to a 
more equitable distribution of the fund. 


Ante- and Post-natal Treatment 


Amendment by Reapina: That if the family doctor is sent for 
by a midwife or responds to an emergency call by the relatives 
for a maternity patient who has been discharged from a hospital, 
and such call is before the 28th day after the confinement, a fee 
of 10s. 6d. per visit should be payable. 


Remuneration of Clinical Assistants 


Motion by WorcestersHire: That in view of the rapid deteri- 
oration in the status of general. practitioners, negotiations over 
rates of remuneration should not be allowed to cause delay in 
formulating and implementing a scheme for the appointment of 
clinical assistants to hospitals. 


Appointment of Part-time Regional Medical Officers 


Motien by WorcestersHie: That this Conference considers 
it highly:.andesirable. that, even with the consent. of the local 
medical .committee. a medical practitioner-who is in active practice 
in- any given .area should act as a part-time oe medical 
Officer in that area. 


Correspondence 








Professional Freedom 


Smr,—The British Medical Journal of August 25 (p. 456) 
published a magnificent leading article on “ Professional 
Freedom,” which 1 hope every member of the profession 
has read very carefully. All who value freedom in medicine 
must be grateful to you for your sturdy advocacy of that 
doctrine. As you rightly state: “ Unless the spirit of medicine 
remains free and unfettered it may, unless we are vigilant, 
undergo a sea change, and the mainsprings of its inspiration 
be damped down.” 

In this connexion it is worth recalling the famous words of 
Lord Chesterfield: ‘‘ Let us consider that arbitrary power has 
seldom or never been introduced into any country at once. It 
must be introduced by slow degrees and, as it were, step by 
step, lest the people should see its approach. The barriers and 
fences of the people’s liberty must be plucked one by one, and 
some plausible pretences must be found for removing or hood- 
winking, one after another, those sentries who are posted by 
= constitution of a free country, for warning the people of their 

anger,” 


This process of gradual encroachment upon personal free- 
dom and the safeguards of liberty has been going on 
insidiously since 1932. It began in the days of the 
MacDonald, Baldwin, and Chamberlain Governments, and 
in 1933 the process of government by regulation instead of 
by Act of Parliament was introduced. The tempo of this 
destructive process has increased with alarming rapidity, and, 
in the words of Shylock, “ The villainy you teach me I will 
execute, and it shall go hard but [ will better the instruction.” 

In your leading article you refer to the warning of Dr. Fox, 
editor of the Lancet, which he stressed in his Croonian 
Lectures, that the present trends which are driving all pro- 
fessions into “working in services directly or indirectly 
provided by central or local authorities ” can end in a police 
State with absolute power in the hands of a few men. It 
is incompatible with our safety as an independent profession 
to confide our destinies as a great profession to the dictator- 
ship of a few men. May I draw the attention of the profes- 
sion to a sentence of yours on p. 457, “ And when we witness 
the weed-like growth of the bureaucracy we cannot help but 
wonder how long it will be before the sweet flower of liberty 
will have the life choked out of it.” 

Sir, that process of strangulation commenced a month 
before you wrote your leading article. The two vital dates 
which materially affect all members of the medical profes- 
sion and places their freedom in jeopardy are July 30. 1951, 
and August 1, 1951. On the first date Statutory Instrument, 
1951, No. 1373, was made. It is entitled the National Health 
Service (Remuneration and Conditions of Service) Regula- 
tions, 1951. The second date marks the birth of Statutory 
Instrumert, 1951, No. 1376, entitled the Industrial Disputes 
Order, 1951. 

S.I. 1376 is made by the Minister of Labour and National 
Service in exercise of the powers conferred on him ‘and 
revokes the National Arbitration Order. 1940. S.I1. No. 1305. 
Under this latter order we were “ workmen” and we could 
not withdraw our services—i.e., “strike "—without giving 
Notice to the Minister of Labour. Otherwise we were liable 
to penal sanctions. Under the new Order 1376 we are 
excluded from referring any dispute on terms and conditions 
of employment because we are not a trade union. So 
although we can now withdraw service without any risk of 
penal sanctions we are no longer considered to be “ work- 
men ” for the purpose of arbitration under this Order. 

Whether we were excluded by accident or Machiavellian 
design is a matter of conjecture, and so far as the profession 
is concerned it strengthens our case as set out in the Supple- 
ment (October 13, p. 143), Recommendations 1 to 4. To 
include us in 1376 would not be acceptable to us. so long as 
Clauses 1 to 4 and Clause 7 of the First Schedule of 1376 
remain as they are now set out, under “ Constitution and 
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Proceedings of the Industrial Disputes Tribunal.” The 
Minister appoints the members and the chairman, the former 
being appointed from panels set up by the British Employers 
Confederation to represent employers and by the Trades 
Union Congress to represent employees. We are not pre- 
pared to submit our claim for arbitration on conditions and 
terms of service, even if we are at a later date included in 
1376, to a tribunal constituted as-above. 

But the extraordinary situation does arise under 1376, 
Clause I (ii), where an employer can refer a dispute to the 
above-mentioned Industrial Disputes Tribunal if a dispute 
exists between that employer and workers in the employment 
of that employer. Therefore the Minister of Health, a 
regional hospital board, or a hospital management committee 


. can refer any dispute to the Tribunal if that dispute involved 


more than one doctor, and the doctors’ case would be 
decided by a chairman appointed by the Minister of Labour, 
and two members chosen by the Minister from panels of per- 
sons to represent employers and workers respectively after 
consultation with the British Employers Confederation and 
the Trades Union Congress respectively. This is an intoler- 
able and dangerous situation and contrary to natural justice. 

The Order 1376 is made under the powers given to the 
executive under the Supplies and Services Acts and Regula- 
tion 58AA of the Defence (General) Regulations, 1939. The 
former Acts have given the Labour Government almost 
unlimited authority to govern by orders and regulations, and 
by this authority the medical profession is reduced to the 
humiliating position in which it finds itself under this 
S.I. 1376. 

What is to prevent the Minister of Health in the present 
negotiations with the G.M.S. Committee on remuneration 
referring the matter to the Industrial Disputes Tribunal if a 
dispute arises as to the arbitrator? It may be said that 
the Minister has pledged himself to arbitration by a single 
arbitrator. Pledges have been broken before. and until we 
are safeguarded by an Amending Act which provides for a 
National Health Service court of arbitration our freedom is 
in peril. 

Order S.I. 1373 is even more dangerous to professional 
freedom than S.I. 1376. It places all specialists, consultants, 
and other members of the profession employed by regional 
hospital boards or hospital management committees at the 
mercy of the Minister of Health, who can fix the remunera- 
tion and terms of service of these doctors by direction instead 
of by regulation which is subject to Parliamentary review. 
This is government by decree, and savours of Fascist or 
Communist autocracy. Even though it is made by virtue of 
Clause 66 of the N.H.S. Act of 1946 it is in my opinion 
ultra vires. The Minister has assumed powers under this 
Section which exceed those specified in the Act. It is quite 
clear that Parliament had no intention of giving any Minister 
powers to legislate by decree without Parliamentary control 
and review. It is implied in the “ Rule of Law.” Not even 
in the emergency of war d.d Parliament ever permit any such 
tactics except in the case of Defence Regulation 18B. which 
many regard only as a memory, although an evil memory. 
It would be as well to quote Mr. Herbert Morrison (in oppo- 
sition) and one of the principal critics of Defence Regulation 
18B. His expression is pertinent not only to this regulation 
but to all unrestrained executive powers. “I am not going 
to use the argument usually put forward as a matter of 
courtesy that we do not believe the present Minister would 
be wicked but that we are afraid his successors might be. I 
think that any Minister is capable of being wicked when he 
has a body of regulations like this to administer ” (Hansard, 
Vol. 352, col. 1846). 

It is essential that as soon as possible Recommendation 5 
of Council’s report shall be implemented in an Amending 
Act. It ‘is a matter of urgency. Order S.I. 1373 offends 
against the “Rule of Law.” The rights and liberties of 
doctors depend on certain fundamental principles of law and 
natural justice which are embodied in this doctrine which is 
accepted as forming an essential part of the English 
Constitution. 


“It negatives autocracy whether Fascist or Communist; it 
negatives the assumption into the hands of the executive of wide 
and arbitrary powers; it assumes the existence of democratic 
control which works through_an impartial law, and it explains the 
security of the rights of British subjects.” (Professor Keith, The 
Constitution of England.) 


The matter is urgent. We cannot wait for December 13 
when the Special Representative Body meets to discuss 
Council’s Report on the Reform of the National Health 
Service. We have only 34 Parliamentary days (in the case of 
Order S.I. 1373) and 36 days (in the case of Order S.I. 1376) 
from the commencement of the new Parliament in which to 
move prayers to annul these orders. If 1373 is not repealed, 
then professional freedom will have received a mortal blow. 

I would ask all members of the profession to read 
Council’s report, in particular pp. 143, 144, and 148-52 of the 
Supplement, October 13. The crisis is acute, and I would 
beg the three autonomous bodies to forget their autonomy in 
this matter and let us act as one united body through Council 
in this fight against autocracy.—I am, etc., 

London, W.8. J. ARTHUR GORSKY. 


Sir,—It will be remembered that last year the Winchester 
Division published a Memorandum on “ Public Relations 
and the Relation between the B.M.A. Organization and its 
Members.” As a result of this certain resolutions were 
passed at the last A.R.M., and one at least of these laid a 
charge on the Council of the B.M.A. to broaden the con- 
stitution and terms of reference of its Public Relations 
Committee. 

There can be no question that the publication of the 
Memorandum and the subsequent action of the R.B. 
developed from a widespread belief within the profession 
that no effective machinery existed for collecting, sifting, 
and ensuring the publishing of items of news of vital 
interest to the profession. 

We do not know What action has yet been taken by 
Council, or by its Public Relations Committee, to obey 
these instructions of the Representative Body. What we 
do know, however, is that the profession’s lack of con- 
fidence in the running of this aspect of its affairs is more 
than justified by certain facts given light in the recently 
published first Report of Council on “The Reform of the 
National Health Service.” 

If your readers will turn to pp. 143-4 of the Supplement 
of October 13 and read paragraphs 21-5 of Council’s 
Report they will read of the publication of Industrial Dis- 
putes Order 1376, and Order S.J. 1373 by the Minister of 
Labour and the Minister of. Health respectively, both of 
which affect the welfare and liberties of all members of 
the profession more profoundly than any Order so far 
published. 

It is naturally not within the terms of reference of the 
Report to tell us that Order S.I. 1373 was published on 
July 31, and Order 1376 two days later, or to comment 
upon the fact that after two and a half months no action 
whatsoever has been taken by Headquarters to draw our 
attention to these vitally important Orders, or to inform us 
of the inferences to be drawn from them. 

It may be argued that the summer holidays have delayed 
the implementation by Council of the Representative Body s 
instructions, and that consequently the Public Relations 
Committee is still not responsible for intraprofessional rela- 
tions, and that the Secretariat (efficient and hard-working 
as it is nowadays) is not so constituted as to be able to 
cope with the subject. If this be so, then what machinery 
does exist for warning the profession of the dangerous posi- 
tion in which it now stands ? ‘ 

There are many questions on this subject which we must 
ask. Some of those which occur to me are: 

(1) The Minister is to set up a Tribunal consisting of a chair- 
man and two members. Is it a fact that he is to appoint the 


chairman ? : 
(2) With the operation of Order No. 1376, does the arbitration 
so recently agreed upon (between the G.M.S. Committee and the 


Minister) go by. the board ? ; 


andi 
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(3) Is it true that we are now workmen from the point of view 
of being “ proceeded against” and not workmen from the point 
of view of arbitration ? 

(4) The B.M.A. is not a trade union and is, therefore, not 
included in Order No. 1376. Was it omitted by accident or 
design ? 

(5S) What happens if a dispute arises within this Order? (Or 
are we waiting to consider this point until a dispute actually 
does arise ?) 

Both these are negative Orders, having the force of law 
if not annulled within 40 days. There are, therefore, 36 
days from the summoning of the new Parliament in which 
effective action may be taken. Failing effective action, surely 
withdrawal from the Service is our only alternative. The 
issue is as important as that in the minds of some of us. 
What do our leaders think? Do we not deserve to be 
told ?—I am, etc., 

Winchester. 


*,” The Secretary of the Association writes: The position 
arising from the publication of S.l.s 1373 and 1376 was 
reported to the Council on September 26, the earliest occa- 
sion on which Counsel's opinion on their meaning was 
available.. Prayers to annul an order in the House of 
Commons must be lodged within 40 days of its publication 
and while Parliament is in session. Parliament was then 
im recess and is now dissolved. Thus no Parliamentary 
action was possible or will be possible until the new 
Parliament assembles. Council has appointed an ad hoc 
committee with authority to take appropriate and timely 
action. 


RONALD GIBSON. 


Remuneration and the Small List 


Sir,—I wish to protest strongly at the sentiments expressed 
in Dr. H. Bergh’s letter (Supplement, September 22, p. 122). 
Your correspondent seems to be somewhat out of touch with 
present-day conditions, otherwise he would not write such 
arrant nonsense about the advisability for young doctors to 
become junior partners or to take a death vacancy. The 
virtual impossibility of entering into a partnership unless one 
pays vast sums for a house, instruments, etc., is well known 
to everybody interested in the matter—not to speak of the 
enormous number of applicants for every death vacancy. 

As to the way in which he takes it upon himself to call 
“ squatting” practitioners robbers and to imply that they 
debase our professional ethical ideals, I think these remarks 
should be treated by all fair-minded people with the contempt 
they deserve.—I am, etc., 


London, W.12. A. MEYER. 


POINTS FROM LETTERS 


Large Lists 

' Dr. A. H. Levers (Leigh-on-Sea) writes: I was very interested 
in the letter signed by “* Megalist ’ (Supplement, September 8, 
p. 109). Where I take issue with him is in the latter part of his 
letter. This shows clearly why there is no unity in the medical 
profession—a fatal non-unity which has put the general practi- 
tioners in their present position, a position most of us dislike. 
This latter part of his letter means, and could be written, 
“Should the necessity for resignation ever arise, my fellows 
can hardly expect me to take any financial risk even though the 
majority, being underpaid, are at risk all the time. I cannot 
be expected to support my colleagues in their efforts to rescue 
medical practice from its present unsatisfactory position, but 
will share in any benefits they secure.” 


The New Doctoring 

Dr. G. L. Davies (Brighton) writes: A woman who came to 
my surgery the other evening consulted me not oniy about herselt 
but about six other members of her family... . She finally 
departed with a handful of prescriptions, leaving unaccomplished 
what was presumably the chief part of her mission—namely, an 
attempt to find out the cause of her daughter-in-law’s infertility. 


Association Notices 





MIDDLEMORE PRIZE 
The Middlemore Prize, which consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 


- time to time select in any department of ophthalmic medi- 


cine or surgery. The Council of the British Medical 
Association is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “ The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” 

Essays submitted in competition must reach the Secre- 
tary, British Medical Association, British Medical Associa- 
tion House, Tavistock Square, London, W.C.1, on or before 
December 31, 1951. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the, name and 
address of the author. In the event of no essay being of 
sufficient merit, the prize will not be awarded in 1952. 





Diary of Central Meetings 
OcTOBER 


23 Tues. Finance Committee, 10.30 a.m. 

23 Tues. Joint Formulary Committee, 2 p.m. 

23 Tues. Physical Medicine Group Committee, 2 p.m. 

23 Tues. Special Finance Inquiry Committee, 2 p.m. 

24 Wed. Joint Meeting of Journal eee and Publish- 
ing Subcommittée, 10.30 a 

24 Wed. Occupational Health Comuditen, 2 p.m. 

24 Wed. United Kingdom Members of the Arrangements 
Committee, 4.30 p.m. 

26 Fri. Library Subcommittee, Science Committee, 


12 noon. 
26 Fri. Pathologists Group Committee, 2 p.m. 
26 Fri. Science Committee, 2 p.m. 
29 Mon. Committee of Reference, 10.30 a.m. 
31 Wed. Annual Conference of Representatives of Local 
edical Committees, 10 a.m. 


Branch and Division Meetings to be Held 


BouRNEMOUTH Division.—At Ballroom, Royal Bath Hotel, 
Friday, October 26, 7.30 for 8 p.m., annual dinner. 

Br:cHTon Drvision.—At Dudley Hotel, Hove, Tuesday, 
October 23, 8.30 p.m., annual meeting, adoption of new Ethical 
Rules; 9. i$ p.m.., Dr Robert Forbes. “ The Legal Hazards in 
Medical Practice.” 

Coventry Division.—At Coventry and Warwickshire Hospital, 
Tuesday, October 23, 8.30 p.m., clinical mane. Talk by Dr. 
W. P. Elford: “ Seborrhoeic Eczema, Vulgaris, and 
Rosacea.” A discussion will follow. 

Oxrorp Division.—At Radcliffe Infirmary, Oxford, Wednesday, 
October 24, 8.15 p.m. Professor L. J. Witts: “* The Physiology 
and Therapeutic ects of Cortisone and A.C.T.H.” Preceded 
by a special meeting to adopt the revised Ethical Rules. 

Tower HaMLets DIVISION ee St. ee floegtal. Bow, 
London, E., Friday, October 26, g= meeting. 
Pathological demonstration by Dr. ye ~— 

West SuFrotkK Drvision.—At Everard’s Hotel iets. 
October 23, 8.30 p.m., annual B.M.A. lecture by Dr. W. R. Bet 
“ The Pathology of ius.” 

WIGAN ag ag _—At The Hollies, Wigan —_ Wigan, Thurs- 
day, October 25, 8.15 p.m., annual general meeting, adoption 
of new Ethical Rules, etc etc, 





Correction.—An error occuried in publishing subsection 28 (d) 
of the First Interim Report of the Council on the Reform of the 
National Health Service (Supplement, October 13, p. 144). It 
should read: Section 66 of the National Health Service Act, 1946, 
empowers the Minister to prescribe by regulation the terms of 
service of general practitioners and Section 33 to make provision 
for the issue of an unlimited number of certificates without 


payment. 
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REVIEWING GENERAL PRACTICE* 
I. THE NEXT STEP 


How to maintain and improve the status of the general 
practitioner was one of the main themes discussed at a 
meeting of the General Practice Review Committee on 
October 3 under the chairmanship of Dr. C. W. WALKER, 
of Cambridge. Status is difficult to define and perhaps 
impossible to measure accurately, and there was some con- 
flict of opinion in the Committee—as there often is else- 
where—whether the status is going up or down. The 
Committee soon passed from what might have been fruit- 
less discussion of this elusive quality to consider the future 
of general practice, and to consider especially how the 
needs of general practitioners may best be met if the present 
trends in medicine continue. 


Is General Practice a Specialty ? 


Whether or not general practice is a specialty first engaged 
the attention of some speakers. The majority view was 
probably best expressed by one member who said that 
general practice was a specialty in the sense that a student 
was not equipped for it on qualification and that further 
instruction was needed. The view that it is not a specialty 
was advanced partly by comparing general practice with 
other recognized special branches of medicine characterized 
by the use of special instruments, limitation of interest to 
a part or system of the body, and work under clearly 
defined conditions—such as in a laboratory. The matter 
was left in abeyance by one speaker’s declaring that it did 
not matter whether general practice is a specialty or not. 


Teaching the Students 


The ground had now been cleared for discussion of two 
important ideas. These were the teaching of general prac- 
tice to medical students and the establishment of a College 
of General Practice. Dr. F. M. Rose and Dr. J. H. Hunt 
attended the meeting and submitted memoranda. These 
are given below. The Committee also had before it memo- 
randa submitted by other general practitioners, and a report 
of that evidence will be given in a subsequent issue of the 
Supplement. 

All members were agreed on the need to teach general 
practice in medical schools. It was said that the present 





*The first of two articles based on a discussion at a meeting of 
the General Practice Review Committee of the B.M.A. and on 
evidence submitted to it by general practitioners. 


emphasis in teaching is predominantly on specialization, for 
it is nearly everywhere given by consultants and specialists. 
In other words, members expressed a disquiet, as others 
have done, that many medical students qualify with the 
intention of keeping out of general practice if they can. 
It was feared that this disinclination to enter general prac- 
tice resulted in the most able students becoming aspirants 
to consultant practice and the least able sooner or later 
becoming general practitioners. 

Some speakers advocated the establishment of chairs of 
general practice throughout the universities. The teaching 
would cover the domiciliary aspect of medical work as well 
as preventive medicine and social. medicine, which are at 
present themselves specialties. 


Need for a College 


The need for a College of General Practice was advo- 
cated by some members in the following terms. It could 
give help in the establishment of the university chairs and 
advise on the kind of training desirable for medical students. 
It could help in the postgraduate instruction of general 
practitioners, be a forum where they could exchange their 
views, do much to maintain high standards in general prac- 
tice, and ensure that general practitioners should have 
always before them the best traditions and ethics of 
general practice. Its task would also be, in the words 
of Dr. Rose’s memorandum, “the collection of clinical 
papers, facts, and statistics bearing on general practice 
and the publication from time to time of surveys . 
within its scope.” The Committee acknowledged that 
much further discussion was needed on such a novel 
project. Not only would its functions need to be 
examined in detail—and one member did not see how it 
could function—but much study was also needed of how 
it should be set up and how it should elect its members. 

The two memoranda presented in person to the Com- 
mittee were as follows. 


GENERAL PRACTICE AND SPECIAL PRACTICE 
BY 
Dr. F. M. ROSE 


British Medicine, as we know it to-day, has been built on 
the foundation of the family doctor. Within my own pro- 
fessional lifetime of less than 30 years most of the surgeons 
and physicians in provincial towns and cities began their 
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professional work in general practice, and some combined 
general practice with their specialty to the end of their lives. 

If such origins were inimical to the attainment of the 
most advanced techniques, and the finest flower of 
specialism, they were, on the other hand, free from the 
dangers of cleavage of the profession into planes. There 
was a solidarity and a mutual understanding which knit the 
doctors of any area, whether in general or special practice. 
The prestige of general practice was never a cause for 
anxiety, for to the public all were “ doctors,” and the general 
practitioner of the day might be the consultant of the 
morrow. Nor was it the possession of higher degrees and 
diplomas which determined the sphere of practice, for the 
man with Membership or a Fellowship often preferred to 
remain in general practice, while the skilled surgeon not 
infrequently had no higher degree. 


Old Order Changing , 


Even before the introduction of the National Health 

Service the old order was changing. The advance of 
medical science in all its branches made necessary a pro- 
longed training in special techniques and a knowiedge of 
the most recent advances in biochemistry for the young 
man who wished to specialize. Higher diplomas or degrees 
were demanded by employing authorities, and competition 
was keen, so that time spent in general practice was regarded 
as wasted. There has developed, as a result, a new genera- 
tion of consultants and specialists who have never experi- 
enced the wholesome and chastening discipline of general 
practice. These are often very conscious of the labour and 
effort expended in acquiring their Membership or Fellow- 
ship. 
are often inclined to regard medicine as a more or ‘less 
exact science and the average general practitioner as an 
unscientific blunderer, and sometimes not without justifica- 
tion. 
The introduction of the National Health Service has 
accelerated this change and has recast the whole of our 
medical services in such a rigid mould that interchange 
from general practice to special practice has become almost 
impossible. Further, the machinery of the regional boards 
for employing and grading has extruded, and continues to 
extrude, as fast as it can, the remaining general-practitioner 
elements from our hospitals. No longer may we call out 
in consultation the colleague whose years of experience 
have earned him a hospital appointment and our confidence. 
Instead we must have the young man who has the necessary 
diploma and who, having served his period as a senior 
registrar, has been found an appointment by the regional 
board. 

Changes are inevitable. To oppose them is natural, but 
doomed to failure. We may, however, modify them in 
certain directions and so evade some of the worst effects. 
We must do more: we must turn them to our own 


advantage. 
What is a Specialty ? . 


In the report of the Cohen Committee entitled “General 
Practice and the Training of the General Practitioner,” 
Chapter 4, paragraph 35, is the statement: “In the view 
of the Committee general practice is a special branch of 
practice... .” We will return later to general practice 
and attempt to define its position, but first we must attempt 
to answer the question, What is a specialty ? 

The general surgeon, orthopaedic surgeon, urologist, 
neurologist, dermatologist, gynaecologist, obstetrician, 
general physician, cardiologist, otolaryngologist, alienist, 
ophthalmologist, pathologist, radiologist, venereologist, 
etc., all have this in common, that they cover a limited 
field by the concentration on (1) certain parts of the body, 
or (2) certain systems, or (3) certain groups of diseases, 
or (4) certain procedures and the use of certain pieces of 
equipment. Usually their patients come to them ‘from 
general practitioners or from another specialist. The 
general physician has, perhaps, fewest limitations in that 
the whole body is his domain. But he.confines his atten- 


In their newly attained appointments some of these 


iP Sa TT 
tion to such cases as reach him from general’ practitioners, 
and to such conditions as do not usually require surgical 
treatment. He is a consultant rather than a specialist. An 
anaesthetist, on the other hand, is a specialist but not a 
consultant, and an ear, nose, and throat surgeon is both. 


The Position of General Practice 


Against such a background of specialism and with such 
varying criteria, it must be admitted that general practice 
is also a special branch of medicine. Though it enters the 
field of most specialties‘to some extent, its particular sphere 
is in the beginnings of disease processes, and some of its 
cases are passed on to the appropriate specialist much as 
the physician, after treating the pneumonia, passes the 
empyema on to the surgeon. The place of the general 
practitioner in the disease process is mainly a question of 
stage against the background of the equipment and the 
general facilities at his disposal. 

To regard general practice merely as minor medicine, 
minor surgery, minor E.N.T. work is, nevertheless, to miss 
the whole point. It is the doctor-patient relationship which 
is the first and the dominant fact. The general practitioner 
is the doctor who sees disease in all its forms first. Often 
he sees it in its very earliest stages. He sees the social 
background, the home, the office, the factory. He has seen 
and known other members of the family. He sees the 
patient not once—like .the consultant—but many times. 
There is continuity in their relationship. In most cases 
he will be able to diagnose and treat the condition without 
any outside help. In some he will require the services of 
a jJaboratory or an x-ray department. Some cases he will 
wish to refer to a consultant for an opinion, and some will 
require prompt admission to hospital. 

He must decide the particular line to adopt for each 
patient, and his decisions are mostly the product of pain- 
fully acquired experience, and not of formal teaching. The 
clinical material which he handles bears little resemblance 
to the sifted clinical cases which he has seen as a student 
in the teaching hospital wards and out-patient department. 


The Field of General Practice 


This is the particular field of the general practitioner, 
and in it he is the expert as the surgeon is in his operating- 


theatre. _ 
The extremes of life—childhood and old age. 


Domiciliary midwifery. 
Social medicine: (a) environmental, (5) industrial. 


Infectious diseases. 
The beginnings of disease processes, with special reference to 


the early diagnosis of (a) acute disease requiring early surgical 
intervention, and (b) malignant disease. : ; 
The domiciliary treatment of the closing stages of malignant 


disease. 
The long-continued treatment of the chronic disabling diseases 


which seldom enter hospital. 

The giving: of advice and -guidance on a host of problems, 
personal and marital, entering into the whole range of human 
relationships. 

The adjudication of employability. 

Certification: (a) National Health Service, (6) other. 

Medical ethics. 

The above list, though representative, is not to be regarded 
as final, and it is, of course, not the whole of general- 


practitioner work. 


Medicine and the State 


It is no exaggeration to say that in the original plan for 
a national health service the role allotted to the general 
practitioner was that’of treating minor ailments, the sort- 
ing out of all the remainder and passing them on to the 
appropriate highly skilled specialist for treatment in the 
well-equipped public hospital. The general practitioner, 
paid by a salary, dealt with his own well-defined area of 
practice during his hours of duty. This machine-belt system, 
with its reverence for specialists as super-doctors, has its 
special appeal to the doctrinaire, who see no reason why 
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the general practitioner should demur. Only the deter- 
mined stand of the medical profession has saved us from 
such a system. 

Such a service would spell the end of the family doctor 
and of general practice as we know it. It would result in bad 
medicine, and be extremely expensive and soul-destroying. 
The general practitioner is still the keystone of the whole 
Service, and any deterioration in his quality will be felt 
adversely in all the other branches of the Service. He must 
remain as the personal doctor of the patient—the known 
and respected figure to whom the patient may return after 
the confusion and anonymity of registrars and house-men 
and whatnot in hospital. With him must remain the decision 
of how the patient is to be disposed of, and with it the 
accompanying responsibility. l 

This is the kind of family doctor we have had in the past. 
After only three years of National Health Service we have 
still large numbers of this type left. There will not be so 
many in 10 years’ time, and in 20 years he will be virtually 
extinct—unless we take the necessary steps and take them 
now. 


Maintenance of Status 


Under this heading I do not propose to deal with such 
fundamental necessities as adequate remuneration, clinical 
freedom, participation in the administration of the Service, 
adequate and appropriate training, access to the wards and 
special departments of hospitals. The need for all these 
is well established and some are already within our grasp. 
The General Medical Services Committee is alive to its duty 
in regard to them all. Now that the separation of general 
practice from the hospital brand of special practice is virtu- 
ally complete, the time has come when it must form a 
corporate body of its own which will bear the same sort 
of relationship to general practice as the Royal Colleges do 
to their adherents in special practice. 


A College of General Practice 


Such a body would be the repository of the traditions 
and ethics of general practice which otherwise are likely to 
be lost irretrievably within a generation. It would concern 
itself with medical education and research bearing on the 
elements of general practice, and particularly postgraduate 
education. The collection of clinical papers, facts, and 
statistics bearing on general practice, and the publication 
from time to time of surveys, would come within its scope. 
It would participate in the foundation of lectureships in, 
and departments of, general practice in medical schools. 
It would co-operate on equal terms with bodies bearing 
an analogous relationship to other branches of the profes- 
sion. It would not be directly concerned with matters of. 
remuneration or térms and conditions of service, but it 
would, no doubt, have representation on the General Medi- 
cal Services Committee, which deals with these problems. 
Should merit awards, now applicable to a proportion of 
consultants, find any parallel in general practice, a body 
of this sort would be in the best position to evaluate merit. 

The award of diplomas in general practice as a higher 
qualification is not an essential part of the proposal, but 
it would be a logical and natural development. Those 
awarded by the Royal Colleges are likely to be even more 
out of the reach of the general practitioner than in the past. 
After five years in general practice a Membership might be 
awarded to candidates passing a broadly based examination 
in general medicine, with a special subject having particular 
reference to domiciliary practice. Senior members might be 
elected to Fellowships. _ 

In making these proposals I am aware that the difficul- 
ties to be overcome are formidable. I am nevertheless con- 
vinced that a body of the kind outlined above is essential 
to the maintenance and the healthy development of medical 
practice. No existing body could fulfil these functions. 
Removed from the field of politics, independent, concerned 
only with its own branch of medicine, it must be worthy of 
the best traditions of British medicine and of the 20,000 
general practitioners in active practice. 


\ 
- A: COLLEGE OF GENERAL PRACTICE 
BY 
Dr. JOHN H. HUNT 


This is a subject in which I have been interested for several 
years. Four years ago I was discussing it at one of the 
Royal Colleges, but the time did not seem ripe just then for 
this idea to be followed up. Things are different new, and I 
think that some of the trouble in which general practice 
finds itself at present is due to the fact that we have not 
got an academic body, or college of our own, behind us to 
watch over our interests and over our education. 


A Special Subject 


In several parts of the country it is at last being recognized 
that general practice is a special subject, and to some extent 
needs teaching as such. Members of the staff of St. Mary’s 
Hospital have started a scheme for introducing their students 
to general practice. I have myself been asked by this 
hospital to teach its students during their last six months’ 


clinical work—to take them in batches in my consulting-room . 


and give them two or more sessions on the instruments and 
apparatus that are needed for diagnosis and treatment in 
general practice, on note-taking, and on various other aspects 
of the subject. These same students are then going to the 
country to spend a week with a country practitioner, working 
in his surgery, going on his rounds, and wherever possible 
living in his house. To my mind this step which the staff of 
St. Mary’s has taken is a far-sighted one, and is a correct 
one, and other hospitals are likely to follow it. 

There is a College of Physicians, a College of Surgeons, a 
College of Obstetricians and Gynaecologists, a College of 
Nursing, a College of Midwives, and a College of Veterinary 
Surgeons—all of them Royal Colleges. There is a College 
of Speech Therapists and a College of Physical Education. 
But there is no college or academic body which is concerned 
primarily with the interests and education of members of the 
main branch of medicine in this country—the 20,000 general 
practitioners. Many practitioners could not help noticing 
this, and they felt the lack of such a body when discussions 
about the National Health Service were taking place. 


Higher Degrees 
This problem may perhaps involve, later on, the question 
of higher degrees for practitioners. At present higher 
degrees are not always ah advantage to a young man apply- 


ing for an assistantship or a partnership, because there are . 


some people who regard a man with higher degrees who 
wants to go into general practice as a “failed consultant.” 
This may be so in some cases, but it is not by any means 
always so ; and many practitioners with higher degrees have 
particularly chosen general practice as their life’s work 
because they like the work and want to do it. If the 
standard of general practice is to be kept up, and even raised, 
this idea should be dispelled as soon as possible. 

In a wide view higher degrees for practitioners must be 
desirable, if only for the additional training they entail. 
Some individuals may not become better doctors when they 
add additional letters to their names, but general practice 
as a whole must surely benefit by widening the medical 
education of some: of those in its midst. 

It may be argued, and I think argued rightly, that the 
present syllabus for higher degrees in this country is not. 
altogether suitable as a training for general practice. Neither 
the M.R.C.P. nor the F.R.C.S. examinations are really 
general practitioners’ examinations. One can get through 
the Membership without ever having tapped a hydrocele or 
passed a catheter, and one can get through the Fellowship 
without ever having looked at an eardrum or syringed out 
an ear. These examinations are for young consultants. 

What I believe is needed for practitioners is a higher 
degree in the subjects of general practice, and this will be 
quite impossible until general practitioners have their own 
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college or academic body behind them. What one would 
like to suggest is a higher degree in those subjects. which are 
of particular interest and importance to general practitioners, 
with special stress laid on those illnesses which are usually 
diagnosed and treated in the patient’s home or in the 
doctor’s surgery, and with special attention given to early 
diagnosis, and the use of those simple diagnostic procedures 
(radiography and pathological facilities) which are available 
now for practitioners themselves, or which we hope will be 
available for them soon. 


Panel of Examiners 


During the past five years I have been running a practi- 
tioners’ diagnostic unit, with its own pathological laboratory 
and pathological technician, with an x-ray department and 
radiologist on the spot; and I have kept a careful record 
of all the diagnoses which have been made. I believe that it 
would be comparatively easy to work out a syllabus for this 
examination which would receive general consent ; and at 
quite short notice I believe one could collect a first-rate panel 
of general-practitioner examiners. some of whom may 
already hold the M.R.C.P., F.R.C.S., or M.R.C.O.G. 
. diplomas. It is of the greatest importance that nothing is 
done to interfere with the qualifying examinations held by 
the Royal Colleges of Physicians and Surgeons or with their 
other work. 

It is not easy, however, as the gynaecologists and 
obstetricians found, to start up a new college or academic 
body out of the blue ; and it would seem to me that it might 
possibly be better to invite an academic body which is 
already in being to help us and advise us in this matter. 
The examination should be run by general practitioners for 
general practitioners. and it shculd aim at as high a standard 
as the M.R.C.P., F.R.C.S., and M.R.C.O.G. Even if at first 
only a few candidates were allowed to pass, the fact that the 
examination was there would be a stimulus to every medical 
teacher in this country to take a special interest in the prob- 
lems which confront practitioners in their day-to-day work, 
and make it clear to everyone that general practice is not 
necessarily the lowest form of medical academic life. 


Urgent Need 


Much of general practice is in a sad way at present. From 
all sides one hears of people who are genuinely trying to help 
practitioners—from the B.M.A., from the Ministry of Health, 
and from the Royal Colleges—but “How can this help 
be given?” is the burning question of the moment. To 
raise the standard of practice, and to raise the standing of 
practitioners in the eyes of other members of the medical 
profession, in the eyes of medical students. and in the eyes 
of the public, is something which is urgently needed just 
now. One possible step towards this end, a step which 
should cost the country little or nothing, which should upset 
very fe~ people and help a very great many, and for which 
the t*» now seems eminently suitable, is the formation of 
a “ «ge or Faculty of General Practice. 








COAL ‘CERTIFICATES 
DOCTORS’ CO-OPERATION SOUGHT 


Sick persons can obtain special consideration in regard to 
fuel supplies if their doctor certifies that they need it. The 
Ministry of Fuel and Power has prepared a new form for 
this certification, and it has Seen approved by the General 
Medical Services Committee. Copies will be sent to doctors 
by local fuel overseers, together with an explanatory letter. 

The Ministry is anxious to obtain the full co-operation of 
doctors in order to ease the burden of local fuel overseers, 
which is predicted to be heavy during the coming winter. 

No doctor’s certificate is needed for confinement cases, 
for which the special ration book issued by the Ministry of 
Food serves the same purpose. 


WORK OF EXECUTIVE COUNCILS 
LIAISON IN NATIONAL HEALTH SERVICE. 


The fourth annual meeting of the Executive Councils’ 
Association (England) was held at Eastbourne on October 
11 and 12. Mr. A. N. Wricut, J.P. (Norfolk), who presided, 
said in his address from the chair that the general-practitioner 
service had been maintained at a high level, as was shown 
by the fewness of the complaints dealt with by Service 
committees. The medical profession had had a very diffi- 
cult period of hard work in the first few months of the year 
and had responded to the calls made upon it in the manner 
expected. Executive councils had watched with interest and 
concern the negotiations between the Ministry and the medi- 
cal profession concerning remuneration. The only comment 
he would make was that it was the earnest hope of them 
all that in the interests of the Service itself the time was not 
far distant when the question of remuneration would be 
settled on a lasting basis. 


Difficulties of Starting 


Executive councils, he said, had found some difficulty in 
getting doctors to take assistants with a view to partnership 
or to take partners. The difficulty partly arose from lack 
of accommodation, but it was in some measure financial. 
The most promising remedy was to introduce a larger 
capitation fee for the first 1,000 or 1,500 on the list, and, 
coupled with this, to make a reduction in the permitted 
maximum of patients. 


Frustration among Doctors 


Dr. S. WAND, chairman of the General Medical Services 
Committee, addressed the Conference and spoke of a cer- 
tain amount of frustration among doctors in the Service. 
Leaving aside the question of finance, frustration arose 
because doctors were prevented from doing the most use- 
ful work of which they were capable. No occupation was 
so satisfying as general practice carried on in a proper 
manner, with two-way confidence between practitioner and 
patient. Since the Service was inaugurated there had been 
a substantial increase in the number of items of obligation 
and in the hours of work necessary. There had been a 
change—not for the better—in the doctor-patient relation- 
ship, and there were unreasonable demands on the doctor 
by a minority of patients. 

The difficulties which beset the general practitioner in 
his work were not sufficiently known. It was most impor- 
tant that the general practitioner should be protected against 
trivial and unreasonable complaints. When the machinery 
of the service committee had to be brought into action, it 
was bound to cause anxiety to the general practitioner con- 
cerned and to be detrimental to his work, so that it was 
important that the hearing and the decision should be 
speeded up as much as possible. 


Service Committee Procedure 


The management committee of the association recom- 
mended that representations should be made to the Ministry 
of Health in support of a request from the London Execu- 
tive Council for an amendment of the regulations so as to 
provide that a service committee shall permit a party to 
an investigation to be assisted in the presentation of his 
case by some other person, provided that no person should 
be entitled to appear in the capacity of counsel, solicitor, 
or other paid advocate. The present regulations permit 
assistance by some other person, provided that no person 
is entitled, in the capacity of counsel, solicitor, or other 
paid advocate, to conduct the case by addressing the com- 
mittee or examining or cross-examining witnesses. 

Mr. H. Lesser, a member of the management committee, 
said that these Service committees were composed mainly of 
lay members. There were no formal rules of procedure, 
and there was no provision for taking evidence on oath ; 
they were really in the nature of conciliation committees. 
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The parties were allowed to be assjsted by a friend, but it 
was the view of the management committee that if that 
friend was a counsel or solicitor it would be impossible to 
prevent him from testing the evidence of people who were 
wholly unprepared to be dealt with in that way, and this 
would defeat the purposes of the tribunal. Injustice might 
well be done if. counsel or solicitor were present and able 
to take part in the proceedings. The committee had felt it 
desirable that some amendment should be made in the 
regulations so that professional advocacy would be entirely 
removed. 
The recommendation of the committee was adopted. 


Variation in Capitation Rates 


Some discussion arose on a motion from Huddersfield 
that.in view of the wide differences in the capitation rate 
paid to general practitioners by executive councils the 
statistical data embodied in future annual reports should 
show the yearly capitation fee paid in each area. At present 
the capitation fees are given in summary, and were as follows 
for the financial year to March 31, 1951: 


Amounts No. of Councils 

s. @. s. d. 

15 0 to 15 6 1 
15 6 to 160 3 
16 0 to 16 6 Aor os ps 49 
16 6 to 170 os A re 67 
17 0 to 176 % ‘s as 1 
Not available jie oe ig z 


The mover pointed out that a practitioner with a list of 
2,000 in an area in which the capitation fee paid was 15s. 6d. 
would receive £100 less in the year than his colleague in 
an area where it was 16s. 6d. 

The Secretary of the association resisted the motion on 
the ground that the association could not expect executive 
councils to furnish this information if they were liable to 
be pilloried for paying a low capitation fee. 

Dr. N. E. WATERFIELD pointed out the reasons for the 
difference in the figures. In certain areas there were a large 
number of temporary residents. The doctors benefited from 
the temporary residents, but, on the other hand, their general 
capitation rate was lower. The figures as given above did 
not furnish a true picture of what practitioners in different 
areas were receiving. 


Local Liaison Arrangements 


The management committee reported that it had advised 
executive councils to keep in touch with local public health 
authorities and hospital management committees with a 
view to setting up liaison bodies. Replies to a circular 
letter on the subject had been received from 73 executive 
councils, of which only two had complained that present 
arrangements were unsatisfactory. Six councils stated that 
an established liaison committee was in existence, 15 were 
taking steps to set up local committees, and 40 stated that 
a satisfactory form of liaison was already in existence by 
means of council members who served on hospital manage- 
ment committees and local health authorities, also by means 
of personal contact between, the respective officers and by 
informal meetings. 

A resolution was carried unanimously deploring the lack 
of co-ordination and liaison in the Service, and expressing 
the view that if there were improvement in this respect the 
Service would be more efficient. 


Protest to Ministry 


On the question of the Committee set up by the Central 
Health Services Council to report on general practice (the 
Cohen Committee), it was reported that a protest had been 
lodged with the Ministry of Health at the setting up of this 
Committee without first consultation with the Executive 
Councils’ Associations. The PRESIDENT said that he had no 
comment to make about the persons appointed. But as 
executive councils were responsible for the administration 
of the general-practitioner service one would have thought 


that courtesy required that the associations should have 


been notified, and that if it was desired that executive 
councils should be represented they should have been 
invited to submit a list of names from which a selection 
could be made. It was the intention of the management 
committee to submit evidence, and it would be of such a 
nature as the three associations (of England, Scotland, and 
Wales) could support. 

A motion that the membership of executive councils 
should be augmented in two directions, by the -inclusion 
of a member of the optical profession and a member of 
the nursing profession, was, after some discussion, referred 
to the management committee for consideration. . 

The shortest speech at the Conference was made by 
Mrs. Cripps, of Dorset, who ‘secured immediate and 
unanimous assent to a resolution calling for all possible 
steps to be taken by the hospital and specialist services to 
arrange for the prompt transmission of adequate informa- 
tion about patients’ admitted to and discharged from hospi- 
tals so as to ensure that home treatment might be continued 
effectively. 

New Officers 


The Conference elected Mr. H. C. Brown, of Bourne- 
mouth, as its next president, and Captain S. H. Hampson, 
of Salford, as its vice-president. The medical members 
elected to the management committee were Dr. J. Kerr 
(Cheshire), Dr. R. W. Rae (Staffordshire), Dr. N. E. Water- 
field (Surrey), Dr. K. J. T. Wilson (Dorset), Dr. T. A. 
Morrison (Brighton), and Dr. T. M. Montford (Leicester- 
shire). Scarborough was chosen as the place of meeting 
for the next Conference. 








DISCIPLINE IN HOSPITAL SERVICE 
GUIDANCE FROM MINISTRY 


The Central Consultants and Specialists Committee recently 
considered a memorandum issued by the Ministry of Health 
giving guidance on the procedure for dealing with disci- 
plinary cases in the hospital service (reported in the Supple- 
ment of September 22, p. 119). The Committee welcomes 
the fact that machinery is being prepared, but it has its own 
suggestions and will state them in due course. 

The subject has been considered by the General Whitley 
Council, but no agreement has yet been reached there. The 
procedure is therefore provisional. It is intended for cases 
where the more serious forms of disciplinary action are 
involved and not for minor matters. 


Proper Warning 

The memorandum emphasizes that there should be’ pro- 
cedure for proper warning of serious matters likely to 
involve disciplinary action and for a right of appeal to 
the employing authority or opportunity for personal hear- 
ing before a final decision is reached. While consultants 
have the right under para. 16 of their Terms of Service 
to ask for an inquiry by the Ministry, the following hospital 
employees do not: S.H.M.O.s, J.H.M.O.s, registrars, 10 (5) 
general practitioners, senior house officers, and house-men. 

As is shown below, there are two types of procedure. 
This is because practice varies under different hospital 
boards. The two procedures do not necessarily cover 
different types of posts held by doctors. The procedure 
is set out in the memorandum as follows. 


First Type of Procedure 


Employees whose employment can be terminated by an 
individual officer or by a committee or subcommittee of 
the employing authority under delegated powers.—An 
employee of a regional hospital board, hospital manage- 
ment committee, or board of governors, an executive 
council, the Dental Estimates Board, or a joint pricing 
committee who is aggrieved by disciplinary action, including 
dismissal, should have the right of appeal to his employing 
authority. 7 
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The authority should from among its own members set 
up an appeals committee to hear the appeal, and the 
employee should have the right of appearing personally 
before the committee, either alone or with a representa- 
tive of his professional organization or trade union, or with 
a friend not appearing in a professional capacity. This 
appeal committee should not include any members directly 
involved in the circumstances leading to the disciplinary 
action or, where disciplinary action taken by a committee 
or subcommittee of the authority is the subject of appeal, 
members of that committee or subcommittee. The report 
of the committee should be submitted to the full employing 
authority, which should thereupon reach a decision on the 
case. 

It is important that appeals should be made and disposed 
of quickly, and time limits would be appropriate. It is 
suggested that any appeal should be lodged within three 
weeks of the receipt by the employee of notice of the disci- 
plinary action, and the hearing should take place within five 
weeks of the receipt of the appeal. 


; Second Type of Procedure 

Employees whose employment can be terminated only 
by a decision of the full employing authority—This should 
be taken to include the authority’s more senior grades—e.g., 
senior professional (including nursing), administrative, or 
technical staff, whether or not the employing authority has 
devolved powers of dismissal or disciplinary action to a 
committee or subcommittee. (In the case of such staff the 
Minister considers that the authority should never have 
devolved power of dismissal to a particular officer, and 
they should review any decision they have taken as regards 
devolution of the power to a committee or subcommittee 
so as to assure themselves that such devolution is appropri- 
ate. It should in any case not be a function of a house 
committee in a hospital.) 

If circumstances arise which might lead to disciplinary 
action, including dismissal, no decision in regard to the 
matter should be taken by the employing authority without 
affording the employee an opportunity of being heard. The 
employee should have the right of appearing personally at 
the hearing, either alone or with a representative of his 
professional organization or trade union, or with a friend 
not appearing in a professional capacity. At the hearing 
no member of the authority who is directly involved in the 
circumstances that appear to indicate the need for disci- 
plinary action should have a part in the decision which 
the employing authority must thereupon make. 

These arrangements do not prejudice the right of the 
employing authority to take immediate action (whether by 
suspension from duty or by dismissal) where this is required 
in cases of a very serious nature. 


No Right to Appeal Further 


The appeal procedure which has been suggested is for 
appeal to the employing authority. This means the authority 
whose function it is to appoint and dismiss employees of 
the grade in question. The procedure does not provide any 
right of appeal to any other authority beyond the employing 
authority. 

If an aggrieved employee, after having exhausted the 
appeal procedure within his employing authority, seeks to 
appeal to some authority’ beyond the immediate employing 
authority and applies, for instance, to the Minister or to the 
regional hospital board, it is for the Minister, or the board, 
at their discretion to decide what they shall do in regard to 
the application. 

Further consideration would depend upon the circum- 
stances as they were found in the particular case: it would 
be for the Minister, or the board, to decide, and their inter- 
vention could not be claimed as a matter of right by the 
individual employee. In exercising discretion in such 
circumstances a board should bear in mind that it is desir- 
able that appeals be heard by persons who have not taken 
a direct part in the original decision against which the appeal 
is made. 


REGISTRAR ESTABLISHMENTS 


A statement sent to hospital boards from the Ministry of 
Health reviews the number and distribution of registrars 
which it considers te be suitable. The conclusions have 
been reached after discussions with the representatives of 
doctors in the hospital service, and after examining pro- 
posals submitted by hospital boards. A report in the Sup- 
plement of August 4 (p. 47) discussed the position and gave 
the views of the Joint Committee, but further information 
is given here. 


Consultant Vacancies 


It is agreed that senior registrars are training to be con- 
sultants or S.H.M.O.s afd that their number must be closely 
related to the likely number of vacancies in this country 
and elsewhere. The number of vacancies is estimated to 
be about 200 annually for the next few years (instead of 
the previously. estimated 150). 

The length of training for senior registrars is agreed to 
be not less than four years, and in some specialties five 
years. The appointments should be for a year at a time, to 
be renewed if service is satisfactory. 

The total number of senior registrar posts required is 
960 (instead of 600 as originally proposed on a three-year 
training basis). As there would be a small wastage each 
year these posts might be spread over the four years of 
training, as follows: first year 270, second year 250, third 
year 230, and fourth year 210. 


Distribution Between Specialties 


The distribution of the 960 senior registrar posts has 
been agreed as shown in the table below : 

















Specialty Percentage}] Specialty Percentage 
Medicine 12-0 Surgery .. 14-0 
Chest 5-5 Anaesthetics 5-5 
Mental 12-0 Neurosurgery 1-0 
Neurology 1-0 Plastic surgery .. 0-5 
Paediatrics 2°5 Thoracic yal 1-0 
Radiology 6°5 Orthopaedics ; 3-5 
Radiothera 1-0 E.N T P 3-5 
Physical medicine 1-0 Obstetrics and gynaecology 6°5 
Pathology... 6°5 Dentistry . 2-0 
Infectious diseases . r-0 Geriatrics 

tology 2-0 Cardiology 1-0 
Venereal disease 1-0 “Others 
Ophthaimology 5-0 Unallocated 4-5 





Some hospital boards have suggested that the appoint- 
ments of senior registrars should allow them to serve in 
both teaching and non-teaching hospitals. The profession 
and the Minister agree that this is desirable. 


Reduction of Numbers 


The memorandum says it is desirable that action should 
be taken to reduce as soon as possible the number of senior 
registrars to the total given for each specialty. The boards 
must therefore determine which of their senior registrars 
they wish to retain after their current year of appointment 
expires, and renew only their appointments. This is subject 
to the proviso that if some senior registrars, additional to 
those training to be consultants, are needed for the effi- 
cient running of hospitals they should be retained, but they 
should be told that they are not in training posts. This 
should be only a temporary arrangement lasting not more 
than another year. 


Selection by Quality 


Quality should determine those who are retained ; but it 
is important to ensure that a regular flow is maintained to 
fill potential vacancies. This should therefore be taken into 
account when merit alone is not sufficient guide. 

The Minister asks hospital boards to submit a return 
before January 1, 1952, showing the number of senior 
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registrars in each year of training on that date in each 
specialty. The Minister warns boards that in some cases it 
may be necessary to make adjustments in order to obtain a 
satisfactory distribution over the country as a whole. 


Registrars and Hospital Staffing 


It is accepted that doctors who aspire to become senior 
registrars will first hold posts as registrars (or equivalent 
posts), but the number of doctors who have completed 
appointments in any year must greatly exceed the first- 
year senior-registrar appointments likely to be available in 
that year. The main reasons for this are as follows: 


(a) the needs of the hospital service, which require a consider- 
able number of junior appointments of short duration at the 
registrar. level ; 

(b) the importance of ensuring that the competition for the 
senior registrar appointments is keen; 

(c) the fact that service as a registrar in most specialties can 
provide for the right man valuable experience for any subsequent 
field of medical work which he may decide upon. 


The Minister does not propose any total figures for regis- 
trar appointments, for it is difficult to determine the numeri- 
cal relationship between registrars and senior registrars, but 
he thinks that some boards are overestimating the number 
of registrars required. 

A registrar appointment should not last longer than two 
years, save in exceptional circumstances. At the end of 


' that time the doctor must be expected to obtain a senior 


registrar appointment or go into some other kind of prac- 
tice. Appointments will be renewed annually. 

The Minister will review the need for fixing registrar 
establishments in the light of further discussions he is having 
with representatives of the profession and when the reports 
of teams now examining the medical staffing of hospitals 
have been considered. 








DISCHARGE OF HOSPITAL STAFF 


If a hospital board or committee hag to reduce its establish- 
ment, the broad principle guiding it should be that the 
employee with the least service should be the one to be 
discharged. This procedure is discussed in a Ministry of 
Health circular to hospitals. 


Criticism by Whitley Council Staff Side 


The staff side of the General Whitley Council does not 
agree that any general reduction of staff is necessary at 
present or even any reduction in particular instances. On 
the contrary, staff side organizations consider that what is 
required is an increase in hospital facilities with, corre- 
sponding increases in staff, possibly with some redistribu- 
tion. 

Efficiency of Hospital 

In qualifying the “broad principle” given above the 
Ministry states that it must be subject to the overriding 
consideration of the efficiency of the hospital. This does 
not refer to the relative efficiency of one person or another, 
but to the effect on the working of the hospital of ending 
the services in which that person is engaged. In consider- 
ing length of service, hospital service as a whole should be 
taken into account and not simply service in that particular 
hospital. 

Boards and committees are reminded in the circular that 
it may be possible to absorb officers selected for discharge 
into other grades where there may be vacancies. An 
employee should be told as long as possible in advance 
about termination of his appointment, and that he can if 
he wishes make representations against it through his pro- 
fessional organization or trade union. 


EAST GRINSTEAD- FUND 
MINISTRY ACCEPTS TERMS 


The Ministry of Health has accepted the terms of the 
Peanut Club, which raised £24,000 from voluntary sub- 
scriptions to build a new children’s wing at the Queen 
Victoria Hospital, East Grinstead. 

At a public meeting held in East Grinstead on September 
17 (Supplement, September 22, p. 117) it was said that the 
Ministry had ordered the trustees to hand over the assets 
for transfer to the central Hospital Endowments Fund, and 
the matter was commented on in an annotation in the same 
issue of the Journal (p. 726). The day after the public 
meeting the Ministry issued a public statement saying that 
the hospital would have its new wing no less quickly, but 
the Ministry’s intentions were questioned by representatives 
of the fund. 

The Ministry has now agreed that building can be started 
next year, and that not less than £24,000 should be spent on 
the wing. The Peanut Club will be associated with the wing 
by a suitably inscribed’ tablet, and people who have given 
donations ‘for individual beds will have them named in 
accordance with their wishes. 
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THE SOUTH-WEST METROPOLITAN 
* REGION 
DIVISION WANTED 


Separation of the South-west Metropolitan Hospital Region 
into two separate regions was advocated by the chairman 
of the Portsmouth Group Hospital Management Committee 
on October 11.. The western area of the present region 
would be called the Wessex Regional Hospital Board. 
Except for one group, which has not expressed a definite 
cpinion either way, the chairmen of the management com- 
mittees unanimously agreed that this proposal should be 
made direct to the Minister of Health as soon as possible. 
The Portsmouth Group’s chairman states that they are sup- 
ported by the local authorities, the general views of the 
Central Health Services Council, the views of the Select 
Committee on Estimates, the senior medical staffs through- 
out the western area, and the chairman of the South-west 
Metropolitan Regional Hospital Board. The present region 
is the largest in the country, and the committee sponsoring 
this proposal considers that effective planning and control 
is at a minimum bordering on the ineffectual. 











SCOTTISH G.M.S. SUBCOMMITTEE 
PARTNERSHIP ARRANGEMENTS 


A meeting of the General Medical Services Subcommittee 
(Scotland) was held at the Scottish House, Edinburgh, on 
September 20. Dr. W. M. KNox was in the chair. 

The Memorandum on Partnership Arrangements, in the 
preparation of which a special subcommittee has been 
engaged for a considerable time, was finally approved. 
The memorandum deals in detail with the various ques- 
tions confronting practitioners contemplating partnership 
arrangements, including the vexed question of restrictive 
covenants. It provides for the appointment of a Partner- 
ship Advisory Committee composed predominantly of 
general practitioners, appointed jointly by the Scottish 
Committee of the Association and the General Medical 
Services Subcommittee (Scotland), and for arbitration by 
mutual agreement in the event of disagreement or dispute 
between partners. The memorandum clearly indicates that 
it is intended solely for the guidance of practitioners, and 
does not in any way obviate the necessity for seeking legal 
advice in the actual drawing of agreements. The memo- 
randum will now go before the Scottish Committee as the 
body in Scotland which will be responsible for its issue. 
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The subcommittee ressed its great appreciation of the 
work done by the Partnership Shares Subcommittee. 


Pneumoconiosis 


The Subcommittee approved a memorandum dealing in 
detail with the administrative aspects of pneumoconiosis in 
Scottish coal mines, a subject on which there is a con- 
siderable lack of knowledge among colliery practitioners 
in Scotland. The question of publication is now under 
consideration. 

Liaison in Health Service 

A proposal by the Department of Health for Scotland to 

appoint medical officers to the general-practitioner service 


for the purpose of assisting in routine administration of - 


the National Health Service in Scotland, and also in an 
endeavour to bring about liaison in the local areas between 
the three branches of the profession engaged in the Service, 
was discussed at length with Dr. C. M. Fleming, one of 
the senior medical officers of the Department. The Sub- 
committee reserved its decision on the matter in order that 
its members might have an opportunity of considering the 
proposal further in consultation with their local medical 


committees. 
Other Business 


Recommendations are being made to the appropriate 
quarters on the following matters: -representation of the 
Department of Health on the Joint Formulary Committee ; 
inclusion of a Scottish representative among the medical 
members of the Editorial Committee: of the Bulletin for 
Prescribers which is being issued by the Ministry of Health ; 
representation of Scotland on the subcommittee to represent 
assistants and unestablished practitioners in process of forma- 
tion by the General Medical Services Committee. 

A number of matters affecting practitioners engaged in 
the general medical service were noted for discussion with 
the Department of Health. 








CHILDREN’S HOMES 
ENTITLEMENT TO FEES 


Medical officers of children’s homes are required to render 
some services which are outside the scope of the National 
Health Service Acts, and they are entitled to claim fees for 
them. The Administration of Children’s Homes Regula- 
tions, 1951, which came into operation on September 1 and 
apply to both local authority homes and voluntary homes, 
make provisions relating to the welfare of the children. The 
following sections concerning the duties of medical officers 
of children’s homes are quoted: 


MeEpIcaL CarE 
5. (1) The administering authority for each home which they 
provide or, as the case may be, carry on shall appoint a medical 
officer. 
(2) The duties of the medical officer shall include: 

(i) the general supervision of the health of the children 
(excluding their dental health); 

(ii) the general supervision of the hygienic condition of the 
premises ; 

(iii) attendance at the home at regular intervals and with 
sufficient frequency to ensure that he is closely acquainted 
with the health of the children ; 

(iv) the examination of the children at regular intervals; 

(v) the provision of such medical attention as may be 
necessary other than dental treatment ; 

(vi) the giving of advice to the person in charge of the 
home on any matters affecting the health of any of the 
children therein or the hygienic condition of the premises ; 

(vii) the supervision of the compilation of a medical record 
for each child accommodated in the home containing par- 
ticulars of the medical history of the child before admission, 
so far as it is known, his physical and mental condition on 
admission, his medical history while accommodated in the 
home, and his condition on discharge from the home. 


An agreement dated March 31, 1951, has been reached 
between the B.M.A. and associations representing local 


authorities with regard to the remuneration of medical 
practitioners undertaking part-time work. The remunera- 
tion scales under Section IV would apply to medical officers 
of children’s homes maintained by local authorities: 


IV. Visiting Medical Officers to Establishments Maintained by 
Local Authorities 

(2) Remuneration for regular and routine attendances should be 
by annual salary or sessional fee at the discretion of the local 
authority. Where the sessional basis is adopted, the appropriate 
fee laid down in the agreement of February, 1947, should be 
paid. Where the salary basis is adopted the remuneration should 
be based on the number of hours per week spent at the estab- 
lishment, and should be at the following rate: 


Hours Per Week Annual Salary 
1 “a me a £75 
2 aa ue £125 


with an addition of £50 for each hour over two. 

(3) The number of hours per week to which the annual salary 
is related shall be a matter for agreement from time to time 
between the local authority and the practitioner concerned, it 
being understood that agreements embodying periods of half 
an hour or any other period of less than an hour (with pro- 
portionate rate of payment) are not precluded. 

(4) A practitioner remunerated by annual salary will be 
responsible for providing a locum, at his own expense, when he 
is unable to carry out the duties himself. 

(5) An emergency visit (being a visit made at the special request 
of the institution, and outside the regular and routine attendances) 


which is not covered by National Health Service arrangements . 


should be paid for as follows: 

Visits between the hours of 9 a.m. and 8 p.m. 10s. 6d 

Ae i »' - a Pees Sok & me Se. 

(6) The fees for visiting medical officers as set out above refer 
to services not covered by the National Health Service Act, 1946, 
and are in addition to normal capitation fees under the Act, it 
being understood that every effort should be made to relate the 
arrangements to work done over and above that carried out under 
the National Health Service. 


Voluntary Homes 


In the case of a voluntary home, where the medical 
officer has accepted the children on his National Health 
Service list, he is similarly entitled to claim fees from the 
administering authority for services rendered beyond the 
scope of the National Health Service Acts. In putting 
forward such a claim the above scale could be considered 
as a guide. 








APPOINTMENTS IN GALWAY AND CORK 


The council of the Irish Medical Association has considered 
the terms of appointment for positions of obstetrician- 
gynaecologists to Galway County Council and to South 
Cork Board of Public Assistance. It considers that the 
appointments are undesirable, and requests intending candi- 
dates to communicate first with the secretary of the Irish 
Medical Association, I.M.A. House, 10, Fitzwilliam Place, 
Dublin. In a letter to the Eire Department of Health the 
secretary of the I.M.A. hopes that the Department “ will 
see the wisdom of revising the terms of these appointments ” 
and gives the following reasons why the council considers 
that they are undesirable: 

(1) The medical profession is opposed to whole-time appoint- 
ments of this type. 

(2) Excessive duties and responsibilities would be imposed on 
the holder of either appointment. This would react adversely 
on the patient and on the doctor. 

(3) A doctor appointed to either position would be available 
only to the limited number of patients accommodated in local 
authority institutions. 

(4) As the hospitals concerned are assaciated with the medical 
faculties of the University Colleges of Cork and Galway respec- 
tively, it is important that the terms of appointment. should be 
such as to attract the most highly qualified and experienced 
applicants for these posts. The Council considers that the present 
terms are entirely unsatisfactory in this respect. This opinion is 
supported by recent experiences in similar appointments in 
neighbouring countries. 
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PRIVATE PRACTICE 


The first meeting of the session of the Private Practice 
Committee was held at B.M.A. House on October 17. 
Dr. I. D. Grant (Glasgow) was recalled to the chair. 
Mr. L. DouGaL CALLANDER, Dr. E. J. Rees, and Dr. J. G. 
THWAITES were co-opted to the Committee. The Maritime 
Subcommittee and the Medical Witnesses Subcommittee 
were reappointed. 


@Mne-day Certificates 


Discussion took place on the question of certificates of 
incapacity required by employers after only one day’s sick- 
absence of an employee.- The hardship to doctors arising 
out of this requirement, involving sometimes visiting a 
patient for the specific purpose of issuing such a certificate, 
was appreciated. It was stated to be an acute problem in 
London, Birmingham, and South Wales. One member 
remarked that 90% of the patients who asked for these 
certificates were apologetic ; they were sorry to trouble the 
doctor, but it was a question of their job. 

It was decided to consult with the General Medical 
Services Committee, and also to ask the Confederation of 
British Employers to receive a deputation on the subject. 


Fees for Services 


A reply was received from the War Office that the 
remuneration of civilian medical practitioners employed on 
a full-time daily basis would be increased by 7s. a day 
to £3 10s. The CHAIRMAN said that this seemed fairly 
reasonable. The Committee accepted the proposed increase 
as satisfactory. 

It was also reported that the War Office had formulated 
proposals for the reopening of retired pay posts for medi- 
cal officers of the R.A.M.C. Details of the proposals, which 
had not yet been forwarded, were being considered by the 
Treasury. F 

The medical examination of boxers occupied the Com- 
mittee for a short time. The British Boxing Board of Con- 
trol suggested that the fee for a medical examination should 
be one for arrangement between the boxer and the medical 
man. The Committee thought this proposal reasonable and 
that no fee should be stipulated, but that the area medical 
officer might suggest to a colleague the fee to be charged 
in a particular case. 


Investigations under Dangerous Drugs Regulations 


The Home Office had forwarded a draft of amended rules 
for the conduct of cases at the tribunals set up under the 
Dangerous Drugs Regulations. Certain of the rules had 
been amended to incorporate suggestions by the General 
Medical Council for an extended notice to the practitioners 
concerned, and for the conduct, if the tribunal thought fit, 
of the whole or part of the investigation in private. The 
Solicitor to the Association had suggested that the regulation 
as to written statements submitted to the tribunal should 
be amended to require a witness to attend and that, failing 
his attendance, written eyidence should not be accepted. 

Some members of the Committee were anxious that no 
statement should be accepted or seen by the tribunal unless 
the person concerned appeared and was available for 
examination and cross-examination. It was decided to ask 
the Solicitor whether it was not possible to require that no 
written evidence should be received by the tribunal at all. 
As the amended regulations stand, evidence may be given 
orally or by written statement, but if the written statement 
is challenged the tribunal may request the witness to appear 
and may direct that his evidence be given orally. 


Certificates for Migrants 


Following a question raised in the Council when the 
report of the Private Practice Committee was presented, 
it was reported that an amendment had been secured in 
the form for the examination of migrants to New Zealand. 


As originally proposed, the doctor, fof a fee of 5s., had 
been asked to certify that a child was “ free from congenital 
disease,” which would mean a Wassermann test and possibly 
other investigations. The New Zealand Government had 
now reworded the form so that it certified that “the child 
appears to be free from congenital disease.” 


Other Business 


The Committee further considered the position with regard 
to cremation certificates, on which a letter had been received 
from the Home Office. The Committee had previously 
expressed itself against the proposal to abolish medical 
referee appointments and to limit the number of practi- 
tioners allowed to complete Certificate C to a panel chosen 
by the local authority. The Committee reaffirmed its objec- 
tions, called for the present arrangements to remain in being, 
and appointed two of its members to represent it in dis- 
cussions with the authorities. 

The National Coal Board had stated that it was not 
prepared to come to a national agreement on ex gratia 
payments to be made to doctors required to attend at 
collieries for emergency cases. Therefore it was left to 
their Divisional Boards to determine the circumstances of 
such payments and the amount. The Scottish Division and 
the Northern Division had come to an agreement with the 
G.M.S. Subcommittee (Scotland) and the North of England 
Branch, respectively, and it was resolved to circularize these 
agreements to the other areas in England and Wales. The 
Scottish scale was, for surface attendances, £1 1s. for a 
day visit and £2 2s. for a night visit, and for underground 
attendances (day or night) £5 5s. a visit. 

Assurances had been given by the Ministry of Pensions 
that the selection of boarding medical officers would not be 
conditional upon proximity of residence, and that the fact 
that mileage had to be paid would not be a factor in 
determining the selection of a suitable member of a board. 
At the same time, the Deputy Director-General of the 
Ministry of Pensions Medical Service had intimated that 
an inevitable contraction of medical boarding was approach- 
ing, with a reduction of boarding sessions of very many 
officers. 








WELSH COMMITTEE 


The autumn meeting of the Welsh Committee was held at 
Shrewsbury on October 10, when Dr. H. R. Frederick, of 
Port Talbot, was reappointed chairman. Dr. Graham 
Williams, of Anglesey, was appointed deputy chairman, 
and Dr. T. R. Bryant, of Tredegar, honorary secretary. 

The most important item on the agenda was the question 
of the Annual Meeting in 1953, and the Committee decided 
to support the invitation of the North Wales Branch to 
hold the’ Annual Meeting of the Association in -1953 in 
Llandudno and Bangor. The Committee is confident that 
the necessary facilities are available there. _— 

It was agreed that the Welsh House might be used for 
receptions to overseas graduates by the Empire Medical 
Advisory Bureau. The Welsh House is now fully operating 
and members are invited to make full use of the facilities 
there. 

The Committee has sent congratulations to Sir Daniel 
Davies, Mr. C. Price Thomas, and Sir Horace Evans on 
their being called in attendance upon his Majesty the King 
during his present illness. 

It was decided to try to arrange for the Annual Welsh 
Dinner to be held on Saturday, July 5, 1952, in Dublin. 





The Rt. Hon. Hector McNeil, Secretary of State for Scotland, 
has appointed the: Rt. Hon. George Mathers to be chairman of 
the South-eastern Regional Hospital Board. The post has been 
held by Sir Humphrey Broun Lindsay on a temporary basis since 
the resignation of the late Dr. Greenlees in April. Sir Humphrey 
Broun Lindsay remains a member of the board. 
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PUBLIC HEALTH MEDICAL OFFICERS 
MOTOR-CAR ALLOWANCES 


An agreed scheme of car allowances for public health medi- 
cal officers in England and Wales is set out in M.D.C. 
Circular No. 13 sent by Whitley Committee C to all local 
authorities. The committee recommends local authorities 
in England and Wales to put it inio operation as from 
October 1. The committee is still considering the position 
in Scotland. The scheme accompanying the circular is 
summarized below, and the original should be consulted 
for full details. 
Casual User Allowance 


The rate per mile for a car not exceeding 8 h.p. (or 1,014 c.c.) 


is 64d. 
For a car exceeding 8 h.p. (or 1,014 c.c.) but not exceeding 


10 h.p. (or 1,214 c.c.) it is 74d. 
For a car exceeding 10 h.p. (or 1,214 c.c.) but not exceeding 


12 h.p. (or 1,414 c.c_) it is 84d. 
And for a car exceeding 12 h.p. (or 1,414 c.c.) it is 94d. 


Essential User Allowance 
The following Table sets out the scales: 














N tip a | ulee 
ot p or 
Exceeding | 1,014 c.c but] 1,214 ¢.c. but meting 
8 h.p. or not exceeding | not exceeding 1.41 Fc c 
1,014 c.c. 10 h.p or 12 h.p or ° oa 
1,214 c.c. 1,414 c.c. 
Lump sum £ £ £ £ 
allowance 42 48 54 60 
d. d. d. 
Rate per mile 
for first 
7,200 mi 
per annum 34 ay 43 53 
over 
7,200 miles 
per annum 2+ 23 3 3} 

















For both types of allowance the horse-power basis is for cars 
registered before January 1, 1947, and the cubic capacity for cars 
registered for the first time on or after that date. 








MEDICAL PRACTICES COMMITTEE 


The Medical Practices Committee has completed its survey 
of England and Wales as at January 1, 1951. The areas 
of general practice have been put into four categories as 
follows: 


SCHEDULE I 


Open areas with high average lists compared with the 
rest of the country. Any application to practise in these 
will be granted forthwith. 


England : Counties 


Cheshire.—New Ferry and Bebington (Wirral District). 

Derbyshire.—Borough of Ilkeston. Urban Districts of Alfreton, 
Clay Cross, Heanor, Long Eaton, Swadlincote. Rural District 
of Chesterfield. 

Durham.—Urban Districts of Billingham, Felling, Hebburn, 
Hetton, Houghton-le-Spring, Jarrow, Seaham, Shildon; Spenny- 
moor, Washington 

Essex.—Boroughs of Barking, Chelmsford, Romford. Urban 
District of Hornchurch. 

Kent and Canterbury.—Borough of Dartford. Urban District 
of Crayford. 

Lancashire.—Borough of Middleton.. Urban Districts of 
Droylsden, Haydock, Prescot, Worsley. Rural District of Wigan 
and districts immediately North-east and South-east of the County 
Borough of Wigan. 

Middlesex.—Boroughs of Edmonton, Heston and Isleworth, 
Southall. Urban Districts of Feltham, Hayes and Harlington, 
Yiewsley and West Drayton. 

Nottingham County and City——Arnold, Carlton-in-Lindrick, 
Kimberley. 


Staffordshire—Boroughs of Newcastle-under-Lyme, Rowley 
Regis, Tipton, Wednesbury. Urban Districts of Brownhills, 
Coseley, Darleston, Kidsgrove, Sedgley. 

Warwickshire-—Rural District of Atherstone. 

W orcestershire.—Halesowen. 

Yorkshire (West Riding).—Borough of Ossett. Urban Districts 
of Cudworth, Darfield, Darton, Dodworth, Horbury, Royston, 
Wombwell, Worsborough. Rural District of Wakefield. 


England : County Boroughs 


Barnsley, Dudley, Great Yarmouth, Liverpool (Postal Districts 
Nos. 5, 7, and 10 only), Rotherham, St. — Walsall, West 
Bromwich, West Hartlepool. 


Wales : Counties ; 
Glamorgan.—Urban Districts of Pontypridd, Rhondda. 


SCHEDULE Il 
Other open areas where applications would be automatic- 
lly granted. 
England : Counties 


Bedfordshire.—Boroughs of Bedford, Dunstable, Luton. Urban 
Districts of Biggleswade, Leighton Buzzard. Rural Districts of 
Luton (including Barton and Shillington), Shefford and Arlesey. 

Berkshire.—Urban and Rural Districts of Abingdon, Windsor, 
Wokingham. Urban District of Maidenhead. Rural Districts of 
Bradfield, Easthampstead, Faringdon. 

Buckinghamshire.—Districts of Aylesbury (except Haddenham, 
Long -Crendon and Brill), Buckingham (except Hanslope and 
Steeple Claydon), High Wycombe (except Hambleden, Horsley 
Green, Lane End, Prestwood, and Stokenchurch), Slough (except 
Eton), Chesham (Amersham District). 

Cambridgeshire-—Borough of Cambridge. Rural Districts of 
Chesterton, Newmarket (except Isleham), South Cambridgeshire. 

Cheshire.—Districts of Cheadle and Gatley (except Cheadle 
Hulme), Congleton, Crewe and Nantwich, Hyde, Dukinfield, and 
Stalybridge (except Hollingworth and Mottram), Macclesfield 
(except Bollington), Runcorn (except Helsby), Sale (except Carring- 
ton) Wirral (except New Ferry and Bebington). Districts 
surrounding the County Borough of Chester, including the Urban 
Districts of Ellesmere Port and Hoole and the Rural District of 
Chester (except Farndon and Malpas). District of Mid-Cheshire 
(including the Urban Districts of Middleswich, Northwich, and 
Weaverham and Winsford). Lymm (Knutsford and Wilmslow 
District). Marple Bridge (Bredbury and Romiley District). 

Cornwall.—Albaston, Bodmin, Bugle and St. Dennis, Calling- 
ton, Calstock, Carn Brea, Chacewater, Grampound, Helston, 
Launceston, Liskeard, Newquay, Penryn, Penzance, Perranporth, 
Porthleven, Port Isaac, Probus, Redruth, St. Austell, St. Blazey, 
St. Columb, St. Just, Saltash, Torpoint, Truro. 

Cumberland.—Cleator Moor, Longtown, Maryport, Millom, 
Whitehaven, Workington, Aspatria. 

Derbyshire-—Boroughs of Chesterfield and Glossop. Urban 
Districts of Ashbourne (except Hartington), Bakewell, Belper, 
Bolsover, Dronfield, Matlock, New Mills, Ripley, Staveley, 
Wirksworth. Rural Districts of Bakewell, Belper, Blackwell, 
Clowne, Repton, Shardiow. 

Devon and Exeter—County Borough of Exeter. Boroughs of 
Barnstaple, South Molton, Torquay. Urban Districts of 
Axminster, Newton Abbot and Kingsteignton, Tavistock. Rural 
Districts of Plympton St. Mary (except Newton Ferrers and 
Yealmpton and Tamerton Foliot). Topsham (St. Thomas Rural 
District) 

Dorsetshire-—Beaminster, Blandford, Bridport, Poole, Park- 
stone, Branksome, Canford Cliffs and Sandbanks, Portland, 
Shaftesbury, Weymouth, Wimborne, Winfrith and Wool. 

Durham.—Borough of Hartlepool. City of Durham. Urban 
and Rural Districts of Chester-le-Street, Stockton. Urban 
Districts of Barnard Castle, Bishop Auckland, Blaydon, Boldon, 
Brandon and Byshottles, Consett, Crook and Willington, Ryton, 
Stanley, Tow Law, Whickham. Rural Districts of Darlington, 
Durham, Easington, Lanchester, Sedgefield (except Sedgefield 
Village and Stillington), Sunderland. 

Essex.—Boroughs of Chingford; Colchester, Dagenham, 
Harwich, Ilford, Leyton, Maldon, Walthamstow, Wanstead, and 
Woodford. Urban Districts of Benfleet, Billericay, Braintree and 
Bocking, Brentwood, Burnham-on-Crouch, Canvey Island, Chig- 
well, Clacton-on-Sea, Epping, Halstead, Rayleigh, Thurrock, 
Waltham Holy Cross, Witham. Rural Districts of Chelmsford, 
Great Dunmow, Halstead, Lexdert and Winstree, Ongar, Roch- 
A _— (except Great Bentley, St. Osyth, and Thorpe-le- 
Soken). 
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Gloucester County and City.—Almondsbury, Olveston and 
Patchway, Berkeley, Bitton Oldland and Oldland Common, 
Churchdown and Hucclecote, Cinderford and Drybrook, Ciren- 
cester and Rendcomb, Coleford and Parkend, Dursley, Uley and 
Wotton-under-Edge, Filton, Little Stoke and Stoke Gifford, 
Gloucesier, Hanham, Kingswood and Walmley, Lydney, Mangots- 
field, Mitcheldean, Northleach, Painswick, Stonehouse, Stroud, 
Tidenham. 

Hampshire——Boroughs of Aldershot, Andover, Basingstoke, 
Eastleigh, Gosport, Romsey, Winchester. Urban Districts of 
Fareham, Farnborough, Havant and Waterloo, Petersfield. Rural 
Districts of Andover, Basingstoke, Droxford, New Forest, Peters- 
field, Ringwood and Fordingbridge, Romsey and Stockbridge, 
Winchester. 

Herefordshire-—Hereford and District, Ledbury, Leominster 
and District, YVowchurch. 

Hertfordshire—Boroughs of Hemel Hempstead, Hertford, St. 
Albans, Watford (except Garston). Urban Districts of Baldock, 
Barnet and East Barnet, Berkhamsted, Bishop’s Stortford, Bushey, 
Cheshunt and Waltham Cross, Harpenden, Hitchin, Hoddesdon, 
Letchworth, Rickmansworth, Royston, Sawbridgeworth, Steven- 
age, Tring, Ware, Welwyn Garden City. Rural Districts of 
Berkhamsted, Hatfield, Hemel Hempstead, Hitchin, Ware, 
Watford. 

Huntingdonshire—Alconbury Weston, Huntingdon, Kim- 
bolton, Ramsey, St. Ives, St. Neots, Warboys, Yaxley. 

Isle of Ely—Chatteris, Doddington, Ely, Haddenham, March, 
Parson Drove, Sutton, Whittlesey, Wisbech. 

Isle of Wight.—Cowes, Newport. 

Kent and Canterbury.—Boroughs of Bexley, Bromley, Canter- 
bury, Chatham, Deal, Dover, Erith, Faversham, Gillingham, 
Gravesend, Maidstone, Margate, Ramsgate, Rochester. Urban 
Districts of Ashford, Chislehurst and Sidcup, Northfleet, Orping- 
ton, Penge, Sheerness, Sittingbourne and Milton Regis, South- 
borough, Swanscombe, Tonbridge, Whitstable. Rural Districts of 
Bridge Blean (except Sturry), Dartford, Eastry (except Minster and 
Eastry), Malling (except East Peckham), Strood (except Halling). 

Lancashire-——Boroughs of Accrington, Ashton-under-Lyne, 
Bacup, Chorley, Clitheroe, Colne, Crosby, Darwen, Eccles, 
Farnworth, Fleetwood, Haslingden, Heywood, Lancaster, Leigh, 
Morecambe and Heysham, Mossley, Nelson, Prestwich, Radcliffe, 
Rawtenstall, Stretford, Swinton and Pendlebury, Widnes. Urban 
Districts ef Adlington, Aston-in-Makerfield, Atherton, Auden- 
shaw, Barrowford, Billinge and Winstanley, Brierfield, Chadderton, 
Church, Clayton-le-Moors, Crompton, Dalton-in-Furness, Denton, 
Failsworth, Fulwood, Golborne, Great Harwood, Horwich, 
Huyton-with-Roby, Irlam, Kearsley, Kirkham, Lees, Leyland, 
Litherland, Littleborough, Little Lever, Longridge, Milnrow, 
Newton-le-Willows, Ormskirk, Orrell, Oswaldthwistle, Padiham, 
Poulton-le-Fylde, Rainford, Ramsbottom, Rishton, Royton, 
Skelmersdale, Thornton Cleveleys, Tottingion, Turton. Tyldesley, 
Ulverston, Upholland, Urmston, Walton-le-Dale, Wardle, West- 
houghton, Whitefield, Whitworth. Rural Districts of Blackburn, 
Burnley, Chorley, Clitheroe, Lancaster, Preston, Warrington, West 
Lancashire, Whiston. 

Leicestershire and Rutland.—County of Rutland (except Market 
Overton and Uppingham). Borough of Loughborough (and 
surrounding rural areas). Urban and Rural Districts of Ashby-de- 
la-Zouch, Market Harborough (except Hallaton). Urban Districts 
of Coalville, Hinckley (and surrounding rural areas). Surround- 
ing districts of the County Borough of Leicester (villages of 
Anstey, Billesdon, Birstall, Blaby, Countesthorpe, Glenfield, Kirby 
Muxloe, Narborough, Oadby, Syston, Thurmaston, Wigston, and 
South Wigston). 

Lincolnshire (Holland).—See Special Schedule. 

Lincolnshire (Kesteven).—Bourne, Grantham, Heckington, 
North Hykeham, Stamford. 

Lincolnshire (Lindsey)—Boroughs of Cleethorpes, Louth, 
Scunthorpe. Urban Districts of Barton-upon-Humber, Gains- 
borough, Horncastle, Skegness. Rural Districts of Gainsborough 
(except Newton-on-Trent and Willingham-by-Stow), Glandford 
Brigg, Grimsby (except Immingham), Horncastle (except Revesby 
and Tetford), Isle of Axholme, Louth (except Thoresby North), 
Spilsby (except Burgh-le-Marsh, Hogsthorpe Wainfleet, and North 
Reston), Welton (except Bardney and Dunholme). 

London.—Boroughs of Battersea, Bermondsey, Bethnal Green, 
Camberwell, City and Shoreditch, Deptford, Finsbury, Fulham, 
Greenwich, Hackney, Hammersmith, Islington, Lambeth, Lewis- 
ham, Poplar, St. Pancras, Southwark, Stepney, Stoke Newington, 
Wandsworth, Woolwich. 

Middlesex.—Boroughs of Acton, Brentford and Chiswick, 
Ealing, Hornsey (except Muswell Hill Ward), Southgate, Totten- 
ham, Twickenham, Wembley, Willesden (except Brondesbury Park 


Ward and Mapesbury Ward), Wood Green. Urban Districts of 
Enfield, Friern Barnet, Harrow, Potters Bar, Ruislip and North- 
wood, Staines, Sunbury-on-Thames, Uxbridge. 

Norfolk.—Boroughs of King’s Lynn, Thetford. Urban Districts 
of East Dereham and the Rural District of Mitford and Laun- 
ditch, Downham Market, North Walsham, Wymondham. Rural 
Districts of Blofield and Flegg, Depwade, Docking, Downham, 
Erpingham, Forehoe and Henstead, Loddon, Marshland, St. 
Faiths and Aylsham, Walsingham. 

Northamptonshire—Bratkley, Burton Latimer and Finedon, 
Corby and Middleton, Daventry, Desborough and Rothwell, 
Irthlingborough, Kettering (Borough), Kingscliffe, Northampton— 
Rural District, Oundle, Paulerspury, Rushden and Higham 
Ferrers, Thrapston, Towcester, Wellingborough. 

Northumberland.—Boroughs of Blyth, Morpeth, Wallsend. 
Urban Districts of Ashington (including Newbiggin-by-the-Sea), 
Bedlingtonshire, Gosforth, Longbenton, Newburn, Prudhoe, 
Seaton Valley, Whitley Bay. Rural Districts of Bellingham, 
Castleward, Glendale, Morpeth. 

Nottingham County and City.—Gity of Nottingham. Beeston, 
Bingham, Blidworth and Rainworth, Carlton and Nether- 
field, Costock and Ruddington, Eastwood, Edwinstowe and Oller- 
ton, Gringley-on-the-Hill, Harworth Hucknall, Kirkby-in-Ash- 
field, Mansfield, Mansfield Woodhouse, Misterton, Newark, 
North Clifton, Retford, Selston, Southwell, Stapleford, Sutton-in- 
Ashfield, Sutton Bonington, Warsop, West Bridgford, Worksop. 

Oxford County and City.—Banbury and District, Bicester, 
Charlbury and District, Deddington and District, Dorchester-on- 
Thames, Eynsham and District, Goring-on-Thames and District, 
Islip, Kidlington and Woodstock, Oxford (East and West of the 
River Cherwell), Watlington, Wheatley, Witney. 

Salop.—Cleobury Mortimer, Cleobury North, Ellesmere, Lud- 
low, Market Drayton, Newport, Oswestry, Shifnal, Shrewsbury, 
Wellington, Wenlock, Whitchurch. 

Soke of Peterborough.—See Special Schedule. 

Somerset.—Boroughs of Bridgwater, Chard, Glastonbury, 
Taunton, Weston-super-Mare, Yeovil. Urban Districts of Frome, 
Keynsham, Norton Radstock, Portishead, Shepton Mallet, Street, 
Wells. Midsomer Norton. Rural Districts of Long Ashton 
(except Nailsea), Taunton, Wincanton (except Castle Cary, 
Milborne Port, Queen Camel). 

Staffordshire —City of Lichfield. Boroughs of Bilston, Stafford, 
Tamworth. Urban Districts of Aldridge, Amblecote, Biddulph, 
Brierley Hill, Cannock, Leek, Rugeley, Stone, Tettenhall, 
Uttoxeter, Wednesfield, Willenhall. Rural Districts of Cannock, 
Cheadle, Leek (except district adjoining Hartington), Lichfield 
(except Armitage), Newcastle-under-Lyme (except Ashley), Seis- 
don, Stafford (except Great Haywood), Stone (except Sandond), 


- Tutbury (except Alrewas and Barton-under-Needwood). 


Suffolk East.—Blyth District (including the Urban Districts of 
Halesworth and Leiston) except Aldeburgh, Earl Soham, Peasen- 
hall, Saxmundham, Yoxford. Deben District (including the 
Urban Districts of Felixstowe and Woodbridge) except Alderton, 
Orford, Otley, Wickham Market. Hartismere District (including 
the Municipal Borough of Eye) except Fressingfield, Hoxne, 
Stradbroke. Lothingiand District (including the Municipal 
Borough of Lowestoft) except Kessingland, Southwold, Wangford, 
Wrenthem, Samford District, Wainford District (including the 
Municipal Borough of Beccles and the Urban District of Bungay). 

Suffolk West.——Borough of Sudbury. Urban Districts of 
Haverhill, Newmarket. Rural Districts of Clare, Thingoe. 

Surrey.—Boroughs of Beddington and Wallington, Godalming, 
Kingston-upon-Thames, Malden and Coombe, Mitcham, Surbiton, 
Sutton and Cheam. Urban Districts of Carshalton, Chertsey, 
Farnham, Merton and Morden, Walton and Weybridge, Woking. 

Sussex West.—Arundel, Emsworth (area adjoining the Hamp- 
shire border), Horsham, Lancing, Petworth, Steyning. 

Warwickshire-—Boroughs of Leamington Spa, Nuneaton, 
Rugby, Warwick. Urban Districts of Bedworth, Solihull. Rural 
Districts of Alcester (except Parish of Alcester), Meriden (except 
Parishes of Hampton-in-Arden and Meriden), Rugby, Tamworth, 
Warwick. Southam (Southam Rural District). 

Wiltshire —Amesbury, Calne, Castle Combe, Chippenham, 
Corsham, Cricklade, Devizes, Downton, Ludgershall, Melksham, 
Salisbury, Stratton St Margarets, Swindon, Trowbridge, War- 
minster, Westbury, Wilton, Wroughton. 

Worcestershire.—Broadway, Bromsgrove, Cofton Hackett and 
Rubery, Droitwich, Evesham, Kidderminster, Oldbury, Pershore, 
Redditch, Stourbridge, Stourport-on-Severn, Tenbury, Upton-on- 
Severn, Worcester (Rural), Wythall. 

Yorkshire (East Riding).—Municipal Boroughs and Districts of 
Beveriey (except Leven), Bridlington, Hedon. : Urban and Rural 
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Districts of Driffield (except Beeford, Middleton-on-the-Wolds 
and Wetwang). Urban District and District of Hornsea. Rural 
District of Pocklington (except Stamford Bridge). Districts of 
Haltemprice, North and South Cave, South Holderness (except 
Roos). 

Yorkshire (North Riding).—Boroughs of Redcar, Scarborough, 
Thornaby. ‘Urban Districts of Eston, Loftus, Saltburn and 
Marske. Urban and Rural District of Pickering. Rural District 
of Flaxton Urban District of Scalby and Rural District of 
Scarborough. 

Yorkshire (West Riding)—Boroughs of Batley, Brighouse 
Keighley, Morley. Pontefract, Pudsey, Todmorden. Borough and 
Rural District of Goole. Urban Districts of Adwick-le-Street, 
Aireborough, Baildon, Barnoldswick, Bentley-with-Arksey, Bing- 
ley, Castleford, Colne Valley, Conisborough, Dearne, Denholme, 
Denby Dale, Elland, Featherstone, Garforth, Hebden Royd, 
Heckmondwike, Holmfirth, Horsforth, Hoyland Nether, Kirk- 
burton, Kiveton Park, Knottingley, Maltby, Meltham, Mex- 
borough, Mirfield, Normanton, Queensbury and Shelf, Rawmarsh, 
Ripponden, Rothwell, Saddleworth, Shipley, Silsden, Sowerby 
Bridge, Spenborough, Stanley, Stocksbridge, Swinton, Tickhill, 
Wath-upon-Dearne Urban and Rural Districts of Hemsworth, 
Penistone, Selby, Skipton (except Addingham and Grassington). 
Rural Districts of Bowland (except Slaidburn), Doncaster, Hep- 
ton, Osgoldcross, Rotherham, Sedbergh, Settle (except Long Pres- 
ton), Thorne, Wortley. 


England : County Boroughs 


Barrow-in-Furness, Bath, Birkenhead, Birmingham, Blackburn, 
Blackpool, Bolton, Bootle, Bradford, Brighton, Bristol, Burnley, 
Burton-upon-Trent, Bury, Carlisle, Chester, Coventry, Croydon, 
Darlington, Derby, Dewsbury, Doncaster, East Ham, Gateshead, 
Grimsby, Halifax, Huddersfield, Ipswich, Kingston-upon-Hull, 
Leeds, Leicester, Lincoln, Liverpool (except Postal Districts Nos. 
5, 7, 10 and 18), Manchester, Middlesbrough, Newcastle-upon- 
Tyne, Northampton, Norwich, Oldham, Plymouth, Portsmouth, 
Preston, Rochdale, Salford, Sheffield, Smethwick, Southampton, 
Southend-on-Sea, South Shields, Stockport, Stoke-on-Trent, 
Sunderland, Tynemouth, Wakefield, Wallasey. Warrington West 
Ham, Wigan, Wolverhampton, Worcester, York. 


Wales : Counties 


Anglesey.—Urban Districts of Amlwch, Holyhead and Holy- 
head Isiand. Cer-2es Bay. 

Breconshire-——Brecon and District, Brynmawr, Builth and 
Llanwrtyd, Cefn Coed and Hirwaun, Ystradgynlais with Aber- 
crave, Cwmtwrch, Colbren and Pontneathvaughan. 


Caernarvonshire.—Boroughs of Bangor, Pwilheli. Urban 
District of Llanfairfechan. 
Cardiganshire.—Tregaron. 
Carmarthenshire—Ammanford and Llandebie, Brynamman, 


Carmarthen, Cross Hands and Penygroes, Garnant and Glan- 
amman, Liandilo, Llanelly, St. Clears. 

Denbighshire and Flintshire—Borough of Flint. Urban 
Districts of Buckley, Connah’s Quay, Mold, Rhyl. Rural 
Districts of Holywell (except Ffynnongroew), Overton (except 
Hanmer), St. Asaph (except Dyserth). Urban and Rural Districts 
of Wrexham (except Holt) including Acrefair, Brymbo, Cefh 
Mawr, Coedpoeth, Garth, Gresford and Rossett, Llay, Rhosllan- 
erchrugog and Ruabon, Summerhill, Trevor. Districts of Caer- 
gwrle (including Abermorddu, Hope and Penyffordd). Chirk. 

Glamorgan.—Municipal Boroughs of Barry, Neath, Port Talbot. 
Urban Districts of Aberdare, Caerphilly, Gelligaer, Glyncorrwg, 
Liwchwr, Maesteg, Mountain Ash, Ogmore and Garw. Rural 
Districts of Llantrisant and Llantwit Fardre, Neath, Pontardawe. 
Lianharan (Cowbridge Rural District). 

Merionethshire.—Dolgelly. 

Monmouthshire and Newport.—County Borough of Newport. 
Urban Districts of Abercarn, Abertillery, Bedwas and Machen, 
Bedwellty, Blaenavon. Cwmbran, Ebbw Vale, Mynyddislwyn. 
Urban Districts of Nantyglo and Blaina; Rhymney, Risca, 
Tredegar. Urban and Rural Districts of Abergavenny, Pontypool. 
Rural District of Magor and St. Mellons. 

Montgomeryshire-—Montgomery, Welshpool. 

Pembrokeshire.—Fishguard and Goodwick, Haverfordwest, 
Milford Haven. Parts of the Pembrokeshire Executive Council’s 
cre to Newcastle Emlyn in Carmarthenshire. Pembroke 


Wales: County Boroughs 
Cardiff, Merthyr Tydfil, Swansea. 


SPECIAL SCHEDULE TO SCHEDULE Il 


Rural or semi-rural areas where the average lists of 
patients and the overall commitments (i.e., mileage, dis- 
pensing, hospital appointments, etc.) of the doctors merit 
special consideration. 

England 


Bedfordshire—Woburn, Toddington, Ampthill and Cranfield, 
Barford, Eaton Socon. Sandy and Potton. 

Cumberland.—Brampton, Cockermouth, Egremont. 

Gloucester County and City.—Chipping Sodbury. 

Herefordshire —Bromyard and District. 

Leicestershire and Rutland.—Lutterworth Rural District (except 
Peatling Magna). Melton Mowbray Urban District (except 
Somerby and Bottesford). 

Lincolnshire (Holland).—Borough of and Rural District of 
Boston. Urban and Rural District of Spalding. Rural District 
of East Elloe. 

Lincolnshire (Kesteven).—Market Deeping and Deeping Gate. 

Lincolnshire (Lindsey).—Brigg Urban District. 

Norfolk.—Rural Districts of Smallburgh. 

Soke of Peterborough.—Whole of County. 

Somerset.—Rural District of Clutton. 

Suffolk East.—District of Gipping (including the Urban District 
of Stowmarket) except Debenham. Bottesdale (Hartismere 
District). 

Suffolk West—Borough of Bury St. Edmunds. Urban District 
of Hadleigh. Rural Districts of Mildenhall, Thedwastre. 

Wiltshire—Highworth, Malmesbury, Purton, Ramsbury, 
Upavon, Wootton Bassett. 

Yorkshire (North Riding)—Guisborough, Skelton and Brotton. 


Wales 
Denbighshire and Flintshire-—Borough of Denbigh. 


SCHEDULE Ill 


Doubtful areas where additional doctors are not specific- 
ally needed and where each application must be carefully 
considered in the light of the position at the time. 


England : Counties 


Berkshire-—Urban and Rural Districts. of Newbury, Walling- 
ford, Wantage (except Brightwalton). Rural Districts of Cook- 
ham, Hungerford. 

Buckinghamshire—Amersham and District (except Beacons- 
field, Chesham, Great Missenden, and Seer Green), Chalfont St. 
Giles, Chalfont St. Peter and Gerrards Cross, Eton, Haddenham. 

Cheshire —Altrincham, Bredbury and Romiley (except Marple 
Bridge), Cheadle Hulme (Cheadle and Gatley District). 

Cornwall.—Bude, Camborne, Falmouth, Lostwithiel, Padstow, 
St. Ives, and Carbis Bay. ‘ 

Cumberland.—Keswick, Kirkbride, Penrith, Silloth, Wigton. 

Derbyshire——Rural District of Chapel-en-le-Frith. 

Devon and Exeter—Boroughs of Bideford, Dartmouth, 
Honiton, Okehampton, Tiverton. Urban Districts of Brixham, 
Crediton, Ilfracombe with Combe Martin and Woolacombe, 
Kingsbridge and Hope Cove, Lynton, Northam with Appledore. 
Cullompton (Tiverton Rural District). 

Dorsetshire-—Bere Regis, Charmouth, Lyme Regis and District, 
Dorchester, Gillingham and Bourton, Sherborne, Verwood, 
Wareham. 

Durham.—Rural Districts of Barnard Castle (except Gainsford), 
Weardale (except Wearhead). 

Essex.—Borough of Saffron Walden. Urban District of Wiven- 
hoe. Rural Districts of Braintree, Epping, Saffron Walden. 

Gloucester County and City.—Bishop Cleeve. Cleeve Hill and 
Winchcombe, Bourton-on-the-Water and Stow-on-the-Wold, 
Chalford and Eastcombe, Charlton Kings, Cheltenham and Prest- 
bury, Corse and Newent, Frampton Cotterell and Hambrook, 
Lydbrook and Ruardean, Tewkesbury, Thornbury. 

Hampshire——Borough of Christchurch. Urban Districts of 
Alton, Fleet. Rural Districts of Alton, Hartley, Whintney, Kings- 
clere and Whitchurch. 

Herefordshire.—Ross-on-Wye and District (except Whitchurch). 

Hertfordshire-—Urban District of- Chorley Wood. Rural 
Districts of Braughing, Elstree including Boreham Wood, Hert- 
ford, St. Albans. 

Isle of Ely.—Littleport. 

Isle of Wight—Ryde District (including Seaview and St. 
Helens), Sandown and Shanklin District, Ventnor. 
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Kent and Canterbury.—Boroughs of Beckenham, Folkestone, 
Hythe, Tunbridge Wells. Urban Districts of Broadstairs and 
St. Peters, Herne Bay. Rural Districts of Ashford (West), Elham, 
Hollingbourne, Maidstone, Swale, Tonbridge (except Langton). 

Lancashire-—Urban Districts of Formby, Withnell. Rural 
District of Garstang. 

London.—Boroughs of Chelsea, Hampstead, Holborn, Kensing- 
ton (except those parts of the borough south of Bayswater Road, 
Notting Hil] Gate and Holland Park Avenue and East of Holland 
Road and Warwick Road), Paddington, St. Marylebone, West- 
minster. 

Middlesex.—Borough of Hendon (except Child’s Hill, Garden 
Suburb, Golders Green and the Park Wards), Hornsey (Muswell 
Hill ward only). 

Norfolk.—Urban .and Rural Districts of Swaffham. Urban 
Districts of Cromer, Diss, Sheringham. Rural District of 
Wayland. 

Northamptonshire.—Wollaston. 

Northumberland.—Borough of Berwick-on-Tweed and the Rural 
District of Norham and Islandshires. Urban and Rural Districts 
of Alnwick (including Amble), Hexham. Rural Districts of Bel- 
ford, Haltwhistle. 

Nottingham County and City—Lowdham. 

Oxford County and City.—Henley-on-Thames and District, 
Chipping Norton and District, Burford and District, Chinnor. 

Salop.—Bridgnorth, Chirbury. 

Somerset.—Urban Districts of Burnham-on-Sea, Clevedon, 
Crewkerne, Wellington. Rural Districts of Axbridge, Bathavon, 
Bridgwater, Frome, Yeovil. 

Suffolk West.—Rural District of Cosford. 

Surrey—Boroughs of Barnes, Epsom and Ewell, Guildford, 
Reigate, Richmond. Urban Districts of Caterham and 
Warlingham, Coulsden and Purley, Dorking, Egham, Esher, 
Frimley and Camberley. Rural Districts of Bagshot, Dorking 
and Horley, Godstone, Guildford, Hambledon. Crawley New 
Town. 

Sussex East-——Boroughs of Hove, Lewes. Urban Districts of 
Burgess Hill, East Grinstead, Newhaven, Seaford, Portslade. 
Rural Districts of Hailsham, Uckfield. Crawley, Crawley New 
Town and Three Bridges, Winchelsea (Battle Rural District). 

Sussex West.—Billingshurst, Bognor Regis, Cowfold, Crawley 
New Town, Haslemere (area adjoining the Surrey border), Lox- 
wood, Midhurst, Pulborough, Shoreham and _ Southwick, 
Chichester, Littlehampton. 

Warwickshire-—Boroughs of Stratford-on-Avon, Sutton Cold- 
field. Urban District of Kenilworth. Rural District of Stratford- 
on-Avon. 

Westmorland.—Appleby, Bowness-on-Windermere and Winder- 
mere, Kendal. 

Wiltshire —Marlborough. 

Worcestershire-—Barnt Green, Bewdley, Knightwick, Malvern. 

Yorkshire (East Riding)—Urban and Rural District of Norton 
(except Rillington). Urban District and District of Filey. Bee- 
ford (Driffield Rural District), Newpori. 

Yorkshire (North Riding) —Borough of Richmond. Urban and 
Rural Districts of Malton, Northallerton, Whitby (except Danby 
and Grosment). Rural Districts of Startforth, Stokesley. 

Yorkshire (West Riding).—City of Ripon. Borough of Harro- 
gate. Urban Districts of Ilkley, Knaresborough, Otley. Rural 
Districts of Nidderdale (except Great Ouseburn), Ripon and 
Pateley Bridge, Tadcastle, Wetherby (except Harewood), Wharfe- 
dale. 


England : County Boroughs 
Bournemouth, Eastbourne, Hastings, Reading, Southport. 


Wales : Counties 


Anglesey—Rural District of Valley (except Holyhead Island), 
Brynsiencyn (Aethwy Rural District). 

Breconshire.—Sennybridge, Talgarth and Hay-on-Wye. 

Caernarvonshire—Boroughs of Caernarvon, Conway and 
Llandudno Junction. Urban Districts of Bethesda, Llandudno. 
Rural District of Cwyrfai (except Waenfawr). 

Cardiganshire —Aberystwyth, Cardigan, Llangeitho. 

Carmarthenshire.—Burry Port and Kidwelly, Newcastle Emlyn, 
Pontyberem, Whitland. 

Denbighshire and Flintshire —Borough of Colwyn Bay. Urban 
Districts of Abergele, Borough and Rural District of Ruthin. 
Holt (Wrexham Rural District). 

Glamorgan.—Urban District of Bridgend, Penarth, Porthcawl. 
Rural District of Penybont. Civil Parish of Whitchurch (com- 
prising Whitchurch and Rhiwbina) in the Cardiff Rural District 
area. 

Merionethshire—Barmouth, Penrhyndeudraeth. 


Monmouthshire and Newport.—Urban District of Usk. Urban .. 
and Rural Districts of Chepstow (except Tintern), Monmouth 
(except Raglan). 

Montgomeryshire——Llanfyllin and  Llansantffraid, Llanfair 
Caereinion, Caersws and Llanidioes, Cemmaes Road, Machynlleth 
and Aberllefenni. 

Pembrokeshire——Narbeth Rural District (including parish of 
Maenclochog), Pembroke, Saundersfoot, Tenby. 


SCHEDULE IV 


Closed areas where the number oj doctors is considered 
to be adequate. ; 


England : Counties 


Bedfordshire.—Harrold. Riseley, Sharnbrook, Turvey (Bedford 
Rural District). 

Berkshire. —Brightwalton (Wantage Rural District). 

Buckinghamshire.—Beaconsfield and Seer Green, Great Missen- 
den and Prestwood, Hambleden, Horsley Green, Lane End, and 
Stokenchurch, Hanslope, Long Crendon and Brill, Steeple 
Claydon. 

Cambridgeshire—Isleham (Newmarket Rural District). _ 

Cheshire.—Districts of Hoylake and West Kirby, Knutsford and 
Wilmslow (except Lymm), Bollington (Macclesfield ~District), 
Carrington (Sale District), Farndon, Malpas (Chester Rural 
District), Helsby (Runcorn District), Hollingworth, Mottram 
(Hyde, Dukinfield, and Stalybridge Districts). 

Cornwall.—Boscastle, Camelford, Cawsand, Constantine, Con- 
stantine Bay, Delabole, Downderry, Fowey, Hayle, The Lizard, 
Looe, Marazion, Mevagissey, Millbrook, Mullion, Pensilva, 
Perranarworthal, Polperro, Polyphant, Praze, Rock, Ruanhigh- 
lanes, St. Agnes, St. Germans, St. Keverne, St. Mawes, St. 
Stephens, Tintagel, Townshend, Tywardreath, Upton Cross, Wade- 
bridge, Widemouth Bay. 

Cumberland.—Alston, Bootle, Caldbeck, Dalston, Distington 
and Harrington, Gosforth and Ravenglass, High Hesket, Kirk- 
oswald, Rowrah, Wetherel. 

Derbyshire-—Borough of Buxton. Urban District of Whaley 
Bridge. Hartington (Ashbourne Urban District). 

Devon and Exeter——Boroughs of Torrington (Great), Totnes. 
Urban Districts of Ashburton, Buckfastleigh, Budleigh Salterton, 
Dawlish, Exmouth, Holsworthy, Ottery St. Mary with Tipton St. 
John, Paignton, Salcombe, Seaton with Colyton, Sidmouth with 
Sidford and Sidbury, Teignmouth, Bishopsteignion and Shaldon. 
Rural Districts of Axminster, Barnstaple, Bideford, Crediton, 
Holsworthy, Kingsbridge, Newton Abboi (except Kingsteignton), 
Okehampton, St. Thomas (except Topsham), South Molton, 
Tavistock, Tiverton (except Cullompton), Torrington, Totnes. 
Newton Ferrers and Yealmpton, Tamerton Foliot (Plympton St. 
Mary Rural District). 

Dorsetshire-—Abbotsbury, Broadstone, Buckland Newton, 
Cerne Abbas, Child Okeford, Corfe Castle, Cranborne, Evershot, 
Ferndown and West Moors, Handley, Maiden Newton, Milton 
Abbas and Winterborne Stickland, Puddletown, Stalbridge, Stur- 
minster Newton and Marnhull, Swanage, Yetminster. 

Durham.—Gainford (Barnard Castle Rural District), Sedgefield 
Village and Stillington (Sedgefield Rural District), Wearhead 
(Weardale Rural District). 

Essex.—Urban Districts of Brightlingsea, Frinton and Walton, 
West Mersea. Rural District of Maldon. Great Bentley, St. 
Osyth, Thorpe-le-Soken (Tendring Rural District). 

Gloucester County and City.—Blakeney, Blockley and Moreton- 
in-Marsh, Bream, Brimscombe and Minchinhampton, Chipping 
Campden and Mickleton, Fairford and Lechlade, Frampton-on- 
Severn, Marshfield, Nailsworth, Newnham and Westbury-on- 
Severn, Pilning, St. Briavels, Tetbury. 

Hampshire.—Borough of Lymington. 

Herefordshire-—Cradley and Colwall, Eardisley, Kington and 
District, Leintwardine, Pembridge, Weobley, Whitchurch. 

Hertfordshire-—Rural District of Welwyn. Garston District 
(Borough of Watford) 

Huntingdonshire.—Buckden, Somersham. 

Isle of Ely.—Manea, Thorney. 

Isle of Wight.—Bembridge, Niton, Shorwell, Totland, Fresh- 
water, and Yarmouth. 

Isles of Scilly.—Isles of Scilly. 

Kent and Canterbury.—Boroughs of Lydd, Queenborough, 
Sandwich, Tenterden with the Rural Districts of Cranbrook and 
Tenterden. Urban Districts of Sevenoaks. Rural Districts of 
Ashford (East), Dover, Romney Marsh and Borough of New 
Romney, Sevenoaks, Sheppey. East Peckham (Malling Rural 
District), Eastry and Minster (Eastry Rural District), Halling 
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Strood Rural District), Langton (Tonbridge Rural District), 
Sturry (Bridge Blean Rural District). 

Lancashire —Borough of Lytham St. Annes. Urban Districts 
of Carnforth, Grange, Preesall. Rural Districts of Fyide, Lunes- 
dale, Ulverston. 

Leicestershire and Rutland. —Bottesford, Hallaton, Market 
Overton, Peatling Magna, Somerby, Uppingham. 

Lincolnshire (Kesteven).—Ancaster and Caythorpe, Bassingham, 
Billinghay, Castle Bytham, Colsterworth, Corby, Heighington, 
Horbling and Billingborough, Long Bennington, Martin, Mether- 
ingham (including Dunston), Navenby, Rippingale, Ropsley, 
Ruskington and Leasingham, Sleaford, Woolsthorpe. 

Lincolnshire (Lindsey)—Urban Districts of Alford, Mable- 
thorpe and Sutton, Market Rasen, Woodhall Spa. Rural District 
of Caistor. Bardney (Welton Rural District), Burgh-le-Marsh 
(Spilsby Rural District), Dunholme (Welton Rural District), 
Hogsthorpe (Spilsby Rural District), Immingham (Grimsby Rural 
District), Newton-on-Trent (Gainsborough Rural District), North 
Reston (Spilsby Rural District), Revesby (Horncastle Rural 
District), Tetford (Horncastle Rural District), Thoresby North 
(Louth Rural District), Wainfleet (Spilsby Rural District), 
Willingham-by-Stow (Gainsborough Rural District). 

London.—Borough of Kensington (only those parts of the 
borough south of the Bayswater Road, Notting Hill Gate and 
Holland Park Avenue and East of Holland Road and Warwick 
Road). 

Middlesex——Boroughs of Finchley, Hendon (Child’s Hill, 
Garden Suburb, Golders Green and the Park Wards only), 
Willesden (Brondesbury Park Ward and Mapesbury Ward only). 

Norfolk.—Urban Districts of New Hunstanton, Wells-next-Sea. 
Rural District of Freebridge Lynn. 

Northamptonshire.—Blisworth and Roade, Brixworth, Bug- 
brooke and Kislingbury, Byfield and Woodford Halse, Cold 
Ashby, Crick and West Haddon, Earls Barton, Flore, Guils- 
borough, Islip, Long Buckby, Moulton, Raunds, Weedon, 
Welford, Yardley Hastings. 

Northumberland.—Rural District of Rothbury. 

Nottingham County and City——Carlton-on-Trent, Colston 
Bassett, North Collingham, North Leverton, Tuxford. 

Oxford County and City—Bampton and District, Clifton 
Hampden, Filkins and District, Little Milton and Thame, Shipton- 
under-Wychwood. 

Salop.—Clun. 

Somerset.—Urban Districts of Minehead, Watchet. Rural 
Districts of Chard, Dulverton, Langport, Shepton Mallett 
Wellington, Williton. Castle Cary, Milborne Port, Queen Camel 
(Wincanton Rural District), Nailsea (Long Ashton Rural District). 

Staffordshire—Rural District of Uttoxeter, Alrewas (Tutbury 
Rural District), Armitage (Lichfield Rural District), Ashley (New- 
castle-under-Lyme Rural District), Barton-under-Needwood 
(Tutbury Rural District), Great Haywood (Stafford Rural District), 
Sandon (Stone Rural District), District adjoining Hartington (Leek 
Rural! District). 

Suffolk East.—Aldeburgh, Earl Soham, Peasenhall, Saxmund- 
ham, Yoxford (Blyth District). Alderton, Orford, Otley, Wickham 
Market (Deben District). Debenham (Gipping District). Fressing- 
field, Hoxne, S'radbroke (Hartismere District). Kessingland, South 
Wold, Wangford, Wrentham (Lothingland District). 

Suffolk West—Rural District of Melford. - 

Surrey.—Urban Districts of Banstead, Haslemere, Leatherhead, 
Borough of Wimbledon. 

Sussex East.—Boroughs of Bexhill, Rye. ‘Urban and Rural 


Districts of Cuckfield (including Haywards Heath but excluding. 


Crawley). Rural Districts of Battle (except Winchelsea), Chailey. 

Sussex,West—Angmering, Rustington dnd East Preston, Barn- 
ham, Eastergate and Yapton, Harting ‘and Rogate, Henfield, 
Rudgwick and Slinfold, Selsey, Storrington, Wittering and 
Itchenor District, Worthing District including Findon and Goring- 
by-Sea. 

Warwickshire-—Rural District of Shipston-on-Stour, Southam 
(except Parish of Southam). Parishes of Alcester (Alcester Rural 
District), Hampton-in-Arden, Meriden (Meriden Rural District). 

Westmorland—Ambleside, Arnside, Brough, Glenridding, 
Grasmere, Kirkby Lonsdale, Kirkby Stephen, Milnthorpe, Orton, 
Shap, Staveley, Temple Sowerby. 

Wiltshire—Aldbourne, Box, Bradford-on-Avon, Broadchalke, 
Burbage, Codford St. Mary, Durrington, Fovant, Great Bedwyn, 
Hindon, Lacock, Market Lavington and Littleton Panell, Mere, 
Pewsey, Sherston, Shrewton, Sutton Benger, Tisbury, Whiteparish. 

Worcestershire-——Hundred House District, Inkberrow. 

Yorkshire (East Riding)—Municipal Borough of Goole. Rural 
Districts of Derwent, Howden (except Newport and North Cave), 
Leven (Beverley Rural District), Middleton-on-the-Wolds (Driffield 


Rural District), Rillington (Norton Rural District), Roos-(Holder- 
ness Rural District), Stamford Bridge (Pocklington Rural District), 
Wetwang (Driffield Rural District). 

Yorkshire (North Riding).—Rural Districts of Aysgarth, Bedale, 
Easingwold, Helmsley, Kirby Moorside, Leyburn, Masham, 
Reeth, Richmond, Thirsk, Wath. Danmy and Grosment (Whitby 
Rural District). 

Yorkshire (West Riding)—Addingham, Earby Urban District, 
Grassington, Great Ouseburn, Harewood, aang Preston, Scholes 
(near Huddersfield), Slaidburn. 


England : County Borough 
Liverpool (Postal District No. 18 only).. 


Wales : Counties 


Anglesey.—Borough of Beaumaris. Urban Districts of 
Llangefni, Menai Bridge. Rural Districts of Aethwy (except 
Brynsiencyn), Twrcelyn (except Cemas Bay). 

Breconshire.—Crickhowell. 

Caernarvonshire.—Urban Districts of  ‘Bettwys-y-Coed, 
Criccieth, Penmaenmawr, Portmadoc. Rural Districts of Lleyn, 
Nant Conway, Waenfawr (Gwyrfai Rural District). 

Cardiganshire.—Aberayron, Borth, Crosswood and Llanilar, 
Henllan, Lampeter, Llandyssul, New Quay, Pontrhydygroes. 

Carmarthenshire-——Caio, Conwil Elvet with the adjoining 
parishes of Abernant and Newchurch, Drefach and Tumble, Ferry- 
side, Llanbyther, Llandovery. Llangadock, Nantgaredig, Pontyates, 
Trimsaran. Areas immediately adjacent to Henllan and Lampeter 
in the Cardiganshire Executive Council’s area. 

Denbighshire and Flintshire-—Urban Districts of Llangollen, 
Llanrwst, Prestatyn Urban District and Dyserth (St. Asaph Rural 
District). Rural District of Hawarden (except Abermorddu, 
Caergwrle, Hope and Penyffordd), Cerrigydruidion, Ffynnongroew 
(Holywell Rural District), Glynceiriog, Hanmer (Overton Rural 
District), Llanfairtalhaiarn, Llanrhaidr-ym-Mochnant. 

Glamorgan.—Municipal Borough of Cowbridge. Rural 
Districts of Cardiff (excluding Civil Parish of Whitchurch), Cow- 
bridge (excluding Llanharan), Gower. 

Merionethshire—Aberdovey, Bala, Corris, Corwen, Festiniog, 
Harlech, Towyn. 

Monmouthshire and Newport——Urban District of Caerleon. 
Tintern, Raglan. 

Montgomeryshire.—Newtown. 

Pembrokeshire —Boncath, Maenclochog, Newport, Neyland, 
St. Davids, Solva, Trecwn. 

Radnorshire.—Whole of County. 





Correspondence 








Large Lists 

SIR »—Many divergent views are being expressed in your 
columns in connexion with the size of G.P.s’ lists and the 
remuneration of G.P.s._ I should like to comment on three 
letters which appeared in the Supplement of September 22. 

Under the heading “Change of Doctor” (p. 121), Dr. 
H. J. Pratap maintains that the reason for the introduction 
of the regulation relating to patients transferring from one 
doctor to another is to “stop this racket by patients who 
change from one doctor to another frequently.” My experi- 
ence does not confirm this view. I commenced a new prac- 
tice on June 1, 1951, and during the past three months not 
one of the patients on my steadily growing list can be 
classified as belonging to this unwelcome group of frequent 
changers. 

As regards Dr. Pratap’s suggestion that, where an immedi- 
ate transfer is required, one should ‘phone the doctor con- 
cerned to ask for written consent, I should like to quote 
my experience in dealing with my colleagues. In my area 
there were six existing practices, of which one has three 
partners and another two partners and an assistant. When 
I started my practice I wrote to my colleagues informing 
them of this and also expressing my desire to meet them. 
The result was an invitation from one practice, a letter 
from another, and a stony silence from the remainder. 

I should like to support Dr. D. Leigh’s views under the 
heading “ Large Lists” (p. 122). His analysis of how most 
large lists were obtained is excellent, and I wish to join 
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him in appealing to all assistants and young practitioners 
to take an active interest in their subcommittee. 

The major portion of my letter, I regret to say, must be 
devoted to replying to the letter by Dr. Henry Bergh under 
“Remuneration and the Small List” (p. 122). This letter 
must not go unchallenged, and I sincerely hope that Dr. 
Bergh will evoke vigorous replies from both young and 
old practitioners. I hope especially that the older mem- 
bers will dissociate themselves from his less savoury remarks. 

What criterion does Dr. Bergh use to classify himself as 
an average G.P.? What are the “ best and orthodox,” the 
“old well-tried and established” ways of entering practice 
Dr. Bergh speaks of so glibly ? Junior partnerships are 
not common. Assistantships are to be had if one is pre- 
pared to do the principal’s work for a pittance in most 
cases. Death vacancies ? I shall be surprised if the death 
rate in the medical profession is so high that even a small 
proportion of young practitioners cannot fill the resultant 
vacancies. 

Now what of this maligned individual called the 
“squatter”? It is quite evident that whoever coined 
this term in relation to the young doctor putting up his 
plate made a grave error in nomenclature. Surely the pro- 
fession is aware that the young doctor can only start a 
practice in an “open” area—i.e., one which is under- 
doctored or where there are high average lists. After 
choosing such an area, one has to apply to the executive 
council, who then refers the case to the Medical Practices 
Committee. If the application survives these two bodies, 
then one has to obtain a residence and surgery within a 
specified time. Assuming one is fortunate in fulfilling these 
requirements, what then? There is the residence and 
surgery to be furnished and equipped, and in most cases 
a car to be purchased. After all this the practice has then 
to be built up. Can this be called an achievement of some 
magnitude ? Does it require “ guts,” ability, perseverance, 
and in many cases hardship to build up a practice this way ? 
No, Sir, according to our worthy colleague Dr. Bergh, it 
is but “the squatter’s nefarious plans”; it is “the pariah 
amongst his colleagues” who is “trying his luck” and 
debasing the high ethical ideals which Dr. Bergh so readily 
talks of. 

There is no question of robbing the existing practitioners 
of their patients in an area which is under-doctored. In 
any case patients will not leave their doctors if they are 
being looked after properly. Many doctors with large lists 
have become so smug and self-satisfied that they have tended 
to neglect their patients, often because they just haven’t the 
time to give them the attention they deserve. However, 
when their false position is challenged we immediately find 
an attitude similar to that adopted by Dr. Bergh. 

Are we going to adopt a policy of “live and let live,” 
or, in terms of jungle law, “ obey the strong and oppress the 
weak”? I sincerely hope that the negotiating committee 
will keep in mind the “little man.” The profession needs 
men of character, men who have the pioneer spirit, and 
men who will really maintain the high ethical standards 
of the medical profession.—I am, etc., 


Leabrooks, Derby. RatpH A. A. R. LAWRENCE. 


Grading of Hospital Staff 


Sir,—It is suggested in the Supplement of October 13 
(p. 157) that applicants when applying for review should 
submit “supporting evidence from their professional 
colleagues and particularly from the medical committees of 
their hospitals.” No doubt this advice was well meant, but 
unfortunately it is extremely ill-considered. Indeed, there 
are so many objections to this advice that owing to jack of 
space I can pick out only a few. 

Before doing so it will be necessary to examine more 
closely what is meant by “supporting evidence.” It is 
certainly a substitute for testimonial by one who is either 
too timid or too tactful to call a spade a spade. Next, what 
about “the professional colleagues” ? S.H.M.O.s who are 
holding consultant posts have no seniors in their department 


but only juniors, and it is quite certain that it could not 
have been meant seriously that one should obtain a testi- 
monial from one’s registrar or junior house officer. This 
would leave as professional colleagues, as far as local support 
is concerned, the general practitioners and fellow members of 
the hospital staff. Since the original grading, S.H.M.O.s 
who are holding consultant posts have already been sub- 
mitted to a great deal of unnecessary embarrassment and 
humiliation in their personal relationship with the general 
practitioners, and it would be difficult to think of a more 
profound indignity than to approach those for testimonials 
who are looking up to the person for advice and guidance. 

But even if some S.H.M.O.s who are holding consultant 
posts would be willing to submit themselves to this new 
humiliation—and I doubt whether there would be many— 
what should be the technique of approach? Should one 
just ask half a dozen close personal friends for “ supporting 
evidence” and ignore completely the other hundred in the 
district ? Or should one send a circular letter to all prac- 
titioners, disregarding the irreparable damage that might be 
caused in his future relationship with those who have refused, 
or only have ignored, his request for “supporting 
evidence” ? Or should one organize a cocktail party. to 
which all practitioners should be invited, with a diplomatic 
hint between a sherry and a dry martini that a few lines of 
praise on the professional eminence of the host would be 
welcome ? 

As none of these methods, nor any other one could think 
of, would add to our professional dignity, this would 
certainly dispose of the general practitioners as a source 
of “supporting evidence,” and that would leave only as 
professional colleagues one’s fellow members of the hospital 
staff. As, however, it is suggested that it is particularly 
desired that “ supporting evidence” should be forthcoming 
from the medical committees (presumably hospital staff 
committees or medical advisory committees, or both) and as. 
without exception, all professional colleagues in this category 
are also members of these committees, it would be quite 
inconceivable on ethical grounds that a colleague should be 
approached to-day for support as an individual and 
to-morrow as a member of a committee whose support is 
required. This is exactly the type of canvassing which was 
hitherto strictly prohibited and had promptly disqualified an 
applicant for a medical appointment. 

The only other source of professional colleagues would 
be, then, eminent members of the profession far from one’s 
own locality, perhaps former chiefs while one was training in 
residential appointments, some of very great influence and of 
international reputation, who, though having no first-hand 
knowledge whatsoever of the applicant’s present work. would 
no doubt be polite enough to comply with such a request. 
If testimonials of this type would be asked for and accepted, 
it would be difficult for the B.M.A. to repudiate the accusa- 
tion that “ string-pulling ” as a legitimate means of obtaining 
promotion has not only been officially sanctioned but even 
encouraged. 

On superficial consideration, it seems to be more feasible 
to obtain “supporting evidence” from professional com- 
mittees as suggested than from individuals. On closer 
examination of the facts, however, in practice this would be 
equally impossible. If professional committees would grant 
their support indiscriminately and automatically, their 
opinion would carry no weight. and, if not, how should they 
communicate their decision to the authority ‘concerned ? If 
they should do this through the applicant, a refusal to 
support his application for consultant status, if he is holding 
such a post as S.H.M.O., would be practically equivalent to 
asking for bis resignation. And on the other hand. if these 
professional committees were to communicate their decision 
direct to the review committees, then in practice this pro- 
cedure would mean no less than relegating a great deal of the 
review committee’s powers and responsibilities to local pro- 
fessional committees, for it could hardly be expected that a 
review committee would seriously consider an application 
which a local professional committee was not prepared to 


support. 
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In view of these difficulties, would it be possible that the 
advice given in the Supplement could be reconsidered by a 
higher authority within the framework of the B.M.A. and 
fresh advice be given to the profession to the effect that 
under no circumstances should applications be accompanied 
by “supporting evidence” either from individuals or from 


professional committees ? 29 Mon. Committee of Reference, 10.30 a.m. 

Meanwhile, one can only hope that those who are con- 31 Wed Annual Conference of Representatives of Local 
cerned will refuse to take this-advice and will accept an ‘Medical Committees, 10 a.m. 
inferior professional status with a completely inadequate eeuceeteen 
salary rather than adopt principles, as legitimate means of 1 Thurs. Otolaryngologists Group Committee, 2 p.m 
promotion, which we have hitherto both individually and > Fri ' Reeitend Cian iG oie ; ‘ 
collectively strongly condemacd.—i am, etc., 6 Tues. Orthopaedic Group Committee, 10 a.m. 

Colchester. FRANCIS KELLERMAN. 7 Wed. Council, 10 a.m. ; 

*." The Secretary of the Association writes: The question 6 we = 6Goeet Prentice manegad Committee, oa om. r 
is one for individual appellants. Review committees will 15 Thurs. Dermatologists Group Committee, 10.30 a.m. — 
judge on the evidence before them. It is therefore up to the 22 Thurs. Agenda ey for Special Representative 
appellants to provide the information that will enable the ee 
committee to arrive at a correct assessment of the status DECEMBER 
under consideration. 13 Thurs. Special Representative Meeting, 10 a.m. ( 

JANUARY ; 
16 Wed. General Practice Review Committee, 11 a.m. 


Compulsory Retirement 


Sir,—I was very interested to see a letter on the retire- 
ment of doctors at the age of 65 in the Supplement of 
September 8 (p. 110). My own experience is that, up to 
a few months ago, I was a busy consultant surgeon at the 
local hospital, doing seven operative sessions and one out- 
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Diary of Central Meetings 
OcTOBER 


Branch and Division Meetings to be Held 


BLACKBURN Division.—At Queen’s Park Hospital, Blackburn, 
Tuesday, October 30, 8.15 p.m., B.M.A. annual. !ecture by Dr. 
W. L. Neustaiter: “‘ The Role of Psychiatry in Crime, with Par- 
ticular Reference to Perverts, Murderers, and Thieves.” 





: sme ; icili * CHELSEA AND FULHAM Division.—At Council Chambers. 
patient clinic per fortnight and many domiciliary consulta mulnien’ Team S00 Wan iene. te vers, , 
: ‘ A a ndon, S.W., Friday, 
tions with my local colleagues. And then suddenly all my November 2, 8.30 p.m., general meeting. Address by Dr. Robert t 
hospital and domiciliary work was stopped because I had Forbes: “‘ The Medico-Legal Hazards of General and Consultant } 
reached the age of 65. My fellow-practiticners in the area Practice.” A discussion will follow. aa ‘ 
protested and petitioned that I might at least be permitted DartForD Division.—At Nurses Recreation Room, Living- 
to act as their domiciliary adviser, but all to no avail, Stone Hospital, Friday, November’2, 8.45 p.m., meeting. _ P 
T was 65 and I must go EXxeTeR Division.—At Royal Devon and Exeter Hospital, 
w go. Thursday, November 1, 8.30 p.m., general meeting. Mr. John € 
True, they made me an honorary consultant surgeon to Pringle, Public Relations Officer, B.M.A., will lecture on his work 
my hospital, but that does not permit me to do any work and answer questions. 
in the general wards. It only allows me the privilege of HOLLAND Division.—At White Hart Hotel, Spalding, Friday, 
avng Snr inte pit wars, whee te cou shh NES De Ci Suen ee | 
that only the few can afford it, which means that, except Hotel, Alderley Edge, Wednesday, October 31, 8.13 p.m. Dr. : 
for occasional cases in local nursing-homes, I am cut off Alistair R. French: “ Some Legal and Ethical Aspects of Medical C 
from the constant exercise of my operative work, which is Practice.” 
so essential to the good surgeon. (I notice, by the way, ae, Cums, —_ Gusmenges Bovina .. , 
H U artholomew s ospital, ochester, ursday, ovember : 
that three out of the seven doctors called to the King’s 8.30 p.m., a lecture by Dr. P. H. Addison: “ Medico-Legai d 
bedside are over 70, so evidently the heads of our profes- p;oblems.” } 
sion do not agree that one becomes suddenly senile at 65.) St. Pancras Drvision.—At Old Library, BM.A. House, . 
I would suggest that something should be done about it, Her gepny Somers, London, W.C., Tae. Rg 30, 0, 3 
i ° p.m., special meeting concerning revise thica ules ; 
poo we Baerga Rage Pee oak on 4 Be ss b aD 8.30 p.m., lecture by Dr. €. J. C. Britton: ‘ Asthma in Children.” d 
ws = : h “ f oe, NHS SoutH BEépFoRDsHIRE Division.—At Luton and Dunstable fe 
consultants be set up, by whom members of the N.F.S. Hospital, Friday, November 2, 9 p.m., meeting to consider First d 
staff approaching 65 could be interviewed, and, if they were Interim Report of Council on Reform of National Health Service, 
willing to go on working and their hospital records were nd instruction of Representative to Special Representative Meet- " 
good, who should recommend that they be given the oppor- yy Being me aitiene —At Nurses Lecture Theatre, Old : 
tunity to work with at least some of the cases in the general Qhurch Hospital Romford, Friday, November 2, 9 p.m., lecture C 
wards and so be enabled to keep their hands in regularly? by Dr. Henry Wilson: “ The Treatment of Neurosis in General h 
A monetary question also arises. At present no consul- Practice, with a Reference to E.C.T. and Leucotomy in Hospital 
tant retired compulsorily at 65 can have served long wen Ries init a iii: Sina thee 
* os : a o'el, orthing, 
enough under N.H.S. to be eligible for a pension. Would Wednesday, October 31, 8.15. p.m., special general meeting to 
it not be possible to make such consultants a small pension consider adoption of the B.M.A. Revised Ethical Rules. 
based*on their war work in the last war and including WESTMINSTER AND Hosorn Division.—At Westminster City 0 
whatever service they have done under the N.H.S. until Hall, Charing Cross Road, London, W.C., Thursday, November c 
such time as all become eligible for the normal pension? |, 8 P-m., special meeting. ti 
As everybody knows, few doctors amass fortunes and all fe 
have a professional position to maintain, and such generosity Whitley Committee B has considered the remuneration of SI 
on the part of the N.H.S. would not cost the country 4 medical practitioners not in contract with a regional hospital m 
great deal and would save much unnecessary hardship. board or hospital management committee who undertake T 
I would also remind you that, in the event of a third occasional work for the Blood Trarisfusion Service but are not 0! 
world war, all doctors will be urgently required, and it is engaged sufficiently frequently to make a regular part-time el 
entirely in the interest of the nation that they should be Contract appropriate. It has agreed that in such cases, irrespec- st 
kept at concert pitch. I ask for action !—I am, etc. tive of the qualifications of the practitioner, payment should be 
. , made on a sessional basis at the rate of £1 1s. per hour or part in 
London, W.1. N. P. JEWELL. of an hour, with a maximum of £3 3s. per session. " 
al 
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CLOSED SHOP AT DURHAM 
NEW REQUIREMENT OF COUNTY COUNCIL 


The “closed shop” policy has appeared in another form 
under new regulations adopted by Durham County Council. 
Its application to medical officers would be contrary to 
assurances previously given. 

The county council now requires any application for 
extension of sick leave with pay to be made through the 
employee’s trade union or professional organization. 


Previous ‘Assurances 


As has already been reported in the Supplement (August 
18, p. 63) the B.M.A. received in August of this year full 
assurances that the resolution of the Durham County 
Council requiring all employees to be members of a trade 
union or professional organization would not apply to medi- 
cal officers employed by the council. Furthermore, the 
Association was assured that no candidate for a vacant 
appointment would be questioned about membership of a 
trade union or professional organization. It was also 
assured that in no case ‘would information that a candi- 
date was or was not a member of a trade union or pro- 
fessional organization—whether volunteered by the candi- 
date or coming to the notice of the council in any other 
way—be taken into consideration when a medical appoint- 
ment was being made. In the light of these assurances, 
advertisements have been accepted from the Durham County 
Council for publication in the British Medical Journal and 
have appeared in several issues. 


County Council’s Views 


This new matter was immediately taken up with the clerk 
of the county council. The reply states that the county 
council does not consider that there has been any repudia- 
tion of assurances given, but it confirms that applications 
for payment of salary for periods of absence owing to 
sickness beyond an officer’s normal entitlement must be 
made through a trade union or professional organization. 
The county council states that such payments of salary are 
of an ex gratia nature and that the council is therefore 
entitled to prescribe the manner in which the application 
should be submitted. 

The Association does not accept this position and has 
informed the county council that, so long as the council 
persists in its present attitude, the Association will have no 
alternative but to refuse publication of advertisements of 
vacant medical appointments under the council. 


B.M.A. Deputation 


When this matter originally arose in November, 1950, the 
Association asked the county council to receive a deputa- 
tion. This request was not granted. The county council 
has now offered to receive representatives of the Association 
and to discuss with them any matters which are causing the 
Association concern; and the. Association has agreed to 
send a deputation to explain its views. 


REVIEW OF GENERAL PRACTICE* 
Il. SNAPSHOTS OF TO-DAY 


What some general practitioners think of general practice 
to-day is described in six memoranda expressing individual 
views submitted to the General Practice Review Committee 
in response to an invitation published in these columns. 
Last week we reported some of the opinions expressed at a 
meeting of.this Committee and published two memoranda 
concerned in particular with the need for proper training of 
medical students and giving suggestions for the foundation 
of a College of General Practice. The six memoranda 
referred to here were also before the Committee. It may be 
said in general that four of them have many criticisms to 
make of the National Health Service, while two of them 
regard it favourably. 


Diminishing Clinical Field 


Apart from questions of payment, which are discussed 
below, the main problem in general practice to-day, as one 
writer sees it, is the diminishing clinical field and the loss 
of status. He says this is partly the result of overwork— 
and can hardly be remedied so long as this continues—but 
is partly due to the modern craze for specialization. He 
notes a tendency to refer anything out of the ordinary to 
hospital for investigation and often for treatment also. The 
hospitals, too, waste their own time and that of their 
patients by having them attend repeatedly for follow-up, 
which should be necessary only in special cases. The result 
is that the general practitioner loses his clinical interest and 
acumen, his standing with his patients, and his position as 
family confidant. 

The general practitioner should have direct access to x-ray 
and laboratory facilities and to some hospital beds. He 





*The second of two articles based on the discussion at a meet- 
ing of the General Practice Review Committee of the B.M.A. and 
on evidence submitted to it by general practitioners. 
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emphasizes that hospital work, to be of any value to general 
practitioners, should carry some clinical responsibility, have 
a useful function in the hospital, and be remunerated accord- 
ingly. He visualizes three types of appointment: short-term 
clinical assistantships, probably by rota ; long-term clinical 
assistantships for those interested in a’ special subject ; and, 
as a development of the latter, permanent appointments of 
associate specialist status. Holders of the last type of 
appointment would need to have a reduced executive council 
list. 

A doctor who has in the past performed a very wide 
range of services in a predominantly private practice says 
that the Health Service has entirely cut off his source of 
income. Though formerly private patients preferred to have 
the biochemical, bacteriological, and minor surgical investi- 
gations and operations performed by himself rather than by 
a specialist or in hospital, this kind of private practice has 
gone. 


Greater Freedom in Treatment 


Increased work has made a great difference in the practice 
of another writer, even though he had the same number of 
patients before the Health Service began. Previously he had 
time to do many minor. surgical procedures which now he 
does not. 

Another view is given by a doctor who feels he has greater 
freedom to treat his patients as he thinks best since the 
Health Service began. The treatment is no longer dependent 
on the patient’s capacity to pay for new and expensive drugs. 

This opinion is supported by a doctor who emphasizes 
that under the N.H.S. he gets the satisfaction that he got 
before, but he can conceive of no worse fate than having to 
manage a list of over 3,000 single-handed and without 
secretary-dispenser assistance as many do. He considers 
partnership to be essential. But he draws attention to a diffi- 
culty here. Formerly, if two partners did not get on together, 
the one could buv the other out, but now, he asks, how 
could they part? He believes this problem is frightening 
doctors from entering into partnership and that an answer to 
it is urgently needed. He firmly believes that general practice 
is a specialty—that of diagnosis. 

Training for general practice is touched on by a doctor 
who says that he has been appalled to see the mistakes that 
have been made, sometimes with fatal results, by recently 
qualified doctors. He advocates a place for the general prac- 
titioner on the teaching staff of medical schools. Great 
damage has been done, he adds, to the reputation of general 
practitioners by the ease with which anyone can enter general 
practice without special qualification or experience except 
a simple medical qualification. Something should be done 
to regulate the mode of entry into, and to raise the standard 
of, general practice. Moreover, there should be a revival of 
interest in medical ethics and respect for them. 


Method of Payment 


The four doctors who are critical of conditions of work 
in the Health Service also criticize the method of payment 
as distinct from the adequacy of it. One states emphatically 
that payment should be made directly from patient to doctor. 
The patient would get a receipt for the money and then 
obtain a refund, less a small percentage, from National 
Insurance. He considers that this method would, first, keep 
the doctor keen and alert, since an assured list of patients 
often leads to slackness and the doctor tries to get out of 
responsibility for the difficult case by sending it to hospital. 
Secondly, he considers the method is psychologically good 
for the patient. f 

Another doctor also questions the method of remunera- 
tion by capitation fee. The struggle of the new entrant for 
“ heads,” he says, is not edifying, and the source of the £300 
basic salary is quite wrong. A third doctor also believes 
that the present system encourages patient-grabbing: it 
thinks exclusively in terms of numbers and leaves not only 
the quality but the kind of work the doctor does quite out 
of consideration. He would like to see a reward for work 


done. 


The question of grading remuneration is discussed by two. 
writers. One suggests that something might be devised for 
general practitioners comparable to the payment of 
specialists, which increases with seniority, with the possibility 
of a merit award on top. Another suggests that the weight- 
ing of the capitation fee should be thought of in conjunction 
with the fact that all newborn babies on the doctor’s list 
are not merely “at risk” but are a definite liability during 
their first year—at least in respect of vaccination and 
inoculations. 

These are some of the ideas that came before the General 
Practice Review Committee. The Committee has not yet 
reached any conclusions, but it will no doubt consider them 
again, in conjunction with the evidence it is obtaining by 
questionary and interview, before it reports to Council next 
year. 








PUBLIC HEALTH COMMITTEE 

DUAL APPOINTMENTS 
A special meeting of the Public Health Committee was 
called on October 19, with Dr. C. METCALFE BROWN in the 
chair, to consider a memorandum from the Ministry of 
Health on the subject of dual appointments. The memo- 
randum was intended for issue to hospital and local health 
authorities, and the comments of the British Medical 
Association were invited. 

Dr. Doris CRAIGMILE (London), representing assistant 
medical officers, took her place as a new member of the 
Committee and was introduced and welcomed by the 
Chairman. The Committee also as a matter of preliminary 
business appointed seven public health service representa- 
tives (and their deputies) on the staff side of the Medical 
Whitley Council. The representatives appointed were as 
follows: Dr. C. Metcalfe Brown, Dr. W. G. Clark, Dr. 
J. M. Gibson, Dr. F. Hall, Dr. E. Catherine Morris Jones, 
Dr. J. Riddell, and Dr. J. A. Stirling. Al! except Dr. Morris 
Jones, who takes the place of Dr. Jean Mackintosh as a 
senior medical officer, had served during the previous session. 

A confidential document, drawn up by the Ministry of 
Health after discussions with the associations of local 
authorities, and containing proposals for the remuneration 
of medical officers holding dual appointments, was closely 
studied in an hour’s discussion. The Committee was 
reminded of the policy of the Association and of the 
principles regarding dual- appointments which had been 
laid down by the Council in consultation with the Society 
of Medical Officers of Health ard which had further been 
confirmed by the representatives on the staff sides of 
Committees B and C of the Medical Whitley Council. It 
appeared that the Ministry’s document covered certain of 
these principles, but that important provisions had not been 
accepted. 

After a full discussion the Committee stated that the 
proposals of the Ministry were not wholly acceptable, and 
it was agreed without dissent to recommend to the Council 
that it should adhere to the principles already laid down 
by the Association. 








REPORTS FOR INSURANCE COMPANIES 


At times doctors are in doubt about how to proceed when 
asked by a life insurance company for a report on a deceased 
person who had been accepted for insurance without a 
medical examination. This matter was fully covered by 
a resolution of the 1949 Annual Representative Meeting, 
which was as follows: 

“The Representative Body is of the opinion that, where any 
medical certificate is required by an insurance company in the 
case of a deceased person not previously examined for life 
insurance, such certificate should be obtained direct from the 
medical practitioner of the deceased; that it should not be 
furnished without the previous consent of the nearest available 
competent relative; and that a fee of not less than 10s. 6d. 
should be paid by the insurance companies for any such 
certificate.” 
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OCCUPATIONAL HEALTH 


A meeting of the Occupational Health Committee of the 
Association was held on October 24. Dr. J. A. L. VAUGHAN 
JONES was re-elected to the chair for the session. Great 
regret was expressed at the retirement of Dr. Donald Stewart, 
one of the original members of the Committee, owing to 
his heavy commitments in other directions. .His resignation 
was reluctantly accepted, and it was agreed that Professor 
R. C. Browne, of Durham University, be invited to fill the 
vacancy. 


The Dale Report 


The Planning Subcommittee reported on the findings of 
the Committee of Inquiry on Industrial Health Services 
(the Dale Committee). It described the Dale report as a 
disappointing document, lacking constructive recommenda- 
tions. The subcommittee considered that co-ordination of 
all the health services was essential and should be tackled 
by all_Government Departments concerned ; that expansion 
of the Industrial Health Service was important and must 
not be delayed ; and that surveys and experiments were an 
integral part of future planning, pilot surveys being urgently 
needed. “Industry must have a health service properly 
manned and fully co-ordinated with the other sections of 
the National Health Service.” 

These conclusions of the subcommittee were unanimously 
accepted for recommendation to the Council. It was agreed 
to stress in the body of the report the present lack of 


_co-ordination between certain Government Departments. On 


the suggestion of Dr. R. S. F. SCHILLING, the question of 
priority claims of different industries was remitted to the 
Planning Subcommittee as a subject for further discussion 
and report. 


Training of Medical Personnel 


A member of the Committee, Dr. A. MEIKLEJOHN, sub- 
mitted a report on the training of medical personnel for 
the Industrial Health Service, a matter which was dealt 
with only briefly in the Dale report. Reference was made 
to the small number of students entering for instruction in 
industrial or occupational health, and attention was drawn 
to the present lack of adequate training in occupational 
health in the course. A definite attempt must be made to 
include adequate instruction in occupational health in the 
curriculum. 

In discussion it was suggested that in spite of the posses- 
sion of the D.I.H. a young man had difficulty in obtaining 
an appointment in industry. Employers were inclined to 
think that any post of this kind was better filled by a middle- 
aged man, possibly with Service or other experience. The 
opinion was expressed that until the D.I.H. had a real mean- 
ing in industrial medicine, and until it had been decided 
whether the service was to be carried on by means of whole- 
time officers or in conjunction with the National Health 
Service by means of part-time general practitioners, there 
would be little progress. After discussion, Dr. Meiklejohn’s 
document was referred to the Planning Subcommittee. 


Remuneration 


It was reported that the whole-time medical officers 
employed by the National Coal Board had submitted a 
formal request that the Association should negotiate their 
salaries. The Board was prepared to meet representatives of 
the Association on November 23. The Committee decided 
that the representatives to meet the Board should be the 
Chairman (Dr. Vaughan Jones), Dr. L. G. Norman, Dr. 
J. B. Wrathall Rowe, and Dr. Donald Stewart. 

The Committee agreed to a recommendation that repre- 
sentations should be made to the Ministry of Labour that 
the remuneration of medical officers at industrial rehabilita- 
tion units should be by annual salary based on the number 


of hours worked per week, in accordance with the Associa- — 
tion’s recommendations for part-time industrial medical 
Officers. a 


Medical Examination of Public Service Vehicle Drivers 


A letter was considered from the Royal Society for the 
Prevention of Accidents urging periodical medical inspec- 
tion of drivers of public service vehicles. Dr. L.G. NORMAN 
stated that by regulation there is a very thorough medical 
examination of such drivers on their entry into the service, 
and another examination on the renewal of their licence at 
the date nearest to their fiftieth birthday. Thereafter medical 
examinations were carried out every three years. There was 
no suggestion that bus drivers had more accidents than other 
drivers. 

It was pointed out that the first examination of a bus 
driver might be at the age of 20, and the next not until 
he reached 50. The Committee resolved to convey its 
opinion that there should be more frequent examinations 
at stated intervals. and that there should be provision for 
alternative employment of drivers found to be unfit to drive. 
A further point was made that there is at present no require- 
ment for medical examination of road haulage drivers. It 
was the view of the Committee that such drivers should be 
included under the regulations. 


Ethical Rules for Industrial Medical Officers 


A letter from the Association of Industrial Medical 
Officers, which is represented on the Committee, was 
received suggesting that in view of the progress which 
had taken place in industrial medicine in recent years the 
necessity for the publication of separate duties of, and 
ethical rules for, industrial medical officers (B.M.A. Annual 
Handbook, 1950-1, p. 121) was no longer apparent, and the 
publication should be abandoned. 

One of the representatives of the A.I.M.O. said that these 
rules were jointly agreed to by the two Associations two 
years ago and had served a useful purpose, particularly for 
people newly entering the work, but difficulties had arisen 
from time to time, and the rules often had a rigidity which 
was not intended. Industrial medicine had now established 
itself ip relatioh to other branches of medicine, and there 
seemed to be no reason for singling out industrial medical 
officers from other members of the profession. In this con- 
nexion attention was drawn to rules for other branches of 
the profession and to certain agreements dealing with ethical 
points which existed between the Association and other pro- 
fessional bodies and to which there had been no objection. 

The CHarRMAN felt that this was a revolutionary sugges- 
tion, and he thought that before the rules were in any way 
abandoned other committees of the Association, notably 
the Ethical Committee, should be consulted. Other mem- 
bers stated that it would be a retrograde step to abandon 
these rules. After a lengthy discussion it was decided to 
refer the matter again to the Association of Industrial 
Medical Officers with a view to their agreement on a 
revision of the whole document instead of the suggested 
abandonment. A proposal for revision would receive the 
full and immediate consideration of the Committee. 

Among other business, the Committee considered a resolu- 
tion by Dr. J. B. WRaTHALL Rowe that in view of opinions 
expressed on the subject by the Medical Research Council 
and by the Medical Inspectorate of Factories there was, in 


- the opinion of the Committee, no scientific justification for 


the issue of milk in factories for the purpose of preventing 
ill effects alleged to arise from industrial processes except 
possibly where direct exposure to the dust and fumes of 
lead occurred. The general view of the Committte was in 
favour of the resolution, but it was agreed that further 
scientific information was required and that the views of the 
Science Committee of the Association should be sought. 
The matter will receive further consideration at the next 
meeting. 
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THE SCOTTISH COMMITTEE 


The first meeting of the Scottish Committee for the session 
1951-2 was held in B.M.A. House, Edinburgh, on October 2. 
Dr. I. D. Grant and Dr. J. G. M. HAMILTON were re-elected 
chairman and deputy chairman. 

The Committee appointed to its membership, under its 
powers of co-option, Drs. I. Simson Hall, George MacFeat, 
and J. B. Miller. 

It reappointed its existing subcommittees and has referred 
to its Chairman’s Subcommittee the question of continuing, 
in the altered circumstances caused by the National Health 
Service, its Highlands and Islands Subcommittee, or alterna- 
tively of discontinuing the subcommittee and strengthening 
the representation of the Highlands Divisions on the Scot- 
tish Committee. The Committee also appointed representa- 
tives to a number of outside bodies and committees, and 
at the request of the Department of Health for Scotland 
has submitted for the consideration of the Secretary of 
State names of medical practitioners suitable for appoint- 
ment to vacancies arising as at December 31, 1951, on 
the Scottish Health Services Council and a number of its 
standing advisory committees. 

The question of ex-officio membership of the Scottish 
Committee of the chairmen of the General Medical Services 
Subcommittee (Scotland), the Central Consultants and 
Specialists Committee (Scotland), and the Public Health 
Subcommittee has been referred to the Chairman’s Sub- 
committee for consideration and report. 

The Committee received from the Assistant Scottish 
Secretary, Dr. J. T. McCutcheon, a brief report of the 
operation of the Glasgow Regional Office set up by the 
Council in September, 1950, and expressed the view that 
the action taken by the Council in establishing the office 
has fully justified itself. 


Changes in Health Service 


The presentation of the report of the Amending Acts 
Committee, now a Standing Committee of the Council, to 
the forthcoming Representative Meeting in December has 
indicated the need for the establishment of some liaison 
arrangement between that committee and the Scottish 
Exploratory Committee set up by the Scottish Committee 
in December, 1950, to review the working of the National 
Health Service in Scotland and to make recommendations 
regarding the procedure necessary to achieve any changes 
' in the Service considered desirable by the profession. This 
question of such a liaison arrangement is under considera- 
tion between the two committees. 

The Scottish Committee has accepted responsibility for the 
issue of a memorandum for the guidance of practitioners 
contemplating partnership arrangements under the National 
Health Service (Scotland) Act, prepared by a special Sub- 
committee of the General Medical Services Subcommittee 
(Scotland). It has also appointed representatives to a 
Partnership Advisory Committee to be appointed under 
the terms of the memorandum by the Scottish Committee 


and the General Medical Services Subcommittee (Scotland).. 


The Council having approved the principle of appointing 
deputies for representatives serving on other Standing Com- 
mittees, the Scottish Committee is applying this principle 
to the various committees and subcommittees in Scotland. 

The regional appeals procedure under Whitley machinery 
in its relation to practitioners in the National Health Service 
in Scotland has been considered by both the Public Health 
Subcommittee and the Whitley Council Subcommittee of 
the Scottish Committee. Views have been expressed on a 
number of points under the procedure, and these will be 
made known in the appropriate quarter. 

The Committee has received reports of action taken by 
the General Medical Services Subcommittee (Scotland) and 
the Central Consultants and Specialists Committee (Scot- 
land) since its last meeting. 


The Committee received with gratification a report by 
one of its members that general practitioners in the Edin- 
burgh district would now have direct access to x-ray facili- 
ties for their patients in one of the Edinburgh hospitals. 








NATIONAL INSURANCE CHANGES 
Consultants and Specialists 


The National Insurance Advisory Committee has been asked 
to consider and report on the preliminary draft of regula- 
tions which would include in the employed persons’ class 
(Class 1) certain consultants. and specialists who are engaged 
in the National Health Service for more than half their 
time, but who for technical reasons are not at present 
included in Class 1. 

Consultants and specialists who are employed for more 
than half their time by a single hospital board are already 
included in Class 1 if they are. paid by salary. But a con- 
sultant or specialist who is employed part-time by each of 
two or more hospital boards, even though he spends more 
than half his time in hospital employment, is at present 
included in Class 2. The proposed regulations would bring 
him into Class 1. 

The regulations would not apply to Scotland, where a 
different procedure is in operation. 

Copies of the preliminary draft of these regulations—the 
National Insurance (Classification) Amendment (No. 3) 
Regulations, 1951—can be purchased from H.M. Stationery 
Office (price 2d.) or any bookseller. The Committee will 
consider written objections to them if sent before Novem- 
ber 20 to the Secretary, National Insurance Advisory Com- 
mittee, 30, Euston Square, London, N.W.1. 


Incapacity and Confinement Certificates 


The National Insurance Advisory Committee has also 
been asked to consider and report upon the preliminary 
draft of regulations which would make a number of 
miscellaneous changes in the rules governing the certifica- 
tion of incapacity and of confinement or expected confine- 
ment by doctors and midwives. Under these regulations 
the number of certificates of incapacity prescribed would 
be reduced from five to three. The regulations would also 
make certain other changes in the rules for certification and 
in the certificates themselves, mainly with a view to simplify- 
ing the work of doctors and midwives and of the Ministry 
of National Insurance. 

Copies of the preliminary draft of these regulations 
(the National Insurance (Medical Certification) Amendment 
Regulations, 1951) can be purchased from H.M. Stationery 
Office (price 4d.) or any bookseller. The Committee will 
consider written objections to them if sent before November 
23 to the address given above. 








FELLOWSHIP FOR FREEDOM IN MEDICINE 
CHANGES NEEDED IN HEALTH SERVICE 


The annual general meeting of the Fellowship for Freedom 
in Medicine was held on October 27, with Lord Horner in 
the chair. The large Caxton Hall was well filled. 

The work of the year was reported on by Dr. E. C. 
Warner, honorary secretary, who said that the number of 
doctors who were members of the Fellowship was 3,147— 
267 had joined in the year—and the total membership, 
including associates and students, was 3,311. The activities 
of the Fellowship, its provincial meetings, its publication of 
bulletins and ‘broadsheets, and the work of its several com- 
mittees were outlined. . The Fellowship had decided to give 
evidence.to the Committee on General Practice (the Cohen 
Committee) of the Central Health Services Council. 

Dr. A. C. E. Breacu presented reports from the Amend- 
ing Act Committee of the Fellowship and the committee 
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formed to deal with relations between the Fellowship and 
the British Medical Association. One important point in 
the Fellowship’s policy was the restoration of ownership of 
goodwill. It was recognized that a large number of doctors 
would not wish to recover this right, but the executive 
believed that the existence of the right was essential to 
freedom, and recommended that an amending Act should 
give doctors the option_of exercising it. He asked whether 
the meeting still approved that principle, and on a show 
of hands the approval appeared to be unanimous. The 
Fellowship was also combating the efforts of those who were 
trying to limit the right to practise obstetrics to a small group 
of general practitioners. 

Turning to the B.M.A., Dr. Breach said that some in the 
Association deplored the fact that it had squandered its 
strength and imperilled its unity by splitting off autonomous 
groups, each with its own authority. The Fellowship had 
striven during the last three years by democratic means to 
modify the policy of the Association, and had had encour- 
aging results. It was being recognized in the Association 
as a responsible body with constructive views, and its recom- 
mendations were increasingly embodied in Association 
policy. The membership of the Fellowship in the Repre- 
sentative Body had: now risen to 111, and there was a large 
Fellowship element in the Council and committees of the 
Association. They should neglect no opportunity to obtain 
membership of local medical committees and of the Confer- 
ence. It was at the suggestion of the Fellowship that the 
B.M.A. Amending Acts Committee was formed and given 
the status of a standing committee; its chairman, Dr. 
H. H. D. Sutherland, was himself a member of the 
Fellowship. 


Government by Decree 


Dr. J. A. Gorsxy said that the Fellowship’s Legal and 
Parliamentary Committee had been on three occasions to 
the House of Commons to talk with the Health Committee 
of H.M. Opposition and a statement of policy had been 
circulated to all candidates at the recent parliamentary 
election. 

He went on to speak of the two statutory instruments, 
Nos. 1373 and 1376, repeating much that was in his letter 
in the Supplement of October 20. By Order No. 1373 the 
Minister of Health had assumed power to regulate terms of 
service and remuneration of specialists and consultants by 
decree. Order No. 1376 was made by the Minister of 
Labour and was most dangerous. After pointing out its 
implications for the profession, he mentioned that, although 
the then Opposition had never seen the Order up to that time 
two of its members, Mr. R. A. Butler and Mr. Boyd- 
Carpenter, had said in the debate that they would give the 
Order a fair wind. “ Never at any time in the history of 
medicine has this Fellowship been more of a necessity to 
the profession. Freedom issstill being undermined. If we do 
not get this Order annulled we are in danger that at some 
future date the Order may be put into the form of a 
permanent legislative enactment, and the whole of our 
freedom will be sunk.” He had taken steps to see that 
a prayer for annulment was put down as soon as possible, 
and they would then know whether they could put their 
trust in any political party. 

It was agreed, on the motion of Dr. R. P. Liston, that 
all Members of Parliament should be circularized on this 
subject. 

General-practitioner Hospitals 


Dr. G. J. V. Crossy said that in many parts of the country 
there was evident enthusiasm for the retention of the general- 
practitioner hospital in face of the determination of regional 
hospital boards to take over such hospitals for their own 
purposes. The possibility of forming an association of 
general-practitioner hospitals had been considered, and 
should be encouraged. The difficulty was that not all such 
groups could find spokesmen such as the Kingston Victoria 
had been able to command. 

Dr. H. H. D. SUTHERLAND said that nomenclature was 
sometimes important. He was anxious that general practi- 


titioners who entered hospitals should have the status of 
“clinical associates,” which implied responsibility, instead of 
being called “clinical assistants.” 

Dr. LoGaN Daune, chairman of the Private Practice Com- 
mittee of the Fellowship, said that his committee was unani- 
mous in its belief that the restoration, safeguarding, and 
enlargement of the scope of private practice was essentiai 
to the welfare both of the public and of the profession. They 
felt also that private patients should have a right to have . 
their private doctor’s prescriptions dispensed at public cost. 
The granting of this right in itseif would restore a large 
part of private practice. The constantly rising costs of the 
Health Service should be met by appropriate charges levied 
upon patients, subject to adjustment by assistance boards 
for the necessitous. That meeting had already approved 
the principle of restoration of goodwill, and he hoped that 
as a corollary it would agree to the principle of the patient 
being allowed to opt out of the N.H.S. The meeting 
indicated its agreement. 


The Continuing Need for the Fellowship 


Lord Horper, in a few remarks from the chair, said that 
there were now fewer questions raised concerning the need 
for the Fellowship, which might be taken as meaning that 
it had now justified its existence, but it was still asked 
what the Fellowship did that the B.M.A. could not do. 


“‘ That’s an easy one. The answer is, ‘ Nothing.’ But I repeat 
what I said in 1948, that if and when we are confident that the 
B.M.A. accepts and carries out the obligations for which we stand 
we can dissolve into thin air. But I said in 1948 that that time 
was not yet, and I repeat that to-day. We have got to go on. 
The Fellowship, however, has galvanized the Association into 
new life. In the B.M.A. Amending Acts Committee the chair- 
man and three-fourths of the elected personnel are members of the 
Fellowship, and the B.M.A. Counci! has adopted the recommenda- 
tions of its first report. We have now to see that the matter does 
not get left there.” 


We were facing, Lord Horder continued, a new political 
horizon. 

“Let us hope we get a better deal from the new team. Let 
us help them all we can. But we must not put our faith in 
politicians. We are outside politics. If the Tories give us a 
square deal, so much the better. If they don’t give us a square 
deal we will say to them what we said to the others. The only 
thing that will save us is the triumph of our own principles.” 

The public itself was noticing some of the effects that 
arose from the blundering of three years ago. Here Lord 
Horder quoted from the Eleventh Report of the Select Com- 
mittee on Estimates, in its reference to regional hospital 
boards and hospital management committees. It was neces- 


- sary only to read the evidence given before that Committee 


to see in how many ways the present waste of money in 
hospital administration revealed itself. 

Lord Horder concluded by expressing gratitude to the 
officers and executive of the Fellowship, especially for 
the unique contribution made by the honorary secretary, 
Dr. Warner, who had carried a heavy burden with zeal, 
good humour, and success. (Applause.) 


Overseas Visitors 


Dr. L. R. MALLEN, an Australian visitor, gave a short 
account of present conditions in the Commonwealth. The 
Minister of Health met the Federal Council of the Associa- 
tion in a number of round-table conferences before he went 
on with any scheme at all. In Australia they would have 
nothing to do with any capitation fee. Pensioners were 
attended on an item-of-service basis. For the public in 
general a scheme of mutual insurance was making rapid 
strides. 

Dr. A. P. B. Biccs, of New Zealand, said that the pro- 
fession in that Dominion had resisted demands for a whole- 
time salaried service. They had also refused the capitation 
system. Two methods remained: one a system whereby 
the doctor charged his patient directly, and the patient 
obtained a refund from the Government; the other pro- 
viding a basic fee for each item of service paid direct from 
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the Treasury, anything over and abeve this being charged 
to the patient himself. The second method was being more 
commonly adopted. Recently in New Zealand they had 
had two rights conceded: one the right of appeal to courts 
of law, of which until the. end of 1949 they had been 
deprived, and the other the placing of the disciplinary 
control of the profession in the hands of the profession 
itself. n 


The Disciplinary Clauses 


Mr. K. Macrae Morr, honorary solicitor to the Fellow- 
ship, discussed policy in relation to the disciplinary clauses 
of the National Health Service Acts. The whole structure 
at every stage was the instrument of the Minister, and 
could be varied at his pleasure. He suggested the replace- 
ment of the present system of service committees and 
tribunals by a system of local and regional courts, with a 
proper link-up, by way of appeals and facilities for stating 
a case, with the judicial system of the country. 

The meeting passed a resolution asking the executive to 
investigate further the present unsatisfactory nature of the 
disciplinary clauses, and with legal assistance to evolve a 
series of appropriate amendments. 


Part-payment by Patients 


Dr. R. HaLe-Wurre introduced the question of part- 
payment by patients within the National Health Service. 
He said that at the last Annual Representative Meeting of 
the B.M.A. a motion was brought forward concerning pay- 
ment for drugs, and an impassioned appeal was made from 
the platform that the meeting should have nothing to do 
with it because it was “hot politics.” The National Health 
Service was, of course, politics—not necessarily party poli- 
tics—and as for being “hot” it was when things were hot 
that they could be reshaped. He asked that the executive 
should be instructed to adopt as matters of Fellowship policy 
part-payment for the cost of drugs and appliances, and also 
the payment of a “ board-and-lodging charge” for those in 
hospital. 

Some opposition was expressed to this proposal, one 
speaker objecting to the medical service becoming a tax- 
gathering agency for the Government, but as against this 
Dr. A: V. RUSSELL pointed out that it was the pharmacists, 
if anybody, who would be tax collectors, and also that the 
principle of part-payment was already on the statute book. 

Eventually it was agreed to instruct the executive to 
explore the policy of part-payment of the cost of drugs 
and appliances and to act in the matter if thought desirable. 
It was also agreed to refer the question of a “ board-and- 
lodging charge ” to the executive and to ask them to consider 
the question of payment for items of service. 

The meeting agreed, on the motion of Dr. WARNER, to 
make registered dental surgeons eligible for full membership 
of the Fellowship. The meeting, which lasted three and a 
half hours. concluded with a warmly accorded vote of thanks 


to Lord Horder. 


Evidence on General Practice 


The following letter, dealing with a matter not discussed 
at the meeting reported above but which arose since then, has 
been sent by the secretary of the F.F.M. to members of the 
Conference of Local Medical Committees held on October 
| F. 
“ We regard the unity of the profession in its dealings with 
the Government as of paramount importance. We therefore 
deplore the intention of five or six different medical bodies to 
submit independent evidence on general practice to the Com- 
mittee of the Central Health Services Council. A unique 
opportunity now presents itself for the medical profession to 
demonstrate that it is capable of laying down an agreed 
policy on this most important issue, which may affect the 
future of general practice for many years, and furthermore 
that it is competent to take its rightful place in the adminis- 
tration of its own affairs. We have therefore arranged for 


the following amendment to Recommendation B to be sub- 
mitted to the Conference of Local Medical Committees: 

“ That, in the opinion of this Conference, and having regard te 
the fact that an invitation to submit evidence was addressed to 
the B.M.A. and to other medical bodies, all these medical bodies 
should agree to submit a single unified report. In order te 
accomplish this, the Council of the B.M.A. should invite the 
co-operation of these bodies in order to set up an ad hoc com- 
mittee representing their several interests. 


“Unless such a unified report is submitted there is grave 
danger that the Government may consider that the profession 


has no agreed policy. * 

“In the above event of this amendment being passed, another 
suggesting the composition of this ad hoc committee will be 
brought forward, as follows: General Practice Review Committee 
of the BM.A., 15; General Medical Services Committee, 8; 
Private Practice Committee of the B.M.A., 2; Amending Acts 
Committee of the B.M.A., 2; Central Consultants and Specialists 
Committee, 4; Public Health Committee of- the B.M.A., 2; 
Fellowship for Freedom in Medicine, 2; Medical Practitioners 
Union, 2; Committee of Unestablished Practitioners, 1; 
co-option, 2.” 





3 
COMMENT BY B.M.A. 


The Secretary of the B.M.A. makes the following comment 
on this report of the F.F.M. annual general meeting : 

The Council of the Association at its meeting in January, 
1949, after consideration of a motion from the Winchester 
Division, appointed a special committee “to prepare a 
statement of points for inclusion in the Amending Bill.” 
A report by that committee was included in the “ pre- 
liminary” section of the Annual Report of Council to 
the Harrogate Representative Meeting. 

At Southport in 1950 the Representative Body, on con- 
sideration of a motion by the Harrow Division, appointed 
a reconstituted Amending Acts Committee as a standing 
committee of the Association. 








REGISTRARS GROUP COUNCIL 
TENURE OF APPOINTMENTS 


At a meeting of the Registrars Group Council held recently 
at B.M.A. House the principal subject discussed was the 
report of the Joint Committee on “Review of Registrar 
Establishments ” (Supplement, August 4, p. 47). The report 
had already been discussed by the Regional Registrars 
Groups, whose observations and recommendations were 
available for consideration by the Group Council. 

While maintaining its view that the only real solution 
to the present registrar problem is a considerable expan- 
sion of the consultant service, the Group Council expressed 
general approval of the agreement reached between the 
Joint Committee and the Ministry on registrar establish- 
ments. It welcomed the decision to extend the normal 
tenure of senior registrar appointments from three years 
to four years, and it passed a resolution urging that this 
limit of tenure, and also the two-year limit of tenure for 
registrars, should not be applied rigidly. It considered that 
it should be possible for senior registrars and registrars 
regarded as suitable for promotion to remain temporarily 
in their appointments beyond the normal tenure until a 
suitable more senior post became available. The Group 
Council recognized that some “blocking” in promotion 
from the house-officer grades might result if numbers of 
registrars and senior registrars were granted extensions of 
their appointments. But, while regretting that this might 
be necessary, the Group Council considered it preferable 
for the blocking to be as far down the scale as possible. 

No objection was raised to the decision to have the 
registrar establishment determined only by the needs of 
the hospitals, but the Group Council reiterated its opinion 
that registrar posts should exist only where there are 
adequate training facilities and the experience obtainable 
in such posts is suitable for obtaining a senior registrar 
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appointment later. Other posts (e.g., J.H.M.O. and senior 
house officer) should be created where the needs of the 
hospitals require additional medical staff. 


Joint Consultant Appointments 


One of the Regional Registrars Groups recommended that, 
if additional consultant posts are not created, the Group 
Council should approve the suggestion that junior consul- 
tant appointments be created. The Group Council was 
strongly opposed to this suggestion, and it is understood 
that this is the view also taken by the Joint Committee. 

The Group Council was informed that the Ministry of 
Health has accepted the principle that there should be inter- 
change of senior registrar appointments between teaching 
hospitals and non-teaching hospitals (see Supplement, 
October 27, p. 178). It passed a resolution urging that 
this should be put into effect as widely as possible and as 
soon as possible for both registrars and senior registrars, 
so that the holders of all such posts might have an oppor- 
tunity of obtaining the experience which is normally 
expected for the attainment of consultant status. 

' It is proposed to advise the Central Consultants and 
Specialists Committee and the Joint Committee of the 
decisions reached by the Registrars Group Council. 





Correspondence 








Profession and State 


Sir,—In your leading article “ Profession and State ” 
(Journal, October 27, p. 1017) you make some pertinent 
observations which bring into focus the pernicious impact of 
politics on medicine and on those who practise it. I agree 
with you that the Health Service must be freed from party 
politics, and the last sentence in your leading article 
is timely in view of the change of Government. Permit me, 
Sir, to quote it as a salutary reminder to the profession that 
a change of political power will not necessarily mean an 
improvement in our lot: 

“If Governments are always to insist on having the last 
word, to insist on holding a power of veto, doctors will come 
to regard the State only as a dangerous partisan and them- 
selves as the betting-chips of party politicians.” 

In the Committee Stage of the National Health Service 
(Amendment) Bill, when discussing the Arbitration Clause 
(June 28 and 29, 1949), certain Members of the then Opposi- 
tion, and now in power, supported Mr. Bevan on the question 
of Ministerial discretion on behalf of the-Crown. They 
adhered to the preservation of the Government's prerogative. 
We are now anxious to know whether the power of veto will 
still continue to be exercised by the new Government in 
office. 

Since you refer to my letter in the Supplement of October 
20 (p. 170), wherein I stress the danger to the medical pro- 
fession of S.I. 1376, may I amplify my observations to endorse 
your remark that “ doctors must feel painfully anxious about 
their relations with whatever Government is in power.” 
When S.I. 1376 was laid before Parliament on August 2, 
1951, a debate took place in the House of Commons on the 
same day after a statement had been made by the then 
Minister of Labour and National Service, Mr. Robens 
(Hansard, August 2, cols. 3300 to 3306). The Order received a 
unanimous welcome, and a spokesman of the previous Oppo- 
sition, Mr. R. A. Butler (now Chancellor of the Exchequer), 
promised to give “this Order a fair wind” and added, 
“We should wish, as His Majesty’s Opposition, to give our 
general support to the principle of it.” Mr. Butler, however, 
also remarked: “I am sure that he will realize, however, 
that we must first obtain a copy and then study the Order 
before we make any detailed comments upon it.” It is to be 
noted that Mr. Robens had previously stated that “ copies of 
the Order are immediately available in the Vote Office.” I 
refrain from comment. 


I would draw attention to a statement of importance by 
Mr. Robens, (Hansard, August 2, col. 3302): “I have 
informed the representatives of the organizations with whom 
I have had discussions that if at any time either side wish 
the Order to be discontinued it will be reviewed immediately.” 
The organizations referred to are the British Employers 
Confederation, the General Council of the Trades Union 
Congress, and the representatives of the nationalized 
industries. I have already pointed out that the B.M.A. is 
excluded from this Order, and it therefore follows that we 
are powerless to ask that this Order shall be discontinued. 

Another vital statement of Mr. Robens which imperils 
all our efforts at voluntary arbitration is this: ‘“ There will 
be no possibility of using the machinery as an appeal ageinst 
an award under the Industrial Courts Act or settlements 
reached through the voluntary machinery.” In this respect 
the jurisdiction of S.I. 1376 is more restricted than the 
Order 1305 which it revokes. The latter Order applied to all 
“ disputes ” under the Trades Disputes Act, 1906, and a dis- 
pute which is the subject-matter of statutory voluntary arbi- 
tration under the Industrial Courts Act, 1919. Now by express 
provision, Clause 12 (1) of S.I. 1376 “ does not include a dis- 
pute as to the employment or non-employment of any person 
or as to whether any person should or. should not be a 
member of any trade union.” This is of paramount import- 
ance to the Public Health Committee, because the Order does 
not apply to conflicts about the closed shop and excludes 
any dispute which arises from the engagement, non-engage- 
ment, or, most significant, the re-engagement of a worker. 
I underline the importance of this exclusion and draw the 
attention of the Central Consultants and Specialists Com- 
mittee to this danger. As Dr. O. Kahn-Freund, LL.M., 
remarks in the October issue of The Modern Law Review, 
“We can only hope that the ‘fair wind’ under which the 
ship is to sail will not blow it on the rocks.” , 

There is another hidden peril to all branches of the 
medical profession and in particular to the public health 
members. On the workers’ side “only a trade union has 
access to the Minister, and through him to the Tribunal.” 
The T.U.C. has pressed for a change in the law which gives 
it a monopoly of access to State authorities, and, as Dr. 
Kahn-Freund rightly observes, places “a weapon in the 
armoury of a union executive in its battle against disgruntled 
or recalcitrant minorities.” 

It is therefore abundantly clear that we must strive for the 
setting up, as you rightly stress, urgently and speedily of a 
National Health Service court of arbitration as set out in 
Recommendations 1 to 4 of Council’s Report on Reform of 
the National Health Service. It is to be hoped that on this 
vital issue the Council and the Amending Acts Committee 
will receive the unanimous support of the Special Represen- 
tative Body on December 13 next. I would ask all Divisions 
to pay particular attention to para. 10 of Counsel's 
opinion, Appendix A of the above-mentioned Report. The 
two important features of Part V of the Transport Act, 
1947, are: (1) That the Government has renounced its veto 
and prerogative by Statute by setting up an independent 
tribunal for the transport industry. This is a precedent 
which stgengthens and supports our just demands for an 
independent National Health Service court of arbitration. 
(2) Part V, 72 (2), relates to the qualifications of the perman- 
ent members of the Transport Tribunal and has statutory 
force. This section states that they shall be “persons of 
experience in transport business.” This is a statutory prece- 
dent which enforces our Recommendation 4 in Counvil’s 
Report. What is conceded to the railway and transport 
workers cannot be denied to the medical profession.—I am, 


etc., 
London, W.8. J. A. GoRsKyY. 


Telling the Family Doctor 


Smr,—One of the few remaining functions of a G.P. is to 
run an office where the patient can get directions about going 
to the correct specialist and where information about what 
has happened to the patient can be collected. Now even 








196 Nov. 3, 1951 


ASSOCIATION NOTICES 





SUPPLEMENT 10 THE 
BriTIisH MEDICAL JOURNAL 





this useful function is being taken from us. I have recently 
noted three ways in which this is happening. 

(1) Consultants acting as G.P.s. In one case recently, 
when the patient’s money had run out, the consultant advised 
the husband to ask me, as the panel doctor, to carry on his 
wife’s treatment. 

(2) School and other clinics. Information is rarely sent to 
the G.P. 1 asked a mother why her boy was mowing the 
lawn during school hours. “Oh, didn’t you know? The 
clinic sent him for a rupture operation.” Fortunately the 
hernia did not reappear. 

(3) Hospital confinements. On a patient’s return I tele- 
phoned the house-surgeon twice and the consultant once. 
Finally a letter to the house-surgeon got a reply ending, 
“It is not our custom to send letters in normal cases.” This 
“normal ” patient was rhesus-negative, had four stitches in 
the vagina and five in the perineum, and had been sent home 
the day after labour. (When I attended her for her first 
child she produced a baby a pound heavier without a tear. If 
this is “normal” hospital practice she might have done 
better at home.) 

As a house-man my rule was to write a letter on the day 
of, or the day before, the patient’s discharge. Why not let 
G.P.s know about their patients 7?—I am, etc., 


Wembley, Middlesex. M. C. ANDREWS. 


POINTS FROM LETTERS 


Great Betrayal 

Dr. E. S. A. Asus (West Kirby, Cheshire) writes: It is very 
significant that there has been no mention in the British Medical 
Journal of the booklet entitled “‘ The Great Betrayal” issued by 
the Fellowship for Freedom in Medicine to thousands of doctors 
in this country. I understand that the Negotiating Committee are 
not insisting on any ensuing remuneration being back-dated from 
the start of the N.H.S. A second booklet will no doubt be 
issued by F.F.M. entitled ‘“‘ The Great Betrayal—Continues.” 


** The adjudicator will be asked to decide the date from 
which the award will apply, and the G.M.S. Committee will 
press for retrospective readjustment. Dr. Ashe refers to a 
pamphlet entitled ‘“‘ The Medical Surrender ” issued by the Fellow- 
ship for Freedom in Medicine, Ltd., 45, Nottingham Place, 
London, W.1.—Eb., B.M.J. 
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Diary cf Central Meetings 


: NOVEMBER 
6 Tues. Orthopaedic Group Committee, 10 a.m. 
7 Wed Council, 10 a.m. 
8 Thurs. Subcommittee on Maladjusted Children, Psycho- 


logical Medicine Group Committee, 2 p.m. 


9 Fri. Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m. 


14 Wed. General Practice Review Committee, 11 a.m. 

15 Thurs, Dermatologists Group Committee, 10.30 a.m. 

15 Thurs. General Medical Services Committee, 11 a.m. 

15 Thurs. Journal Committee, 2 p.m. = 

22 Thurs. Committee on the Association of the General 


Practitioner with Hospital Work, 2 p.m. 
DECEMBER 


13 Thurs. Special Representative Meeting, 10 a.m. 


JANUARY 
16 Wed. General Practice Review Committee, 11 a.m. 


Branch and Division Meetings to be Held 
BLACKBURN Division.—At Swan and Royal Hotel, Clitheroe, 
Thursday, November 8, 8 p.m. to 1 a.m., annual dance. 


BUCKINGHAMSHIRE Division.—At Red Lion Hotel, High 
Wycombe, Thursday, November 8, 7.30 for 8 p.m., dinner-dance. 


CornwaLt Division.—At Carlyon Bay Hotel, Thursday, 
November 8, dinner and dance. 

Dorset Division.—At Old Shire Hall, Dorchester, Thursday, 
November 8, 8.30 p.m., meeting of aii medical practitioners in 
the area of the Division. 

Duptey Division.—At Educational Offices, St. James’s Road, 
Dudley, Tuesday, November 6, 9 p.m., consideration of First 
Interim Report of Council on Reform of National Health Service. 

Furness Division.—{1) At Orthopaedic Out-patient Depart- 
ment, North Lonsdale Hospital, Monday, November 5, 8 p.m., 
special general meeting; (2) at Technical College, Abbey Road, 
Barrow-in-Furness, Friday, November 9, 8 p.m., B.M.A. Lecture 
by Mr. Charles Donald: “ Surgical Diagnosis in Infancy and 
Childhood.” 

HampstTeaAD Drvision.—At North-western Fever Hospital 
(Royal Free Branch), Lawn Road, ~ N.W., Wednesday, 
November 7, 8.30 p.m., meeting of all medical practitioners in 
the area of the Division. 

HOoLLanD Division.—At White Hart Hotel, Spalding, Friday, 
November 2, 7.30 for 8 p.m., dinner; 9 p.m., address by Mr. H. E. 
Harding: “* Backache.” 

LEICESTERSHIRE AND RUTLAND BrancH.—At Leicester Royal 
yy = Thursday, November 8, 8.45 p.m., general meeting to 
discuss first Interim Report of Council on Reforms of National 
Health Service and instruction of representatives to Special 
Representative Meeting. 

MERSEYSIDE BRANCH.—At Liverpool Medical Institution, 114, 
Mount Pleasant, Liverpool, Friday, November 9, 8.30 p.m., 
B.M.A. Lecture by Dr. J. S. Fulton: “*X Rays and Radium as 
Therapeutic Agents.” 

Mip-Herts Division.—At Out-patient Clinic Building, Oster- 
hills Hospital, Friday, November 9, 8.30 p.m., clinical meeting 
arranged by medical staffs of St. Albans City Hospitals. 

NorTH-EAst Essex Division.—At Colchester Group Hospi- 
tals Management Committee, 14, Popes Lane, nee ange 


_ Wednesday, November 7, 8.30 p.m., meeting. Consideration o 


emery Report of Council on Reform of National Health 
rvice. 

NortH MIDDLESEX Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, November 6, 8.45 p.m. 
Discussion on the Council’s Report ou the Reform of the 
National Health Service. ; 

NUNEATON AND TAMWORTH Division.—At the Red Lion Hotel, 
Atherstone, Monday, November 5, 8.45 p.m., visit by Secretary, 
B.M.A., Dr. A. Macrae, to introduce Report of Council on 
Reform of National Health Service. 

Oxrorp Division.—At Maternity Lecture Theatre, Radcliffe 
Infirmary, Oxford, Wednesday, November 7, 8.15 p.m., meeti 
to consider first Interim Report of Council on Reform o 
National Health Service, and instruction of Representatives to 
Special Representative Meeting-on December 13 

Reigate Division.—At Burford Bridge Hotel, Dorking, 
Wednesday, November 7, 7.30 for 8 p.m., annual dinner-dance. 

RICHMOND Division.—At Royal Hospital, Richmond, Friday, 
November 9, 9 p.m., general meeting to discuss new ethical rules, 
followed by lecture by Miss Meave Kenny: ‘“ Female Sex 
Hormones.’ . 

SouTH-EAst Essex Drvision.—At Southend General Hospital, 
Friday, November 9, 8.30 p.m., B.M.A. Lecture by Professor 
Wilfrid Gaisford: ‘* Paediatrics in the Home.” 

SoutH LANCASHIRE AND East CHESHIRE BrRANCH.—At Midland 
Hotel, Manchester, Wednesday, November 7, 7.15 for 7.30 p.m., 
annual dinner. Speakers: Lord Horder, Sir Heneage Ogilvie, 
and Sir Harry Platt. 

TunsBrIDGE WELLS Division.—At Pembury Hospital, Wednes- 
day, November 7, 8.30 p.m., clinical meeting. 


Meetings of Branches and Divisions 
CovENTRY DIVISION 


A supper meeting of the Division was held on October 2 at 
Coventry. The chairman, Dr. James Ballantine, delivered his 
inaugural address on “ Reminiscences of a General Practitioner.” 
He took his material from the last 100 years and compared the 
general practitioner of to-day with his predecessor of 1851, givin 
a general survey of prevailing conditions in general practice an 
discussing in particular the work done and the ~ used. 
He then considered how new discoveries, especially in medicine 
and surgery, had influenced the general practitioner’s work, men- 
tioning in particular the changes wrought by radiography, anaes- 
thesia, antiseptic ‘surgery, treatment with insulin, and the newer 
antibiotics. He also referred to the work of social reformers and 
to the rising influence of the B.M.A. in the course of the years. 
After paying a tribute to the general practitioner for seeing the 
humorous side of a tying life, and for the way he had tackled 
the N.H.I. and N.H.S. Acts, he gave a glimpse of the future 
with the hope that the general practitioner would still remain the 
backbone of the profession. 
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CONFERENCE OF LOCAL MEDICAL COMMITTEES 





THE FORTHCOMING ADJUDICATION 


The Annual Conference of representatives of Local Medical 
Committees was held at B.M.A. House, London, on Wednes- 
day, October 31. The chair was taken by Dr. W. Jope, of 
Blantyre, Lanarkshire. 

The main business of the Conference arose on the Annual, 
Supplementary, and Second Supplementary Reports of the 
General Medical Services Committee, which were published 
in the Supplements of September 1 and October 13 and 20 
respectively. 

Dr. S. Wanp, Chairman of the G.M.S. Committee, in 
presenting these reports, said that this had been another 
heavy year. It was amazing that the Committee should have 
such a mass of informatidn to pass out to the periphery 
after one session’s work. Action had been taken to bring 
about certain improvements in the Service. Maternity service 
administration had been improved, certification had been 
made a little easier, the on-cost allowance for chemists had 
been increased, and the way was now open for a resumption 
of discussion on stock orders. A number of suggestions for 
economies had come forward. One of the points made was 
that there should be a reissue of the booklet similar to the 
one put out before the war to help doctors to prescribe as 
economically as possible. The Ministry thought it would be 
better if a prescriber’s bulletin was issued to all doctors in 
the Service from time to time. Such a booklet was in 
preparation. 

As to the shortage of hospital beds, a number of discus- 
sions had taken place with the Ministry, and as a result, 
although none of them could feel satisfied that everything 
had been done, he believed that progress had been made and 
the urgency of the problem had been brought*home to the 
Ministry and others concerned. The machinery for getting 
urgent cases admitted to hospitals would be improved. An 
important point had been obtained that in cases which went 
to the tribunals for inquiry, if the doctor’s name was not 
erased from the list, his name would not appear in the 
account of .the proceedings. A machinery had been devised 
for cemocratic election of an Assistants and Newly Estab- 
lished Practitioners Committee. The health centre problem 


was beginning to loom fairly largely and discussions on this 
had taken place in London. 

Finally, there was the question of arbitration in Whitley. 
Even though the Service was 34 years old there was no 
arbitration machinery in Whitley, and this matter was réceiv- 
ing most urgent consideration. 


‘ Date of Annual Conference 

A proposal was made by Birmingham and Worcestershire 
that the Annual Conference should ordinarily be held in 
May or June instead of in October. Dr. A. BEAUCHAMP 
said that this would strengthen the’ individuality of the 
G.M.S. Committee. If the Conference were held just before 
the Annual Representative Meeting the latter would have 
before it the’ decisions which the Conference had taken. 

The motion was supported by Dr. M. J. FLYNN (Preston) 
and Dr. F. M. Rose (Committee). 

Dr. Howie Woop (Isle of Wight) opposed ; there was 
everything to be said for an interval between the Annual 
Representative Meeting and their own Conference. To 
hold the Conference just before the A.R.M. would mean a 
jamming of the agenda. 

Dr. Wanpb asked for favourable consideration of the pro- 
posal. He did not know why it was ever decided that the 
Conference shouldbe held in the autumn. If the Confer- 
ence was held before the A.R.M. a good deal of confused 
thinking about the autonomous bodies woald be resolved. 

The proposal was carried. 


Remuneration of General Practitioners 

In moving approval of the action taken by the General 
Medical Services Committee in pursuance of the instructions 
of the Special Conference in July, Dr. WAND said that at 
the Special Conference a Government offér was placed 
before the representatives ‘of a maximum of £2m., with 
certain provisos regarding rearrangement of distribution and 
economies in prescribing. That Conference had decided, 
however, to press for arbitration. As a result of that 
decision the Government withdrew its offer and conceded 
arbitration. Certain terms of reference were indicated, again 
with two provisos, one that they would be willing to accept 
the findings, and, secondly, that agreement would be reached 
in the Working Party as to a method of distribution. This 
seemed to them to be a move in the right direction. They 
agreed to abide by the finding of the adjudicator. 

He wanted to draw attention to the points which had been 
gained in the discussions of the last few weeks. These talks 
had gone on for a long time. Some of them had been 
friendly, some less friendly. In some instances it had been 
a case of the survival of the fittest, and “I think we have 
survived.” They had obtained arbitration and they had the 
virtual promise of a High Court judge to act as adjudicator. 

° 2442 
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Constitutionally it was for the Lord Chancellor to see if 
a High Court judge was available. The “ ceiling” had been 
removed. The conditions about economy in prescribing had 
now ceased to find any place in the correspondence. They 
had obtained a promise that there would be a periodical 
review of practice expenses if it could be reasonably shown 
that there had been a fair medsure of economic change. The 
adjudicator might determine his findings in terms of number 
of doctors. The terms of reference of the adjudication had 
been modified to suit the demands of the profession. All the 
representations they had made with regard to these terms of 
reference had been set out. The terms of reference of the 
Working Party had been modified considerably so as to 
widen its scope in the way they desired. 

They had received an undertaking that the findings of the 
adjudicator would be made known before the Working Party 
had concluded its deliberations. Finally, if there was dis- 
agreement in the Working Party then the question of arbitra- 
tion on the points of disagreement was not ruled out. 

“We are now,” said Dr. Wand in conclusion, “ in process 
of preparing for the adjudication, and we have to await the 
result. There are resolutions on the agenda which might 
appear to be an attempt to prejudge the results of the 
Working Party. We have contended in our conversations 
with the Minister that the Working Party should have a 
completely free hand. I hope the Conference will agree that 
your Committee has done what it was asked to do up to this 
stage.” (Applause.) 


The Timing of the Adjudication 


Dr. Wanp, in reply to a questior about timing, said that 
this forthcoming adjudication was probably the most vital 
thing that had happened to general practitioners in this 
country since the Court of Inquiry in 1937. They had 
decided that their case should be put by counsel, and it was 
most important that counsel] should be given time to study 
his brief. It was not enough to have experts on figures ; 
counsel should know all that lay behind the figures which 
went to make their case. There was the question of the 
status of the profession and so on to be considered, and 
all this could not be learned by any counsel from a paper 
brief or from one or two interviews. They knew that the 
Ministry was proposing to use the Doctors’ Remuneration 
Tables, which had been brought up to date, but which so far 
they had not seen, and they knew there were certain implica- 
tions from those Tables which had to-be challenged. The 
Tables would not be available for a few weeks. The adjudi- 
cator could date back his award as he wished, and they 
hoped they would make a case for the progressive dating 
back, according ‘to the betterment factor, over the past 34 
years. (Applause.) 

He asked the Conference to be reasonable in this matter of 
timing and pot to expect this adjudication to take place until 
perhaps the end of the winter. They must not put a foot 
wrong, and he for one would be very sorry to see their case 
spoiled because they were tied down in advance to some par- 
ticular date. He asked that their representatives be trusted 
to go forward with the greatest speed consistent with getting 
their case represented to the very best advantage. (Applause.) 

Dr. F. J. ROBERTSON (Newcastle-upon-Tyne) moved that 
the terms of reference to the adjudicator should begin as 
follows: “To determine the size of the Central Pool, after 
taking aceount of remuneration from all other medical pro- 
fessional sources received by practitioners... .” In the 
terms of reference as stated the words “ medical profes- 
sional” did not appear. In what other profession or trade 
was the private income of the persons concerned taken into 
consideration when questions of salaries arose? He asked 
for this clarification of the terms of reference before adjudi- 
cation began. , 

Dr. Wanp said that Newcastle had certainly made a useful 
point, and an endeavour would be made to get the words 
incorporated in the actual final arrangement for adjudication. 

Dr. ROBERTSON accepted this assurance and withdrew his 


motion. 


7 > 
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The Central Pool... _ 


Dr. A. N. MatuiAs (Middlesex) moved to instruct the Com- 
mittee to examine alternative methods of remuneration to the 
present pool, and to endeavour to obtain a national capita- 
tion fee which would be subject only to very minor local 
alteration as might be agreed upon with the local medical 
committee. There had been no full inquiry into the pool 
for the last 20 years, and as they were now in another type 
of Service which did not depend on ‘the insurance element 
Middlesex thought that the time was ripe for the method to 
be investigated from the ground upwards. 

Dr. WAND said that any conclusions reached in the 
Working Party would be before that Conference for prior 
approval. He would ask them to-day to pass no resoh- 
tion at all which committed the Working Party to anything. 
Such a resolution as Middlesex had moved was tied"up with 
many other things. 

The Middlesex representative agreed to refer the matter to 


- the Committee. 


An amendment by Bedfordshire was also referred to the 
Committee—namely, that if the adjudicator decided that an 
increase in remuneration should be made retrospective, the 
arrears should be credited to the superannuation accounts of 
practitioners, except that in cases of hardship or where the 
practitioner was not superannuable the arrears would be 
paid to a practitioner. 

Dr. D. L. S. JonNsTON (Halifax) moved that the additional 
amount of the central pool as decided by arbitration be paid 
at once into the central pool and the additional money thus 
obtained be kept until the method of distribution had been 
agreed. He said that at the Special Conference they asked 
for arbitration on the implementation of the Spens Report 
for a period of three years, during which time they con- 
sidered they had been inadequately remunerated. Arbitra- 
tion had now been conceded, but with this qualification, that 
any award would be contingent upon agreement having been 
reached on the manner of distribution. His committee was 
not opposed to a new method of distribution, but it was per- 
turbed because after the arbitrator had given his award there 
would take place a long period of discussion on how the 
money was to be distributed. In other words, they had to 
find a new way of distributing the central pool, which might 
take a long time, and during that time much might take 
place, such as a new financial crisis. 

Dr. WanpD said that this Halifax amendment would mean 
reopening the terms of reference and itself involve further 
postponement. 

The Halifax motion was lost. 


Basic Salary 


Dr. C. O’Donovan (Leicestershire and Rutland) moved to 
instruct the Committee to seek negotiations with the Minister 
of Health for the establishment of a basic salary pool entirely 
independent of the central pool. He said that they were at 
present financing the new man setting up in practice. Some 
practitioners with incomes even smaller than that of the 
recipient of the basic salary were financing the man who 
received such a salary. His motion would remove a very 
genuine grievance felt by established practitioners in his 
area that they were subsidizing new entrants to the detriment 
of their own income. 

Dr. FRANK Gray (Committee) said that he did not think 
Leicestershire and Rutland realized the implications of their 
proposal. They wanted a separate pool; where did they 
think it was coming from, anyway? If the motion were 
carried the Treasury would mark out a portion of the present 
pool ; they would also separate, to be on the safe side, more 


than was necessary, there would be a surplus at the end, and / 


the surplus would return to the Treasury. To set up a 
separate pool would be to say to the Treasury, “ Keep the 
change.” Moreover, if this money did not belong to prac- 
titioners, what claim would they have to say whether a basic 
salary should be awarded or not? He invited the Con- 
ference to turn this resolution down flat. 
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Dr. F. E. Goutp (Birmingham) supported Dr. Gray. This 
resolution would take away from doctors who really knew 
the circumstances of each case the responsibility of deter- 
mining whether a man was a suitable applicant for basic 
salary or not. 

Dr. WaNnD considered that such a resolution as that of 
Leicestershire and Rutland might be interpreted as registering 
an opinion in favour of a whole-time salaried service. 

The motion was lost by a very large majority. 

In the absence of the representative by reason of illness, a 
motion by Berkshire was moved formally, urging that local 
medical committees should have an opportunity of examining 
the amended model distribution scheme before it was 
accepted by the General Medical Services Committee. This 
was agreed to for reference to the Committee. 


Mileage 

Dr. W. M. Knox (Glasgow) moved that the present 
method of distribution of the Mileage Fund be abandoned, 
and that the Working Party be requested to_consider the 
whole question with a view to a more equitable distribution. 
He said that the mileage fund originated in the early days of 
N.H.L, when it was. produced as a method of providing 
service in difficult areas. Since then it had grown up in a 
haphazard manner, and various anomalies had arisen. The 
result was that the “ mileage fund” was now a misnomer ; 
it included not only mileage but timeage and other things. 
As a result of all that had happened in the last thirty years 
certain cases had arisen whereby mileage had been paid 
where seemingly it was not justifiable. 

Dr. C. F. R. Kitxicx (Chairman of the Rural Practitioners 
Subcommittee) said that a departmental committee was set 
up by the Government to go into the whole question of the 
mileage fund. This committee had set up a Working Party, 
and therefore he thought they should not come to a definite 
conclusion on this matter until the inquiries now proceeding 
were concluded. The whole of the mileage fund question 
should be looked into from the ground upwards. All the 
suggestions which Dr. Knox had made had already been 
brought forward to the committee now sitting and were being 
investigated. He felt that the mileage fund was the only 
way of recompensing the rural practitioner for certain diffi- 
culties in his practice such as the urban practitioner did not 
have to meet. 

Dr. KNox agreed that his motion should be referred to the 
committee, and this had the assent of the Conference. 


The Patient-Principal Ratio 

Dr. C. O’DoNovan (Leicestershire and Rutland) moved: 

That this Conference regrets that the General Medical Services 
Committee failed to place before local medical committees and 
gave apparent approval to the question of the patient-principal 
ratio being reduced from the statutory number (4,000) of persons 
on doctors’ lists to that of 3,000 in respect of the medical survey 
on the part of executive councils, as indicated by E.C.L. 115/50 
from the Ministry of Health, in consultation with the Medical 
Practices Committee. 


He said that his committee was unanimously of opinion 
that before taking such a major step the G.M.S. Committee 
should have referred the matter back to local medical com- 
mittees and should have refused to acquiesce in any such 
areal average until the position of the central fund was first 
agreed. 

_ Dr. W. WooLLey (Committee) denied that the G.M.S. Com- 
mittee had approved of the cutting down of the maximum 
number allowed on a doctor’s list from 4.000 to 3,000 as was 
stated in this motion. . What he would like to do was to tell 
the Conference how he thought this figure of 3,000 had 
been arrived at. The Medical Practices Committee received 
its figures from executive councils. They were true figures, 
but they did not furnish the complete picture, and that was 
where their difficulties arose. They could not give the 
number of doctors, for example, whose patients infiltrated 
into an area although the doctors themselves did not live 
there and had the major part of their practice somewhere 


else. There was a good deal of misunderstanding about the 
work of the Medical Practices Committee. Its members 
included medical representatives who were doing a grand 
job of work and had been nominated by the profession. He 
suggested that the Medical Practices Commitlee might be 
invited to send to the next Conference one of their members 
to tell them just what the Committee’s job was and how 
they set about doing it. 

Dr. S. R. Fee (Stoke-on-Trent) moved an amendment 
which called upon the Conference not merely to regret but 
to register its strong disapproval of the failure of the G.M.S. 
Committee to do what was stated in the Leicestershire and 
Rutland motion. - 

Dr. WAND said that the Medical Practices Committee had 
a difficult job to do. It had to make arrangements for the 
adequate doctoring of the various areas and for the admission 
of new entrants into practices. It was true that the G.M.S. 
Committee had taken no exception to the figure mentioned, 
but that was as far as it had gone. They had got to find 
a figure somewhere. He hoped the Conference would not 
make the job of the Medical Practices Committee more 
difficult. In the difficult situation in which that committee 
had been placed it had acquitted itself in a way they would 
have expected of people nominated by the profession. It 
had done this under the very fair and able chairmanship 
of Dr. Dornan. 

Dr. O’Donovan said that they were not arguing against the 
inclusion of new entrants, but they did not want such inclu- 
sion at the expense of underpaid established colleagues. 
There were other means of getting new entrants into practice 
without sabsidizing them in this way. 

The Leicestershire and Rutland motion was lost. 

Dr. C. G. M. DoNALDSON (Somerset) moved that the con- 
tinued use of the figure of 3,000 by the Medical Practices 
Committee when deciding the classification of under-doctored 
areas, while the maximum official figure was 4,000, was. to 
be deplored. He said that in his area their experience was 
that the average was not considered at all ; what was con- 
sidered was the highest list number. He felt that the young 
man was being penalized because he could not compete in 
an area which was declared open. 

The Somerset amendment was carried by 93 votes against 


62. 
Medical Practices Committee Criticized 


Dr. H. W. Bowyer (Bolton) said that the criterion on 
which the Medical Practices Committee relied when con- 
sidering reclassification of an area was unrealistic when 
applied to a compact industrial area. In reclassifying areas 
from Schedule 2 to Schedule 3 no area was included in the 
latter schedule unless the average list fell below 2,000. The 
figure 3,000 would be more in accordance with the situation. 

Dr. J. C. MCMASTER (Somerset) said that there must be 
some figure stated, but it should be a realistic one. The 
present procedure of the Medical Practices Committee 
seemed to take no account of what the position really 
was. A man might have over 3,000 patients on his personal 
list, but he might take a partner with very few on his list 
or an assistant with none. Who was to know what the actual 
position was ? Certainly not a committee sitting in London. 
Local advice in these matters was necessary, and local advice 
would show cases in which the position was the opposite 
to what might be inferred from the figures. 

Dr. J. A. PripHaM, a member of the Medical Practices 
Committee, was asked to say whether there was a uni- 
form figure which was taken by his committee. The same 
figure was applied at the start of the calculation, and 
after that all sorts of other considerations were taken 
into account. 

A REPRESENTATIVE: What is the figure ? 

Dr. PripHam said that the figure “was about 1,600. It was 
a mistake to suppose that they took a figure of 3,000 and 
worked on that. They took all the doctors in the area who 
were practising and they took account of assistants, each 
assistant being counted as a half-unit. They took all the 
patients on the lists of these doctors, and worked out an 
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average. The fact that a doctor might be practising out- 
side an area but had a large number of patients in the area 
was also taken into account. What they worked on was 
the total figure supplied by the executive council after con- 
sultation with the local medical committee. They struck an 
average, and after that all these various other considerations 
were taken into the reckoning. 

He added that the Medical Practices Committee was a 
committee of the Ministry, but it acted entirely indepen- 
dently of the Ministry. Its chairman and all its medical 
members were chosen after nomination by the profession, 
and in fact it was the only committee in connexion with 
the Act:in which all their nominations had been accepted 
by the Minister. (Applause.) 

The Conference then had before it as a substantive motion 
the amendment of Somerset deploring the continued use of 
the figure of 3,000 by the Medical Practices Committee 
when deciding the classification of under-doctored areas, 
while the maximum official figure was 4,000 patients per 
doctor. This was now taken as an amendment to the 
cognate paragraphs in the report of the G.M.S. Committee. 

Dr. WaND pointed out that, if this was carried to its 
logical conclusion, according to the argument of one or 
two speakers in the discussion, they would in fact be closing 
almost every area to a young practitioner. He would not 
attempt to guide the Conference further, but he asked them 
to consider what they would think if they had a young 
relative desiring to enter practice. Would they want the 
figure of 3,000 to operate or would they want a higher 
figure which would virtually close many areas to him? He 
added that he was sure there was some confusion of thought 
about the various schedules according to which the Medi- 
cal Practices Committee acted, and he hoped that they would 
revise their terminology to make those schedules clear. 

It was agreed that the cognate paragraphs of the Annual 
Report concerning the Medical Practices Committee (paras. 
30 and 31), as amended by the Somerset proposal, should 
be referred “ack to the G.M.S. Committee, with instructions 
to report to the next Conference. 


The Filling of Vacancies 

Dr. WAND, on behalf of the Committee, moved the first 
of two recommendations: 

That an amendment be made in the N.H.S. regulations to add 
a condition to the terms of service that a doctor will not, without 
the consent of the executive council (or, on appeal, of the Medical 
Practices Committee), provide general medical services from the 
premises (to be defined) of an outgoing doctor for a period not 
exceeding one year after the vacant practice has been officially 
taken over. 

The other recommendation which figured in the debate, 
although technically it was not moved, was as follows: 

That an undertaking be secured from an applicant for a vacant 
practice that, if successful and if the practice premises are avail- 
able and he wishes to buy them, he will be willing to pay the 
price approved by the Medical Practices Committee and to take 
effective steps to acquire the premises within two months of 
officially taking over the vacant practice; if such option is not 
exercised within two months the vendor to be at liberty to sell the 
practice premises to whomsoever he wishes, including another 
medical practitioner who will not normally be barred from 
practising from the premises. 

Dr. Wand said that the first of these recommendations 
endeavoured to make the position which had arisen under 
the Act a little easier. Doctors were being appointed to 
practices, but, finding that the house from which the prac- 
tice had been worked had been taken by another doctor, 
perhaps an unsuccessful applicant, or perhaps the locum- 
tenent of the old practice, they had been placed in great 
difficulty and had not been able to take over. The arrange- 
ment proposed in the recommendation was the best that 
could be made at the present moment. He gathered that 
London was prepared to bring forward a slightly different 
proposal, covering also the position in an area where there 
was a health centre, and he would agree, subject to certain 
verbal rearrangements, to accept the London motion in place 


of his recommendations. The idea was to protect as far 
as they could the man appointed to the practice. 


An Infringement of Liberty 

Dr. A. C. E. Breach (Committee) moved: 

That the G.M.S Committee be requested to reconsider these 
recommendations and to place them before the Council of the, 
B.M.A. so that their full implications may be studied in relation 
to all other sections of the profession. 


He peinted out that these recommendations appeared in 
the Supplementary Report, which meant that many local 
medical committees had not had an opportunity of study- 
ing them. The G.M.S. Committee itself, judging from what 
Dr. Wand had said, was far from satisfied that it had reached 
the right solution, at any rate so far as any permanent 
arrangement was concerned. He agreed that the recom- 
mendations were less obnoxious than the original sugges- 
tions made by the Ministry, but that did not mean that they 
were worthy of the Conference’s acceptance. What was 
here proposed was an interference with the liberty of the 
subject. He begged-that these proposals should be sub- 
mitted to the criticism of the Representative Body so that 
other sections of the profession might have an opportunity 
of judging upon them. 

Dr. A. V. Russet (Wolverhampton) seconded this 
amendment. His committee had the gravest misgivings with 
regard to these recommendations. Dr. MAIDEN (Lincoln) 
also supported the amendment on the ground of the loss of 
freedom which the recommendations would entail.' Dr. A. B. 
Davies (Committee) said that there was a minority view 
on the G.M.S. Committee against these recommendations. 
The section of the Act which was concerned was a weak one 
and they were now asked to do something to make it work, 
but if they did this they did it at the further sacrifice of 
freedom. Dr. J. C. ARTHUR (Gateshead) said that he would 
be the last to deny that there was definite need for something 
to be done in this respect, but the question was whether it 
justified another nail in the coffin of liberty. 


The Position in Health Centre Areas 


Dr. FRANK Gray (London) said that he did not think the 
Conference realized the seriousness of the implications. The 
Conference had decided its policy on health centres—namely, 
that, where a health centre was set up, the area around that 
health centre should be closed. The health centre at Wood- 
berry Down, London, would open in the spring or early 
summer of next year. They had been to the Ministry and 
had been told that it was quite impossible to put into ibe 
without amending legislation this proposal for closing the 
area, and that it was impossible to get amending legislation 
in time for the opening of Woodberry Down. Therefore 
the G.M.S. Committee was asking the Conference to accord 
some lesser measure of protection to the practitioners con- 
cerned by altering the terms of service to prohibit a doctor 
from practising from the premises of a doctor who had 
gone into the health centre. If Dr. Breach’s amendment were 
carried these doctors in Woodberry Down would be left 
without any protection at all. And where was ‘the real 
restriction of freedom ? The doctor who was selected after 
careful consideration and found that he could not take up the 
practice because some “smart Aleck” had slipped in and 
got the house ought surely to have his case considered. Was 
not the freedom of such a doctor worthy of regard? The 
amendment which was down in the name of London and 
which he hoped to move made it plain that there was only 
one restriction to be imposed—namely, that a doctor should 
not practise from these premises without the consent of the 
executive council. Dr. Breach’s amendment meant that the 
Conference itself was not capable of coming to a decision 
on this question, and that the question must be remitted to 
another body. It was a slur on the Conference. 

Dr. F. M. Rose said that the G.M.S. Committee had 
considered quite a number of alternatives, but all of them 
were full of even less desirable features than the recommen- 
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dation placed before the Conference. It was realized that 
some measure must be taken to stop the present abuse. 

Dr. TALBOT ROGERS (Committee) supported what Dr. Gray 
had said. 

Dr. Wanp said that if the Conference -turned down this 
recommendation in view of Dr. Breach’s arguments that it 
was fundamentally unsound and wrong, then the G.M.S. 
Committee would have to regard it as equally unsound and 
wrong in relation.to health centres and reverse its policy 
accordingly. 

Dr. A. CAMPBELL (Committee) suggested that_health centres 
should be taken out of consideration in this discussion. It 
was a side issue. He hoped they might have a full debate 
on the London amendment. In the administrative county 
of Lancashire, with 1,800 doctors and two million on the 
lists, they had only had such a case once. Dr. M. J. FLYNN 
(Preston) thought that Dr. Breach was quite wrong in asking 
for this to be referred to the Council of the B.M.A. It was 
a matter for decision by the Conference. Dr. P. J. GIBBONS 
(Liverpool) thought that they were usurping here the func- 
tions of the executive council. The bottleneck was the 
doctor’s house. How was the bottleneck constituted? It 
arose from the price of the house. It would be in order 
for the executive council to advance the market price of the 
house to the incoming doctor. Dr. BARBARA WOODHOUSE 
(Middlesex) said that surely the most obvious way of solving 
the whole problem was to return to doctors the ownership 
of the goodwill in their practices. (“ Hear, hear.”) 

Dr. WaND asked whose liberty they were restricting. They 
were not restricting the right of the widow of the former 
doctor to sell the house. She could sell it to whomsoever 
she liked. . 

Replying on the discussion, Dr. Breacn described the 
introduction of the question of health centres as a red 
herring. The matter under discussion had no relevance to 
the restriction of areas around health centres. There was a 
real difficulty here, but two wrongs did not make a right. 
They were told that the G.M.S. Committee had been study- 
ing the matter for two years. He was shocked to hear that 
after two years this was the best that could be brought 
forward. 

Dr. Breach’s. amendment to request the. G.M.S. Com- 
mittee to reconsider the recommendations and place them 
before the B.M.A. Council was carried on a show of hands. 


Divided Opinion 


The CHatRMAN then ruled that this now became the sub- 
stantive motion, and as there was evidently such a division 
of opinion on it he would leave it open for further discussion. 

Dr. FRANK Gray (London) moved to add the further 
words to the motion now before the meeting: 

‘“* but nevertheless the Conference hereby agrees that an amend- 
ment be made to the National Health Service regulations to add 
a condition to the terms of-service that a doctor will not without 
the consent of the executive council (or, on appeal, of the Medical 
Practices Committee) for a period not exceeding one year provide 
general medical services from the premises of a doctor who has 
transferred his practice to a health centre.” 

He pointed out that this was a health centre question only. 
The Conference had already asked that a much greater 
restriction should be imposed—namely, the closing of the 
area around a health centre—but this would require amend- 
ing legislation, which could not be passed in time for Wood- 
berry Down. At Woodberry Down six doctors were poing 
to conduct an experiment which would be for the benefit 
of the whole country. Were they not to have this lesser 
measure of protection accorded to them ? 

A REPRESENTATIVE: Where are the Woodberry doctors 
going to live ? 

Dr. Gray said that he could not answer that question. 
But if they were going to move their practices they should 
have a fair deal. 

Dr. W. Woo..ey (Bristol), who seconded Dr. Gray’s 
amendment, said that this question of health centres was 
an urgent one. 


Dr. WanpD asked what it would look like, in view of the 
protestations of Dr. Breach about liberty, if they preserved 
the liberty of the subject in the case of established practi- 
tioners, such as those who were going into health centres, 
but rejected the preservation of such liberty in the case of 
the young practitioner to go into a practice to which he 
had been properly appointed. The young practitioner who 
had been running round the country looking for a vacancy 
would find that somebody else had been able to get hold of 
the house from which the practice should have been carried 
on, and he would be given no protection, so that he would 
have to start his long trail again. This had happened in 
30 or 40 cases. 

Dr. G. P. WitutiaMs (Anglesey) thought it was a poor 
look-out for the health centre if it could not stand up to 
the opposition of an odd individual who had got the “ guts ” 
to try out a practice on his own against a partnership of 
six or eight. : 

Dr. Gray asked that they be fair to the practitioners in 
health centres; who were embarking upon a new course 
and did not know where it would lead them. . 

The amendment by Dr. Gray was lost, and Dr. Breach’s 
amendment as the substantive motion was stitl before the 
Conference. 

Dr. WanpD said that after two years of intensive delibera- 
tions between the three parties concerned his committee 
had come to the Conference with a clear-cut simple solu- 
tion. As a representative of his committee he regretted 
that the Conference had passed a resolution which had the 
effect of defeating the Committee’s recommendation and 
that he had not had the opportunity of putting the whole 
of the arguments forward in reply to the various speeches . 
on the other side. (Applause.) 

Dr. Breach’s proposal to request the Committee to 
reconsider the recommendations and place them before 
the B.M.A. Council was then put to the Conference and 
again carried, this time as a substantive motion. The 
CHAIRMAN then ruled that certain other motions on the 
agenda were covered by this decision. 

A motion by Southampton expressing concern that there 
should be any further encroachment upon .the right of a 
doctor to practise in any open area was carried. The repre- 
sentative narrated a case which had occurred in his own 
area. 

Dr. A. D. Stoker (Derbyshire) deprecated the powers of 
the Medical Practices Committee in that, without the know- 
ledge of local conditions, it might override the decisions of 
executive councils and local medical committees. He thought 
the powers of the Medical Practices Committee should be 
limited to the giving of advice. In Scotland, where the 
committee acted only as a court of appeal, they did these 
things much better. Remote control was bad in principle 
and worse in operation. 

Dr. WAND pointed out that there was little point in pass- 
ing a resolution which was contrary to an Act of Parliament 
“just flat out like that,” and he suggested that the con- 
siderations which Derbyshire had advanced should be 
referred to the Committee, and the Conference agreed to 
this course. 


The Government Committee to Study General Practice 


Dr. WaND* moved as a recommendation from his com- 
mittee that the Conference authorize the Committee to accept 
the invitation of the Central Health Services Council's 
Committee on General Practice to submit evidence. 

Kent and Canterbury had an amendment which called for 
a definite undertaking that the General Medical Services 
Committee would be fully consulted before the findings of 
the Government committee were put into effect. Dr. Wand 
said that he did not know what Kent and Canterbury wanted 


’ them to do about it. They could not get an unqualified 


assurance from the Minister, because it would be unconsti- 
tutional on his part to give it, but he thought they had as 
much assurance as was possible. Was there any other section 
of the community or any other profession which could have 
got the assurances they had received on this matter ? 
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The amendment was lost and the recommendation was 
agreed to. 

Dr. A. C. E. Breach moved that, having regard to the 
fact that an invitation to submit evidence was addressed to 
the B.M.A. and to other medical bodies, all these bodies 
should agree to submit a single unified report. In order to 
accomplish this the Council of the B.M.A. should set up an 
ad hoc committee composed of representatives of the General 
Practice Review Committee of the Association, the G.M.S. 
Committee, various other Association committees, the 
Fellowship for Freedom in Medicine, and the Medical Prac- 
titioners Union. Unity in the presentation of their advice to 
the Government was all-important. It was not too much to 
say that the whole shape of general practice might be deter- 
mined by the findings of this committee. Co-ordinating 
machinery within the profession was needed to screen the 
mass of evidence which would be accumulated and mould 
it into a single document. 

Dr. H. ALEXANDER (London), in seconding, spoke of the 
importance of a united front. 

Dr.- WAND said that if the purpose of this resolution was to 
get unity it was very curiously phrased. Surely at this stage 
it should be left to the Council of the B.M.A. to determine 
its policy. Both the mover and seconder of the motion 
were members of the Council. He thought it would be 
impertinent for the Conference to tell the Council what: it 
ought to do. In any event a co-ordinating committee of 40 
members, which Dr. Breach had suggested in an appendix to 
his motion, was something to be viewed with horror, and he 
noted that of the 40 members the G.M.S. Committee was 
only to have eight. 

A motion to pass to the next business was accepted. 


._ Maternity Services 

Dr. C. F. Wricut (Reading) moved as an amendment to 
what was proposed in the report of the Committee (paras. 
44-45) that if the family doctor was sent for by a midwife or 
responded to an emergency call by the relatives for a 
maternity patient who had been discharged from hospital, 
and such call was before the 28th day after the confinement, 
a fee of half-a-guinea per visit should be payable. 

This was accepted by Dr. WAND as a reference to his com- 
mittee. Three amendments on the subject of maternity 
outfits, calling for the reopening of negotiations with the 
Ministry in order that the scheme for supplying such outfits 
might be available to patients confined in private nursing- 
homes, were stated by Dr. Wand to be in line with what the 
Committee was doing. 

On a motion by Inverness County that the capitation fee 
for dispensing should be increased, Dr. WAND said that the 
necessary action had already been taken. 


Economy in Prescribing 

Dr. A. C. Henpry (Aberdeen and Kincardine) desired 
appropriate action to be taken to ensure that all advertise- 
ments of proprietary drugs allowed to be prescribed under 
the N.H.S. should indicate clearly the price of the drug. 

Dr. WaND said that he wondered whether the Conference 
wished this to be done in this particular way. The end was 
a desirable one, but the question was the nieans. If this 
resolution was passed as it stood the Minister would be 
asked to take appropriate action, which meant regulation or 
a statutory instrument. He did not think they should wish 
to interfere with the advertiser when he communicated with 
a doctor, and require him to state the cost, if he did not 
wish to do so. On the other hand they had made representa- 
tions that the cost of some of these medicaments should be 


included in the Drug Tariff. He did not like giving the — 


Minister powers to direct any persons on how they should 
go about their business. 

The phrase “allowed to be prescribed under the Health 
Service ” was withdrawn, and the motion that in all advertise- 
ments issued to doctors the price of proprietary drugs should 
be clearly shown was referred to the Committee. 


General Practitioners and Hospital Work 


| Dr. D. H. A. GaLBrarrH (Cornwall) moved that in view of 
the increasing divorce of the gener?! practitioner service from 
the hospital service every hospita: management committee 
should be pressed to consider the possibility of making use 
of the services of general practitioners in the hospitals under 
their control, either as clinical assistants or as part-time 
house-officers or in any other practicable manner. 

Dr. FRANK Gray pointed out that one of the most import- 
ant things in the forthcoming adjudication would be the 
relation of general-practitioner remuneration to that of other 
sections of the profession. They were insisting in the G.M.S. 
Committee that general practitioners should not be in an 
inferior position to consultants. 

Dr. WanpD pointed out that in passing this resolution they 
were emphasizing a point of view which could be dealt with 
after the adjudication was out of the way. 

The motion was agreed to, with the deletion of the last 
phrase: “either as clinical assistants or as part-time house- 
officers or in any other practicable manner.” 

A motion by Manchester asking that the Ministry be 
pressed to put into effect the assurance it had given that 
general practitioners would be represented on hospital boards 
was withdrawn after Dr. Wanp had pointed out that no 
Minister could give an unqualified assurance unless it was 
embodied in legislation. They had a reasonable assurance 
that practitioners would be represented on regional. hospital 
boards, and they had prepared machinery whereby nomina- 
tions could be arranged. The Consultants and Specialists 
Committee was in full agreement, and it would be seen how 
it worked in the forthcoming. election. 


Institutional Midwifery 


Dr. J. C. ArtHUR (Gateshead) moved that much firmer 
action would be required ‘by the Ministry of Health if 
hospital management committees were to take effective steps 
to provide general-practitioner maternity beds. 

Dr. KennNepDy (Isle of Wight) expressed satisfaction 
that the Committee was raising the question of the allo- 
cation to general practitioners of some maternity beds in 
suitable hospitals, for the care of their own patients, and 
begged the Committee to press this point home. It was not 
sufficient to -have an assurance from the Ministry that they 
were going to send out a memorandum. The memorandum 
must be followed by action. ; 

Dr. BaRBaRA WoopxHouse (Middlesex) put forward a 
strong plea that it should be made mandatory on regional 
hospital boards to put into effect the Ministry’s policy with 
regard to general-practitioner maternity beds, and she hoped 
this view would be supported not only in that Conference 
but in their local medical committees. 

A Répresentative pointed out that until there were more 
beds available there was a real danger that cottage hospital 
beds would be converted into maternity beds. 

The Gateshead motion was carried, the Isle of Wight and 
Middlesex motions (approving the Ministry’s view with 
regard to general-practitioner maternity beds and asking that 
it should be mandatory on regional hospital boards to put 
this policy into effect) being covered by the decision. 


Remuneration of Clinical Assistants 


Dr. J. T. Daty (Worcestershire) moved that in view of the 
rapid deterioration in the status of general practitioners, 
negotiations over rates of remuneration should not be 
allowed to cause delay in formulating and implementing a 
scheme for the appointment of clinical assistants to hospitals. 
This matter was urgent and the question of remuneration was 
of secondary importance, since the practitioner’s means of 
livelihood was not concerned. 

Dr. WanpD said that the matter was under review, and he 
would have thought that the Conference might be satisfied in 
knowing that the question was under the most careful 
scrutiny. There were difficulties ; for example, the question 
of Whitley machinery came in. 

It was agreed to proceed to the next business. 
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Provision of Diagnostic Facilities 


Dr. G. D. THompPson (Lancashire) had a resolution regret- 
ting that the Minister had not fully implemented his promise 
to make available pathological and x-ray facilities for general 
practitioners and asking the Committee to treat this as a 
matter of urgency in its discussions with the Ministry. He 
believed that to give general practitioners direct access to 
such facilities would reduce rather than increase the number 
of examinations required in these departments. 

Dr. F. M. Rose said that the Ministry gave lip service to 
this policy in certain circumstances, but it was often said that 
the general practitioner abused the departments. There was 
no evidence that when general practitioners used these 
departments they were in any way abused. 

The motion was carried. 


Tribunal Procedure 

Dr. SAKLATVALA (West Bromwich) moved to instruct the 
Committee to open discussions with the Ministry on the 
tribunal regulations with a view so to amending them that 
the possibility of frivolous and vexatious complaints reach- 
ing the stage of full-scale inquiry would be minimized. 

Dr. H. Guy Dam said that during the last week the first 
report of the Tribunals Committee had been issued (see 
p. 205). Frivolous complaints did not come to the stage 
of the tribunal. No case, whether relating to doctor, dentist, 
or chemist, had been initiated by anyone other than the 
executive council. The private individual had never made 
a representation that doctor, dentist, or chemist should be 
taken off the list.. Therefore the problem at this stage was 
not a big one. With regard to disciplinary machinery, local 
medical committees would shortly receive a statement on 
the subject. It had been passed for circulation only that 
week. He hoped that each local medical committee would 
carefully study the present arrangement and send in its views 
on the subject so that the G.M.S. Committee might propose 
what modifications would be desirable. 

The West Bromwich motion was referred to the Com- 


mittee. 
Trainee Assistants’ Scheme 

Dr. R. W. McConnet (Buckinghamshire) moved certain 
amendments to the report of the Trainee Assistants Sub- 
committee (Appendix B to Annual Report, Supplement, 
September 1). In para. 7, dealing with the desirability of 
a small selection committee for trainers, he wanted the 
words “but many facts into which the committee has to 
inquire are often highly confidential” deleted. In para. 8, 
which suggested that the selection committee should be 
composed of a relatively small body of senior members of 
the local medical committee, he wanted the word “ senior” 
dropped; and in para. 9, which suggested the importance 
of a personal interview between the applicant and the com- 
mittee, he proposed the insertion of the words “as a general 
rule,” and the insertion of similar words in pdta. 37 (d), 


* which called for an annual review of the appointment of 


trainers. 
Dr. FRANK Gray said that he hoped these amendments 
would be turned down. If the Committee was to do its 


job thoroughly and avoid the discredit which had come on- 


the scheme in some instances it must inquire into the 
facts in detail and must have information which was 
confidential. 

The Buckinghamshire amendments, so far as _ they 
related to paras. 7 and 8, were lost and the part relating 
to para. 9 was withdrawn. 

A proposal by London for amendment in two of the 
recommendations of the subcommittee was referred for 
consideration, and a proposal by Middlesex that the term 
“ trainee general practitioner” or “ trainee ” be used instead 
of “trainee~assistant* was accepted. 

Worcestershire asked the Conference to say that it was 


highly undesirable that, even with the consent of the local | 


medical committee, a medical practitioner who was in active 
practice in any given area should act as part-time regional 


» Medical officer in that area. This was agreed to. 


Compensation 

Dr. P. J. Grppons (Lancashire) moved that in view of the 
time which had now elapsed and the varying economic fac- 
tors, including the decrease in the value of money, the 
amount of compensation payable in respect of the loss of 
the right to sell the goodwill of a practice should now be 
finally determined, and thereafter paid out to every practi- 
tioner on request. Surely it was now time for final figures. 
There had been a real depreciation in the value of capital 
in recent years. 

Dr. WanpD, speaking as chairman of the Compensation 
and Superannuation Committee of the Association, said 
that his committee had taken every possible step to see 
that every man had a proper opportunity of stating his 
case, including a statement to an arbitrator. In spite of 
many statements in the Journal and other forms of reminder, 
within only the last few days they had had applications from 
doctors who had failed to put in a claim for compensation. 
They were very close now to a final decision. The last 
arbitrations were taking place, and it was hoped that the 
final figure would be computed within the next few weeks, 
certainly before the end of the year. He was ready to 
accept the Lancashire motion if the words “ be now finally 
determined” were omitted. If they started at this stage 
making representations for repayment of a sum of money 
whilst the arbitration was in process they would find them- 
selves in some confusion. 

Dr. Gipsons said that he had no authority to accept such 
an amendment as Dr. Wand had suggested. 

The Lancashire motion was lost. 

A motion from Hampshire was on the paper expressing 
concern that a practitioner, on taking a partner, with the 
resultant drop in income, would receive no compensation - 
for his capital to offset this immediate loss, and asking that 
this matter be taken up urgently. Dr. Wanp said that only 
a week or two previously he had been at the Ministry 
making representations on this subject, and he thought that 
a little progress had been made. 

The motion was withdrawn. 

Sheffield called for an increased rate of interest or immedi- 
ate payment of money due for compensation. Dr. Wanp 
suggested that the word “immediate” be deleted, and that 
it be left with the G.M.S. Committee to decide the appropri- 
ate time for such action as Sheffield desired. This course 
was agreed to. 


- Other Motions 


Dr. S. Revers (Derby) had a motion concerning the 
paragraphs relating to birth control as set out in the Annual 
Report (183-4), and instructing the G.M.S. Committee not 
to proceed further in its discussions with the Ministry on 
this subject. The motion was lost. 

A motion from Kent and Canterbury was agreed to, that, 
since the Ministry had now accepted the principle of arbitra- 
tion for the settlement of disputes on terms of service, 
the G.M.S. Committee should be asked to use this precedent 
in order to press insistently for the setting up of.a permanent 
arbitration machinery as a supplement to the Whitley 
Council. 

Dr. D. F. HUTCHINSON made a brief statement on the pro- 
tection of practices in the event of war. He said that some 
degree of progress had been made, though certain important 
points were still outstanding. When the draft scheme had 
been approved full publication would be made. 

This concluded all the matters arising out of the Annual 
and Supplementary Reports, which were then adopted. 
There remained about a dozen motions on mattérs .not 
referred to in the reports, and mostly concerned with 
detail rather than with principle. It was agreed that these 
be referred to the G.M.S. Committee. 

_ The reports of the National Insurance Defence Trust and 
of the G.M.S. Defence Trust as to action taken since the last 
Conference were approved. A report was also made on 
contributions received from local medical committees. 
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Dr. Jope intimated his intention not to stand again for the 
Chairmanship of the Conference. A contest for the chair- 
manship thereupon took place, and Dr. W. M. Knox 
(Glasgow) was elected. 

The following were elected members of the G.M.S. Com- 
mittee by the assembled representatives: Dr. J. C. Arthur, 
Dr. A. Beauchamp, Dr. I. G. Innes, Dr. J. A. Pridham, Dr. 
F. M. Rose, and Dr. W. Woolley. The following were 
elected to the Agenda Committee: Dr. A. Beauchamp, Dr. 
D. F. Hutchinson, and Dr. I. G. Innes. 

It was announced that Dr. J. A. Brown, of Birmingham, a 
former Chairman of the Conference, was ill. The Confer- 
ence sent him a message of sympathy and of good wishes 
for his early recovery. 

After according a hearty vote of thanks to Dr. Jope for 
his conduct of the chair, the Conference ended at 6.30 p.m., 
after a sitting of eight hours. 





CONFERENCE DINNER 

At the conclusion of the Annual Conference representa- 
tives entertained the General Medical Services Committee 
to dinner at the Dorchester Hotel. Dr. Walter Jope occupied 
the chair. The toast of the Committee was wittily proposed 
by Dr. Jchn Cottrell (Grimsby), who described them as a 
hard-worked body of men (with one woman), under a chair- 
man whose job it was—and he did it magnificently—to 
mould their sometimes differing opinions into coherent 
recommendations which commanded the assent of the Con- 
ference. 

Dr. S. Wand, the chairman of the Committee, in respond- 
ing, said how grateful he was for the support and considera- 
tion extended to him during the three years of his office. 
During its next session the Committee would miss some 
familiar faces, and, first and foremost, that of the chairman 
of the Conference, Dr. Jope, who for reasons of health was 
not séeking re-election. He had been one of the staunchest 
friends it was possible to have at one’s side during the 
discussions and negotiations which had taken place. Another 
old member whom they would long recall was Dr. 
Winstanley, the member of the Committee and its pre- 
decessor with the longest period of service, except Dr. Dain 
and Dr. Gregg. They were grateful to Dr. Winstanley in 
particular for his work on the Spens Committee. His 
honesty of purpose and sound common sense had been out- 
standing. Others who were dropping out—he trusted only 
for a time—were Dr. Bennett, Dr. Forbes, and Dr. Goodman. 
Dr. Wand also réferred in terms of high appreciation to the 
work of the staff of the Association. He added that the 
Representative Body had done him the honour of electing 
him as its Chairman, and that it was not his intention, in 
view of the claims of that office, to seek re-election to the 
chairmanship of the G.M.S. Committee—an announcement 
which was received with obvious regret and questioning. 
Dr. Wand said that that must not be interpreted as meaning 
that he had any desire to dissociate himself from the Com- 
mittee’s work, and if he could be of assistance at any time 
and in any other capacity he was at their service. 

Dr. H. Guy Dain proposed the health of the Chairman, 
Dr. Jope. It was his neighbour, Dr. J. A. Brown, who was 
to have proposed this toast, and they were all very much 
concerned to hear of Dr. Brown’s illness. Dr. Dain went 
on to say that Dr. Jope had beeu one of the outstanding 
members of the Committee. He had been for ten years on 
the Committee and the Insurance Acts Committee, as well 
as vice-chairman of the Scottish subcommittee, and was an 
expert on the subcommittee concerned with compensation and 
pensions. 

In response to the toast, which was received with 
enthusiasm, Dr. Jope said that it was about thirty years ago 
that he attended his first medico-political meeting. He had 
enjoyed very much his term of service in the chair, and was 
consoled in his retirement by the reflection that another Scot, 
Dr. W. M. Knox, had been elected to succeed him. 

Dr. Macrae, in response to calls, added some further 
Scottish spirit, and said how proud the secretariat were to 


give such assistance as lay in their power in achieving the 
high ends which the Committee and the Conference had in 
view. Dr. D. P. Stevenson said what a privilege it had been 
to him to work with Dr. Wand, and how fortunate the 
Association and this Committee were tq have a man of such 
stature to serve them. He also for his own part paid a 
tribute to the work of the Committee clerks. 

A collection for the Dain Fund was taken at the tables 


and realized £150. 








N.H.S. TRIBUNAL 


According to a report by the chairman of the National 
Health Service Tribunal for England and Wales, 33 cases 
had come before the Tribunal up to July 5, 1951—i.e., in the 
first three years of its existence. The great majority of cases 
concerned chemists, dentists, and opticians. Only one doctor 
had his name removed from the N.HLS. list. The case of one 
doctor was dismissed. 

Of the 33 cases, 32 were brought before the Tribunal by an 
executive council. No private individual or body of persons 
has brought a case to the Tribunal although entitled to do so. 

One case was an application (it is not stated whether by a 
doctor) for permission to practise under the N.H.S. after 
having been debarred from so doing. 





| 


SUPERANNUATION 

THE 8% AND LIABILITY FOR INCOME TAX 
A case of considerable importance to a large number of 
general practitioners has recently been the subject of a 
ruling by the Special Commissioners for Inland Revenue. 

It had been held by the Inland Revenue authorities that 
the 8% of net remuneration payable to practitioners who 
had opted out of the superannuation scheme should be 
regarded as income and should be subject to tax or super- 
tax at the full rate. A doctor in the North of England 
had appealed against this decision, and the case was heard 
on September 5 before the Special Commissioners of Inland 
Revenue, Sir George Hamilton and Mr. Todd Jones. (The 
decision of the Special Commissioners is given in full below, 
and notice of appeal against it has been given on behalf of 
the doctor.) The practitioner was represented by Mr. Roy 
Borneman, instructed by Messrs. Hempsons for the British 
Medical Association. Mr. Bernard appeared for the Crown. 


Reimbursement for Specific Purpose 

Opening the case, Mr. Borneman said that the facts were 
not in dispute and that the sums in question amounted to 
£63 for the year 1949-50 and about £105 for the year 
1950-1. After describing the intention of the Minister in 
granting the option and referring to the Act and regula- 
tions, he submitted that this payment was a reimbursement 
made for a specific purpose and on certain conditions, that 
it was linked to the superannuation scheme, and governed 
by Section 67 of the Act. It could in no circumstances be 
regarded as remuneration, which was dealt with by different 
regulations under Section 66 of the Act. 

The regulations under Section 66 set out the obligations 
of a practitioner in return for payments made by an execu- 
tive council. These payments represented the doctor’s 
income under the N.H.S. and could not include a reimburse- 
ment of insurance premiums made as a special concession 
by the Minister in order to give an alternative form of 
superannuation benefit. By ruling that this payment should 
be regarded as income, the Inland Revenue authorities were, 
in his submission, destroying the intention of the legislature. 

It was suggested by the Inland Revenue that these cases 
fell under Case II of Schedule D or alternatively under 
Cases III or VI. He argued that they could not fall under 
Cases III or VI because they were not annuities or pay- 
ments of an income nature nor were they emoluments for 


services rendered. 
° . 

















Nov. 10, 1951 


SUPERANNUATION 


SUPPLEMENT To THE 205 
SH MEDICAL JOURNAL 





Payments Under Contract 

Mr. Bernard, for the Crown, held that all payments to 
doctors by the Government, from whatever source, were 
payments under contract in respect of professional services. 
Under the N.H.S. doctors received both remuneration and 
pension rights, and pension rights were of the nature of 
emoluments ; payments in lieu of these rights must there- 
fore be regarded as income. 

At this point thé chairman suggested that there was a 
comparison between these special payments and certain 
special forms of service allowances. 

Mr. Bernard went on to claim by analogy that in two or 
three cases where judgment had been given in respect of 
Schedule E assessments the payments fell under Case III 
of Schedule D, since they recurred and were made under 
contract. 

Mr. Borneman, in his reply, stated that no reference to 
judgments in respect of Schedule E assessments could be 
accepted and that there was therefore no true analogy. If 
it were argued that these payments were payments in respect 
of capital endowments, then the Minister’s contribution must 
be regarded as a contribution to private expenditure and was 
not, therefore, of an income nature. He concluded, “ How 
can it be said that reimbursement for a private or possibly 
deferred capital outlay can be regarded as remuneration for 
services rendered ? ” 


Decision 
The decision of the Special Commissioners is as follows: 


(1) The question for our determination is whether certain pay- 
ments made by the Minister of Health to the appellant under 
Regulation 38 (3) (m) of the National Health Service (Superannua- 
tion) Regulations, 1947, are assessable to Income Tax Schedule D 
on the Appellant under Case II of Schedule D, or alternatively 
under Case III or Case VI. 

The payments in question have been assessed under Schedule D 
for the years 1948-9 and 1949-50 in their respective amounts, 
which are not in dispute—viz., £63 and £105. 

(2) Under the Rules applying to Case II of Schedule D we have 
to consider the profits or gains of a profession. The question 
which we ask ourselves is whether the payments received each 
year by the appellant under Regulation 38 (3) (m) accrued to him 
by virtue of his profession as a doctor. 

(3) A doctor already covered by personal insurance may, as in 
the present case, have one of two advantages open to him, either 

(i) the benefit under the superannuation scheme, which is of 
general application, entailing yearly contributions by himself; or 
(ii) the benefit of an option specially provided for under 

Regulation 38 (3) (m). 

The appellant availed himself of the last-mentioned provision, 
and was so enabled to enter into an agreement with the Minister, 
under which he contracted out of the superannuation scheme, 
and the Minister was, subject as stated, to pay him a sum calcu- 
lated by reference to his “‘ remuneration as a practitioner,” as a 
contribution towards the maintenance of an insurance policy 
which he had taken out before the appointed day—i.e., July 5, 
1948. Thus it appears that the sum was payable year by year, 
so long as the premiums were paid by the appellant. 

(4) The option exercised by the appellant, although related to an 
insurance policy which he had taken out as a prudent individual, 
was a benefit to which he was entitled as a doctor. But in our 
opinion it cannot be said that the consequent payments which he 
received year by year from the Minister accrued to him in virtue 
of his profession. An agreement with the Minister was interposed, 
and the payments to the appellant simply accrued in virtue of 
that agreement. We therefore hold the payments are not profits 
or gains of his profession so as to be withis-the charge of Case II 
of Schedule D. ; ; 

(5) We now turn to Case III. It is said for the appellant that 
the payments in question made by the Minister were in origin of 
a voluntary nature made on personal grounds, and that the 
Minister was not purporting to make an “ annual payment.” We 
find ourselves unable to accept, these contentions. It is not con- 
tested that, once the appellant had exercised the option, the 
Minister was bound to make him a payment which in the ordinary 
course ‘would recur annually. The fact that the occasion for the 
agreement had reference to personal circumstances does not, in 
our view, in any way affect its character. We therefore hold 
that the payment made by the Minister in each of the years before 
us under Regulation 38 (3) (m) falls within the words of Rule 1 (a) 
of the Rules applicable to Case III of Schedule D as an 


i annual payment” payable “as a personal debt or obligation 
by virtue of any contract,” and we confirm the relative assess- 
ments as properly made under the said case. 


Notice of Appeal 
Notice of appeal has been given, and the Special Com- 


missioners will be asked to state a case for consideration. 


by a judge of the High Court. 








ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 
~ELECTED MEMBERS 


This subcommittee was appointed by the General Medical 
Services Committee to represent the interests of unestab- 
lished principals and assistants in general practice. (The 
self-styled “ Unestablished Practitioners Group Committee ” 
is an entirely distinct organization and does not come under 
the aegis of the B.M.A.) For the purposes of election to the 
subcommittee, England and Wales was divided into five 
regions, each based on a regional office of the B.M.A. Two 
direct representatives have been elected from each region to 
the subcommittee, one being an assistant and one an unestab- 
lished principal. The G.M.S. Committee will appoint six 
of its members to serve on the subcommittee ; and one assis- 
tant and one unestablished principal from the subcommittee 
will be co-opted to the G.M.S. Committee. 


The Electorate 


_ Elections have now been held for the regional representa- 
tives, the electorate being defined as follows: 


(1) Assistants in general practice and practitioners seeking 
permanent openings in general practice who are registered with 
the Medical Practices Advisory Bureau. 

(2) Practitioners engaged predominantly in general practice as 
principals and including those in partnership whose total gross 
professional income does not exceed a certain level. 


The Representatives 
The representatives elected for the session 1951-2 are 
listed below. 


Assistants Unestablished Principals 
Region 1; Dr. D. Burrell (Stow- Dr. W. D. Joseph (Mostyn, 
on-the-Wold) Flints.) 


Region 2: Dr. B. Fitzgerald Dr. J. N. Macbeth (Chelms- 


(Dover) ford) ' 

Region 3: Dr. A. Domar (Wolver- Dr. Margot Dunlop (Liver- 
hampton) pool) 

Region 4: Dr. T. A. Appleby Dr. R.A. A. R. Lawrence 
(Sheffield) (Derby) 

Region 5: Dr. A. Joffe (London, Dr. A. D. Manning (Edg- 
W.1) ware, Middlesex) 





ENTRY INTO GENERAL PRACTICE 
EXPERIENCE IN LONDON 


An average number of 50 doctors applied for general prac- 
tice vacancies in London during the year ending March 31, 
1951, according to the report of the London Executive 
Council for that period. This figure rose or fell mainly 
according to whether or not premises were available. 

Of the 84 practices disposed of, 11 were advertised as 
vacant, 34 were dispersed, 7 contained no patients, 31 were 
transferred to a “ logical successor,” and one small vacancy 
was not advertised. As a result of these changes 57,048 
people were transferred from one practice to another. 

In its efforts to fill vacancies the council has sometimes 
been baulked by the difficulty, and even impossibility, of 
obtaining suitable premises from which a practice might 
be conducted. The council draws attention to a report of 
the Medical Practices Committee showing how difficulties 
can arise if a retiring doctor sells his house to a doctor 
other than the one appointed to the vacancy. 





=== 


age eS 


—— 


——— 








So aed 


206 Nov. 10, 1951 





SUPPLEMENT to tHe 


CORRESPONDENCE 2 o : 





FITNESS FOR GLIDING 


As a result of negotiations between the Association and 
the Air Ministry it has been agreed that the rate of fee 
for the medical examination and report on A.T.C. personnel 
for ‘fitness for gliding is to be £1 1s. This becomes effec- 
tive from October 29. Until this revision was made the 
fee had been 5s. 





Correspondence 








Too Many General Practitioners 


Sm,.—Recent correspondence in the Supplement has 
prompted me to write on two aspects of present-day 
medicine which have caused me concern for some time. 
These are the rapid increase in the number of doctors 
practising in this country and the difficulty of becoming 
established in general practice as a principal. To some 
extent the two matters are related. 

It appears that the number of doctors named in the 
Medical Register is increasing by roughly 2,000 each year 
(Journal, August 25, p. 474). Indirect evidence suggests that 
the majority of these qualify in the British Isles, though some 
qualify overseas. There can be no doubt that the number 
of doctors qualifying in the British Isles each year is much 
greater than the number of those dying and retiring. The 
choice of work available to graduates is confined mainly 
to general practice, consultant practice; the armed Services, 
the public health service, and the Colonial Medical Service. 
The number of doctors required by the public health and 
armed services is relatively small and fixed. The numbers 
entering the Colonial Service will decline as more Colonial 
people are educated and more Colonies become self- 
governing. Enough consultants and specialists probably 
exist already to take care of the hospital service. Even 
if more are needed, our grave economic position will pre- 
vent their appointment for many years to come. We are 
left, then, with general practice, and it is into general 
practice that most of these surplus new doctors go at present 
as assistants. 

Unfortunately, the need for general practitioners is 
limited. There are already nearly. 20,000 principals, 
without counting assistants, caring for a population of 
roughly 45 million people. The average size of each 
principal’s list is thus about 2,250 patients. Personal 
experience has taught me that any competent doctor who 
organizes his work well can care for 3,000 people and have 
adequate time for leisure. On theoretical grounds, therefore, 
there must be general practitioners who are not fully 
employed, and in fact we all know some by name. The 
point I wish to make is that unless entries to our medical 
schools are quickly reduced in numbers there will soon be 
so many doctors that there will be insufficient work for us 
to do and insufficient money to enable us to attain a reason- 
able income. Intelligent men, educated in science, will be 
underemployed or not employed at all. To avoid this waste 
of talent and education, would it not be better to educate 
many prospective medica] students in some other branch of 
science where a need for them will exist ? 

The evils of the position are already clear to assistants. 
There are too many assistants competing for too few jobs, 
with the result that they have to work under any conditions 
they are offered. There are, I think, enough doctors in 
general ‘practice already, although the geographical distri- 
bution is not satisfactory. There are already too many 
assistants, and in a few years’ time there will be far too 
many doctors seeking assistantships as their only means of 
making a living. 

It is now practically impossible for an assistant to become 


_ @ principal in general practice. I do not_expect it to be 


made easy, but it should be made possible. In the past one 
could, by borrowing money, buy a practice where and when 


one chose. To-day the few vacancies that occur are filled 
by the dubious methods your correspondents have men- 
tioned. Few vacancies occur, because doctors with already 
large or growing lists find it more beneficial, financially, 
to employ assistants than to take partners. 

I feel that, now that the goodwill of practices is owned 
by the State, it is morally wrong that one doctor should 
be able to employ another as competent as himself, 
permanently and full-time, at a fraction of his own 
income. It is well known that the acquisition of a large 
list bears little relation to its owner’s ability; it is mainly 
due to a number of chance factors. No principal in an 
executive council list should be permitted to employ an 
assistant, except temporarily and for special reasons. The 
trainee assistant scheme should continue, however, and in 
fact ought to be extended so that all entrants to general 
practice compulsorily pass through it. Most trainees are 
well treated and well taught, in my experience. No doctor 
should have more patients on his list than he can care for 
himself, and I would suggest a limit of numbers to 3,000. 
Doctors with more than this, or some other acceptable 
number, should be obliged to transfer patients in excess 
of this number or take partners. Any doctor who employs 
permanent assistants must regard medicine as neither art 
nor science, but as business. He cannot claim that he is 
performing a valuable service by training assistants, for his 
assistants will not agree with him. 

If the suggestions made in the preceding paragraph are 
accepted, we shall no longer hear of men who have been 
assistants for years dragging wives, family, and furniture 
from_one end of the country to another every year or so 
in the search for a genuine “view.” These proposals can 
be given effect by markedly reducing the capitation fee for 
patients on lists greater than 2,500 or 3,000. 

The suggestions will help doctors who are at present 
assistants by destroying the permanent assistantship sys- 
tem—a system which is bad for Medicine. The working 
conditions and remuneration of general practitioners in 
future can be safeguarded only by regulating the number 
of entrants to general practice. This implies regulation of 
the number of entrants to the medical schools.—I am, etc., 

Towcester, Northants. M. G. H. Lewis. 


Payments by Patients 

Sir,—A nursing sister agrees with me that there is a 
great falling off in the expression of gratitude, which now one 
only receives from private patients. I think that Dr. H. J. 
Pratap (Supplement, October 6, p. 140) is under a delusion 
if he thinks he is going to be able to maintain his standing 
and his standard of living while there are upwards of 800 
young doctors wishing to gate. sh into practice. Four 
years ago I would have been hr :d at the thought of a 
State-salaried service with regula. urs of work, living in 
a bungalow or a small flat, probably without a telephone, 
and going to work at a health centre. 

I believe that inside ten years we shall be demanding such 
a service. I have mentioned this belief to patients, and I have 
found that this shocks them much more than most of us 
imagine. Most of them, of all classes of society, state that 
they would rather go back to the system in existence before 
the National Health Service came into being. 

‘I consider that for any public system to provide a service 
catering for all the whims and prejudices of the individual is 
intolerable: The idea of any individual providing a personal 
service 24 hours of the day is preposterous for a measly few 
shillings per year and is, to say the least of it, degrading 
to both donor and recipient. ; 

I feel that patients can do a great deal to prevent the 
oncoming State-salaried service. I am often asked by some 
of my friends with whom I have no professional ties about 
the advisability of coming on a doctor’s list or remaining 
private. Most of these people do not mind paying the doctor 
for his services, but it seems very disappointing to see the 
people next door carrying “the chemist’s shop” into their 
house all for nothing. 
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I think that all patients should not be discouraged, from 
expressing their gratitude in a tangible form. Personal 
services should .be paid for personally. 1 do not believe 
services can be regarded as truly personal unless they are 
paid for. personally. 

Calls and visits (too many of which are for the convenience 
of the patients) which cause the doctors loss of leisure should 
not be taken for granted as part of the service. Night calls 
should be paid for by patients, | would suggest, at the rate 
of overtime of the patient. If it saves the company director 
his valuable time to have the doctor come round to his house 
after hours, then he should recompense the doctor for his 
loss of leisure. 

Some patients would struggle along to the surgery when 
they should be in bed, while others who call the doctor are 
found to have gone out shopping and give as their reasons 
house duties, etc. These may be important to them, but 
they are intolerable, and services such as these should be paid 
for. Usually the people who demand them are quite able 
to pay for them. 

I consider that if a patient took it upon himself or herself 
to recognize services which could not conscientiously be 
regarded as absolutely necessary, only as more convenient 
for them, then the doctors would be able to reduce their lists 
and would become more favourably disposed to their 
requests. I feel that, while no one would of necessity suffer 
from lack of medical care—as they never have—for being 
under an obligation to pay a bill, they should feel that 
intimate and personal services are surely worth some recog- 
nition in a tangible form. I do not consider that we can 
lose any more dignity in allowing the development of this 
custom than we can in the development of the present 
impersonal veterinary service. 

I am one of those 800 who are hoping to have a practice 
some day, and for obvious reasons sign myself 

Locum TENENS. 


Tonsillectomy and Transport 


Sir,—Sometimes within two days and frequently within 
four days of tonsillectomy patients are sent home from 
London hospitals by crowded public transport—bus and 
underground. When I protested I was told that the return 
of these patients by the ambulance service was not permitted. 
Other surgical wounds at this stage would be carefully pro- 
tected against exposure to a germ-laden atmosphere. 

Have throat Surgeons proof that this protection is not 
needed for the tonsillectomy wound? Or are we risking 
our patients either to save money or to save ourselves fight- 
ing a bureaucratic edict 7—I am, etc., 


Wembley. Middlesex M. C. ANDREWS. 


Registrars and General Practice 


Sir,—Are not “Senior Registrar” (Supplement, Septem- 
ber 1, p. 101) and various disgruntled young practitioners 
merely examples of maladjustment? Let them study the 
buoyancy of many of their older colleagues in these days 
of transition. Let them be assured at the same time that 
the B.M.A. is not neglectful of their interests. The fact 
that their problem exists has been admitted. 

But it is soluble. Has “Senior Registrar” considered 
that his professional experience, wide though it is, might be 
extended ? He might learn much as an assistant. Let him 
reconsider the matter. Many assistantships with view are 
advertised in our own Journal. Obviously from the number 
advertised over the period of a year many young doctors find 
their niche in this way. A man of his qualifications should 
readily find a congenial employer, especially if his wife is 
prepared to give domestic assistance. 

Entry into general practice by commencing as a partner 
to a doctor contemplating retirement is still open. And 
how much more satisfactory is the position here compared 
with formerly when the young doctor required to borrow 
capital for a share. The acquisition of a house is certainly 
an obstacle, but the purchase of equipment and furnishings 


should not be an intolerable burden even in these days, and 
in any case they may be taken over at a reasonable figure.- 
With the retiring doctor’s recommendation to an under- 
standing executive;council the transfer of the practice should 
go through smoothly in due course. In the first year or so 
doubtless the junior partner need not expect any great 
monetary return, but he will win other rewards as he gains” 
knowledge not included in textbooks or academic studies. 
Here again the B.M.J. provides a medium for contact 
between the parties to such arrangements. 

Of course there may always remain a small number of 
doctors who for one reason or another do not fit into the 
new scheme of things. But is the situation hopeless ? 
Abroad many avenues are open in parts where British - 
doctors have been welcomed in the past. Doctors with 
Service experience have a great advantage in competition 
for appointments in the armed Forces. Or, if your corre- 
spondents are suffering from a mild jaundice, we hope the 
liver damage is slight.—I am, etc., 

PRINCIPAL. 


Whose Diagnosis ? 


Sir,—Last month I had a patient suffering from teno- 
synovitis of the forearm, a typical case with all the classical 
signs and symptoms. The following statement was made 
in a Ministry of National Insurance letter to the patient: 

“With reference to your claim ... for Injury Benefit for 
the prescribed industrial disease known as inflammation of the 
synovial lining of the wrist joint and tender [sic] sheaths, the 
Insurance Officer has decided that you have not been suffering 
from that disease and that therefore Injury Benefit cannot be 
awarded to you... .” 

It seems to me that a layman has refuted my diagnosis, 
and in cavalier fashion has refused my' patient the benefits 
to which he was clearly due—surely an intolerable state of 
affairs. I ask you, Sir, and all tmy colleagues, “ What is 
the remedy ?”—I am, efc.. 

Blyth, Northumberland. 

*,* The Secretary of the Association writes: Further 


details of this case are being sought so that the matter may 
be pursued with the Government department concerned. 


Lawson L. STEELE. 


POINTS FROM LETTERS 


G.P. Remuneration 

Dr. S. Platts writes: There is one point which should not be 
overlooked in any revision of G.P. remuneration. One doctor 
lives in a slum area and has a large list and no other appoint- 
ments. Another doctor lives in a pleasant area on the outskirts 
of the large city and has by design a small list, because he has 
a works appointment, he tests eyes, and does medical boards and 
also some sessions in a small specialized hospital in the city. 
There is a proposal to pay more for the first thousand or so, and 
perhaps less for the third or fourth thousand. The second of 
these doctors is going to get all the benefit of such a revision, and 
the first one probably none. Practice in a slum area will thus 
become even less attractive than at present. Is this wise—or fair 
as between the two doctors ? 


The New Doctoring 

Dr. A. S. PLayFair (Cambridge) writes: Dr. G. L. Davies writes 
(Supplement, October 20, p. 172) of a woman who visited his 
surgery and departed with a handful of prescriptions after con- 
sulting him about herself and six members of her family. If this 
is blameworthy, whom should we criticize? The organizers of 
the Health Service? The patient? Or (and has Dr. Davies 
considered this ?) the practitioner who submits to gross demands 
and who is prepared to prescribe for patients whom he has not 
seen at the time ? : 





Dangerous Drugs Acts: Withdrawal of Authority 
The Home Office announces that Dr. Gerald Stonehill (Bristol) is 
no longer authorized to be in possession of or to prescribe those 
drugs to which the Dangerous Drugs Regulations apply. 
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COLONIAL MEDICAL SERVICE 


The following appointments have been announced: F. Bell, 
M.B., I. H. Wallington, M.B., J. G. Armstrong, B.M., B.Ch., 
H. B. G. Webb, M.R.C.S., L.R.C.P., Medical Officers, Nigeria ; 
J. Moodie, M B., F. L. Roberts, M.B., Medical Officers, Sierra 
Leone; K. Hardy, M.B., Medical Officer, Gold Coast; G. M. 
Short, M.B., Ch.B., Medical Officer, Uganda; E. R. Hodgson- 

odd, M.B., B.S., D.P.H., Medical Officer, Silicosis Bureau. 
Northern Rhodesia; R. M_ C. Williams, M.R.C.S., L.R.C.P., 
Medical Officer, Northern Rhodesia; J. R. Macintyre, M.B., 
Ch.B., F.R.F.P.S., Medical Officer, St. Helena; E. R. Simpson, 
M.B., B.S., Medical Officer, Seychelles; C. B. Vaughan, M.B., 
Medical Officer, Barbados; C. Watson-Cook, L.R.C.P.&S.Ed., 
Medical. Officer, Tanganyika; Vivian M. N. Usborne, M.B.. B.S., 
M.R.C.P., Medical Research Officer, Grade II, East Africa High 

* Commission. 





Association Notices 





Diary of Central Meetings 


NOVEMBER 

13 Tues. Whitley Committee B, Staff Side, 11 a.m. 

13 Tues. Whitley Committee B (at 1, Richmond Terrace, 
London, S.W.), 2.30 p.m. 

14 Wed. General Practice Review Committee, 11 a.m. 

15 Thurs. Dermatologists Group Committee, 10.30 a.m. 

15 Thurs. General Medical Services Committee, 11 a.m. 

15 Thurs. Journal Committee, 2 p.m. 

21 Wed. International Relations Committee, 2 p.m. 

22 Thurs. S.R.M. Agenda Committee, 10.30 a.m. 

22 Thurs. Committee on the Association of the General 
Practitioner with Hospital Work, 2 p.m. 

22 Thurs. a on Alcohol and Road Accidents, 

p.m. 
22 Thurs. Staff Side Medical Fugctional Council, 2 p.m. 
3 . 


Fri. Preliminary meeting of Deputation to the National 
Coal Board re Remuneration of Medical 
Officers, 10 a.m. 


23 «C#Frri. Subcommittee re Occupational Dermatitis. Occu- 
pational Health Committee, 2 p.m. 
28 Wed. Medical Witnesses Subcommittee, Private Practice 


Committee, 2 p.m. 


DECEMBER 
13. Thurs. Special Representative Meeting, 10 a.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Division,—At Birmingham Medical Institute, 154, 
Great Charies Street, Ww Tuesday, November 13, 
8.30 p.m., Dr. A, C. Crooke: “‘ Hypothalamic Syndromes.” Wed- 
nesday, November 14, 3 p.m., special general meeting to consider 
adoption of Revised Ethical Rules, followed by general meeting 
to consider Council’s First Interim Report on Reform of National 
Health Service. 

BLACKPOOL AND Fyipe Division.—At Savoy Hotel, Gynn 
Square, Blackpool, Wednesday, November 14, 7.15 p.m., dinner ; 
8.15 p.m., lecture by Dr. A. R. French: “Legal and Ethical 
Aspects of Medical Practice.” 

LTON Division.—At Victoria Hotel, Hotel Street, Bolton, 
Thursday, November 15, 8.30 p.m., Consideration of Adoption of 
Revised Ethical Rules- and Council’s First Interim Report on 
Reform of National Health Service. 

BurNn_ey Division.—At Sparrow Hawk Hotel, Burnley, Friday, 
November 16, 8.30 p.m., extraordinary om meeting to consider 
and discuss First Interim Report of Council on Reform of 
National Health Service. 

CHELSEA AND FuLHAM Division.—At Fulham Town Hall, 
London, S.W., Friday, November 16, 8.30 p.m., special meeting ; 


-9 p.m., general meeting. 


oYDON Drision.—At Croydon General Hospital, Tuesday, 
November 13, 8.15 p.m., special meeting; 8.30 p.m., general 
meeting. Ff 

East Herts Division.—At County Hospital, Hertford, Wednes- 
day, November 14, 8.45 p.m., lecture by Dr. j. Bishop Harman: 
is ‘Kntibiotics.” / 

East Norro.k Diviston.—At Norfolk and Norwich Hospital, 
Sunday, November 18, 3 p.m., special general meeting to consider 
adoption of B.M.A. Revised Ethical Rules. An ordinary general 
meeting will follow. 


East YorKSHiRE BraNcH.—At Quern House, Rark Street, Hull, 
Wednesday, November 14, 8.30 p.m., lecture by Mr. A. Dickson 
— “Surgery of Hyperpiesia.”” A silent film will also $e 
shown. 

Guitprorp Division.—At Royal Surrey County Hospital, 
Guildford, Thursday, November 15, 8.30 p.m., (1) Instructions 
to Representatives to Special Representative Meeting, December 
13; (2) Address by Dr. R. Bruce Pearson: ** Asthma—its Causa- 
tion and Treatment.” = 

HampsTeaD Division.—At Central Library, Finchley Road 
London, N.W., Wednesday, November 14, 8.30 p.m., spe-ial meet- 
ing to consider First Interim Report of Council on Reform of 
National Health Service. 

HarroGateE Division.—At Hatrogate and District General 
Hospital, Monday, November 12, 8.15 p.m., discussion on the 
— First Interim Report on Reform of National Health 

rvice, 

HENDON Division.—At Hendon Hall Hotel, Tuesday, Novem- 
ber 13, 8.45 p.m., Mr. Arthur Gray: “ Malpositions of the Vertex, 
Their Management and Treatment.” 

KINGSTON-ON-THAMES Division.—At Kingston _ Hospital, 
Wolverton Avenue, Kingston-upon-Thames, Tuesday, November 
13, 8 p.m., Dr. D. P. Stevenson (Deputy Secretary, B.M.A.): 
“The Council’s First Interim Report on Reform of National 
Health Service, and Present Position with Regard to Arbitration 
on Remuneration of General Practitioners.” 


LAMBETH AND SOUTHWARK Driviston.—At Belgrave Hospital | 


for Children, Clapham Road, London, S.W., Tuesday, November 
13, 8.15 p.m., special general meeting. 

LANCASTER Division.—At Royal King’s Arms Hotel, Lancaster, 
Friday, November 16, 9 p.m., special general meeting. Con- 
sideration of adoption of Revised Ethical Rules, followed by 
ordinary general meeting to consider the Council’s First Interim 
Report on Reform of National Health Service. 

LeiGH Division.—At Boar’s Head Hotel, Leigh, Tuesday, 
November 13, 8.30 p.m., annual general meeting. Discussion on 
First Interim Report of Council on Reform of National Health 
Service. Address by Mr. C. H. Cullen: “ The Advancing Edge 
of Orthopaedic Surgery.” 

MANCHESTER Division.—At Milton Hall, 244, Deansgate, Man- 
chester, Tuesday, November 13, 8.30 = special meeting to 
consider adoption of Revised Ethical Rules and the Council's 
First Interim Report on Reform of National Health Service. 

Mip-Herts Division.—At Red Lion Hotel, St. Albans, Friday, 
November 16, 8.45 p.m., meeting. 

NorTH-EAST SUFFOLK Division.—At Lowestoft and North 
Suffolk Hospital, Sunday, November 11, 3 p.m., discussion on 
} a Council’s First Interim Report on Reform of National Health 

rvice. 

NorTH OF ENGLAND BraNcH.—At New Lecture Theatre, Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, November 
15, 7.15 p.m., “‘ Cortisone and A.C.T.H. Treatment,” demonstra- 
tion arranged by Medical Professorial Unit; 8.45 p.m., address 
by Dr. J. S. Faulds: “ Types of 5 my roidism.” 

READING Division.—At Royal tkshire Hospital, Reading, 
Tuesday, November 13, 8.30 p.m., meeting to consider First 
Interim Report ot Council on Reform of National Health Service, 
and instruction of Representatives to Special Representative 
Meeting, December 13. 

ROCHDALE Division.—At Red Lion Hotel, Lord Street. Roch- 
dale, Monday, November 12, 8.30 p.m., consideration of Council's 
First Interim Report on Reform of National Health Service and 
peers of Agenda Committee relating to printing of A.R.M. 

genda. 

ROCHESTER, CHATHAM, AND GILLINGHAM Drvision.—At Guild- 
hall, Rochester, Sunday, November 11,3 p.m.. meeting to con- 
sider First Interim Report of Council on Reform of National 
Health Service and instruction of Representatives to Special 
Representative Meeting, December 13. 

SOUTHAMPTON Division.—At Royal South Hants and South- 
ampton Hospital, Tuesday, November 13, 8.30 p.m., special 
general meeting. 

SoutHPport Division.—At Belle Vue Hotel, Lord Street West, 
; on gati Friday, November 16, 8 for 8.30 p.m., dinner and 
ance. 

SouTH-west Essex Division.—At Thorpe Coombe Maternity 
Hospital, 714, Forest Road, Walthamstow, E., Wednesday, 
November 14, 8.30°p.m., annual general meeting.- Discussion on 
awe Interim Report of Council on Reform of National Health 

rvice, 

Sutton COLDFIELD Divisioni—At Sutton Coldfield Hospital, 
Thursday, November 15, 9 p.m. Recommendation of Executive 
Committee concerning Special Representative Meeting, London, 
ener 13; B.M.A. Lecture by Sir Heneage Ogilvie: 
** Cancer.” 

TUNBRIDGE WELLs Division.—At Roya! Mount Ephraim Hotel, 
Tunbridge Wells, Wednesday, November 14, 8.30 p.m., discussion 
on Council’s Report on Reform of the National Health Service. 
Speakers: Dr. R. P. Liston (Introduction); Dr. D. P. Stevenson, 
Deputy Secretary, B.M:A. (Arbitration}; Mr. John_ Simons 
(Hospital and Specialist Services); Dr. W. H. Poole, Chairman 
of the Division (General Medical Services). 

West Herts Division.—At Watford Peace Memorial Hospital, 
Wednesday, November 14, 9 p.m., general meeting. 
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British Medical Association 





PROCEEDINGS OF COUNCIL 


A meeting of the Council of the Association was held at 
B.M.A. House, Tavistock Square, on November 7, with 
‘Dr. E. A. Greco in the chair. 


Preliminary and Personal 

The deaths of three former members of Council—Pro- 
fessor J. W. Bigger, Dr. C. E. S. Flemming, and Dr. William 
Irving—were reported, and the Chairman was authorized to 
send a letter of condolence to the relatives. 

The Council congratulated one of its members—Dr. H. B. 
Morgan—on his re-election to Parliament, and also sent its 
congratulations to Dr. Charles Hill on his re-election and 
on his appointment as Parliamentary Secretary to the Minis- 
try of Food. 

It was resolved that a letter be sent to the late Minister 
of Health, Mr. Marquand, expressing appreciation of the 
courtesy with which during his short term of office he had 
invariably received representatives of the Association ; also 
that at a future meeting of Council the new Minister be 
invited te a fork luncheon. 

The sympathy of the Council was conveyed to Dr. J. A. 
Brown in his illness. 

Representatives were appointed or reappointed on a 
number of outside bodies. 


Letters of thanks for hospitality given by the Association - 


were read from the organizers of the recent International 
Congress of Clinical Pathology and the Congress of 
Anaesthetists. 

Dr. T. ROWLAND HILL, who had acted as representative of 
the Association, gave a report on the International Hospital 
Congress held in Brussels in July. Dr. Hill was thanked for 
his report. 

It was stated that a telegram of congratulation had been 
sent from the Council to- Dr. E. Clifford Beale on the 
attainment of his 100th birthday. A message was received 
from Dr. Beale, who had been for 70 years a member of the 
Association, stating that the telegram had given him great 
pleasure. e 

Dr. L. R. Mallen, member of the Federal Council of 
the B.M.A. in Australia, and Dr. L. C. L. Averill, president 
of the New Zealand Branch, were present during some part 
of the Council’s proceedings. 


Royal Commission on Marriage and Divorce 


The Council appointed a small committee to prepare 
evidence on behalf of the Association to the Royal Com- 
mission on Marriage and Divorce. The Medical Women’s 
Federation had intimated that they would like to be joined 
with the Association in presenting evidence, but that medical 
women might have a particular approach to the subject, so 
that it would be desirable to have a medical woman on the 
evidence committee. It was also pointed out that in view of 
differences in Scottish law it would be desirable to have a 
Scottish member. The committee was set up and com- 
posed as follows: Dr. John Bowlby, Dr. H. Guy Dain, 
Dr. Mary Esslemont, Dr. Annis Gillie, Dr. Doris Odlum, 
Dr. J. G. Thwaites, and Dr. John Walk, with power to 
co-opt not more than three additional members and to 
invite the attendance of the solicitor. It was also agreed 
that representations should be made for the appointment of 
a psychiatrist on the Royal Commission itself. 


Publishing Costs 

Dr. O. C. Carter, chairman of the Journal Committee, 
made a lengthy and detailed statement on the financial 
position of the British Medical Journal im view of the extra- 
ordinary increase in paper and printing costs. He stated 
that the cost of paper for the Journal in 1951 was twice as 
great as for 1950. To impose a restriction on the size of 
the Journal was very difficult. The Supplement also, in 
view of its in.portance in conveying medico-political infor- 
mation to members, could hardly be reduced in size, though 
one economy—to which the Council agreed—was to revert 
to the old practice of embodying the Supplement in the 
Journal instead of having it separately stitched, as had been 
lately done. Expert investigation of the office machinery 
for the production of the Journal and of the specialist 
publications with a view to possible economies was being 
undertaken. The same factors of cost operated in the case 
of the technical periodicals of the Association, now number- 
ing 15. It was proposed, and the Council agreed, that the 
subscription rates of Abstracts of World Surgery, Obstetrics, 
and Gynaecology be increased from two guineas to three 
guineas per .annum, and those of Abstracts of an” 
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Medicine, Ophthalmic Literature, and the British Journal of 
Pharmacology and Chemotherapy be raised to four guineas 
per annum. 

Dr. Carter also made an important statement on the posi- 
tion and finances of the Family Doctor and answered a 
number of questions from members of the Council. Certain 
proposals were made for advertising and increasing the 
circulation, and the matter will be further reviewed at a 
meeting of Council which was fixed for December’12, the 
day preceding the Special Representative Meeting. 

At the end of this discussion the Chairman, in the name 
of the Council, thanked Dr. Carter for the great care which 
he had exercised in this very difficult job, and said that it 
was the wish of the Council that he should continue to keep 
a very close eye on all the activities of the Association on 
its publishing side in view of the economic situation. 


The Need for Economy 


The TREASURER (Mr. A. M. A. Moore) gave a summary 
of the income and expenditure of the Association during 
the first eight months of 1951. There had been a consider- 
able increase in cost in almost all items, and he pointed to 
the very stringent position which had arisen owing to the 
heavy commitments of the Association in many directions 
and the increasing costs. The Association was greatly 
indebted to the National Insurance Defence Trust for the 
sum of £75,000 which was received as a loan on July 30. 
The thanks of the Council were accorded to the trustees. 

Mr. Moore then introduced the report of the Finance 
Inquiry Committee in which various measures of economy 
were suggested. Some of the proposals, which would 
rescind certain resolutions of the Representative Body, he 
said, would have to be brought before that Body before 
appropriate action could be taken. Meanwhile attention was 
drawn to certain respects in which central expenditure could 
be curtailed, especially by keeping down as far as possible 
the number of meetings of committees and subcommittees 
and exercising greater economy in the issue of documents. 
The measures included a proposal to increase the subscrip- 
tion of overseas members from 14 guineas to 2 guineas per 
annum. It was also pointed out that meetings of the British 


Commonwealth Medical Conference, which entailed a large’ 


expenditure of Association money, should be held less fre- 
quently. In reviewing the expenditure of the Medical Prac- 
tices Advisory Bureau the committee had considered whether 
a charge should be made to members of the Association 
taking advantage of the agency’s services; it had been 
decided not to recommend such a charge, but the sugges- 
tion was approved that charges should be made for the 
provision of locumtenents to hospitals, for services to solici- 
tors acting on behalf of members, and for services in con- 
nexion with the sale and purchase of practices abroad. It 
was also agreed to revert to the practice of making a charge 
to all members, wherever resident, for the postage incurred 
on outgoing library books. 


Part-time Hospital Appointments 

In: presenting the report of the Central Consultants and 
Specialists Committee, Dr. ROWLAND HILL said that the 
committee felt that it was not practicable to adopt a pro- 
posal of the Representative Body that all part-time hospital 
appointments should be listed at Headquarters, and that these 
should not be advertised in the Journal as full-time appoint- 
ments, without prior consultation with the medical staff of 
the hospitals concerned. The committee’s alternative pro- 
posal was that no advertisement for a whole-time post 
should be accepted where the Secretary had been notified 
by a Regional Consultants and Specialists Committee that 
the appoiftment had previously been occupied on a part- 
time basis. 

Mr. LAWRENCE ABEL said that he was jealous for the 
powers of the Representative Body, and he wondered 
whether it was right for one of the autonomous bodies 
to override its decision. They ought to be very cautious 
about this. The alternative proposal of the Committee did 


not quite cover the point which the Representative Body 
had made. Often the members of the staff of the hospital 
were not aware that a post was vacant or to be advertised. 
The safeguarding of the medical staff of local hospitals 
could be ensured only in the way the Representative Body’s 
resolution had indicated. © ‘' ~~ »'*™_ * 

Dr. J. A. Gorsky considéred it very important that the 
resolution of the Representative Body, should remain as- 
it was as a safeguard against ‘transference.from part-time 
to whole-time service. 

Dr. ROWLAND Hiv said that thesresolution, while not 
wrong in principle, might in ¢éftain‘¢ases be impracticable. 
He would deprecate any action against what the Representa- 
tive Body wanted, and he fully agreed that the tendency to 
turn part-time appointments into whole-time ones should 
be resisted. Local hospital staffs and regional committees 

~ should let the Secretary of the Association know at once 
when anything like that happened. He was prepared to take 
back this part of the report and to discuss the possibility of 
some more flexible way of stopping the insidious increase of 
whole-time jobs. 

Mr. ABEL suggested that the words should read that no 
advertisement for a whole-time consultant post should be 
accepted “except when the Secretary is satisfied that the 
Regional Consultants and Specialists Committee is in agree- 
ment.” 

It was agreed that the paragraph should be altered in that 
way. 


Review of S.H.M.O.s 


The Central Consultants and Specialists Committee also 
found itself unable to accept the recommendation of the 
Representative Body that not less than 20% of the members 
of the committees for reviewing the grading of S.H.M.O.s, 
J.H.M.O.s, and others in the 10B group should be general 
practitioners, though it agreed that where the status of a 
general practitioner undertaking hospital work was under 
review there should be a general-practitioner consultant on 
the review committee. 

Dr. A. C. E. BREACH suggested that as the executive of the 
Representative Body the Council could not approve the 
setting aside of its resolution. 

Dr. WAND said that from the proceedings of the Represen- 
tative Body it appeared that it was only for the purpose of 
the tying up between the S.H.M.O.s, the J.H.M.O.s, and 
others of the 10B group that the 20% of general practitioners 
should be on the committee, and therefore what the Central 
Consultants and Specialists Committee recommended was 
a little closer to the terms of the Representative Body’s reso- 
lution than appeared at first sight. He suggested that> this 
be referred back to the Committee in order to see whether 
the recommendation it was making to the Minister could 
not be brought closer to the intention of the Representative 
Body. 

It was agreed that the Committee should look into the 
matter again. 


The New Statutory Instruments 


The Secretary remiaded the Council that at its previous 
meeting attention was drawn to two new statutory instru- 
ments which had caused some alarm—namely, the Industrial 
Disputes Order, 1951, No. 1376, and the National Health 
Service (Remuneration and Conditions of Service) Regula- 
tions, 1951, No. 1373, and the Chairman of Council was 
asked to arrange an early interview with the Minister’ to 
discuss these matters, when the chairmen of the standing 
committees and Whitley Council committees concerned 
would be invited to accompany him.. They had awaited 
the setting up of the new Government, and immediately 
before the present Council meeting a meeting had taken 
place of the officers concerned. 

It had seemed at first sight that Order No. 1373 was giving 
the Minister extraordinary powers to repudiate agreements 
in the Whitley Council which he himself had approved and 
to issue directions to hospital boards and committees con- 
cerning the remuneration of particular officers, doing this 
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without any Parliamentary control and without regard to 
any agreement reached in the Whitley Council. The officers, 
after considering the matter, however, had wondered whether 
they had not been a little too suspicious about the intention 
of these regulations, and whether they might not have been 
framed with the intention of helping the profession by 
ensuring the remuneration which had been agreed through 


the Whitley machinery and‘ enabling the Minister. to 


authorize higher remunefation in special circumstances. 

It was agreed, therefore, that the first step should be, not 
to seek annulment of the regulations, but to send a further 
letter to the Minister seeking clarification and satisfactory 
assurances that there would be no interference with the 
negotiating machinery in the Whitley Council. . 

The second statutory instrument, No. 1376, established a 
tribunal to which the Minister of Labour was obliged to refer 
a dispute if he was satisfied that the voluntary conciliation 
machinery had broken down. But the order was unsatisfac- 
tory from the point of view of the profession because those 
who were entitled to report a dispute were employers, 
employers’ organizations, and trade unions, and they as 
a profession were left out of it altogether. Besides, the 
tribunal established by the order was not suitably constituted 
to deal with disputes about conditions of service of medical 
practitioners. Their first impression was that it might be 
wise to seek the annulment of this order or that it should be 
widened to take in such an organization as the Association. 
The Council, however, had approved a recommendation of 
the Amending Acts Committee that there should be set up a 
new kind of arbitration tribunal for the medical profession. 
Therefore it was felt that it might be wise not to seek to 
amend this new order, with its form of tribunal which was 
unsatisfactory for their purpose, because if they did so and 
were successful they might imperil their chances later on of 
getting a more satisfactory type of tribunal for the profes- 
sion. The course suggested was to seek an interview with 
the new Minister of Labour to discuss the position into 
which they had been forced as a result of the decisions of 
his predecessor and of the former Minister of Health. 

Dr. WaNnp added that if after their discussion with the 
Minister of Labour they remained still gravely disturbed 
about the position they must take steps for the annulment 
of the order, although that might be difficult because they 
were only one very small section affected. ; 

Dr. Gorsky expressed himself disturbed about the attitude 
now proposed. They were not asking for compulsory arbi- 
traticn but for a statutory jndependent court of arbitration 
as laid down by counsel whose opinion they had sought. 

Dr. Gray said that they had been put in an unfortunate 
and unfair position as compared with the trade unions, but it 
might meet the point if it were understood that, if after the 
interview with the Minister of Labour it was felt that any 
alteration in the policy should be recommended, a special 
meeting of Council would be called. 

After considerable further discussion in which Dr. BREACH, 
Dr. RowLAND Hitt, Dr. J. C. ARTHUR, and other members 
participated it was agreed that on the question of Ordet 
No. 1373 a letter be written to the Minister of Health, seek- 
ing clarification and assurance ; and, if the reply was satis- 
factory, an interview should be sought at which the matter 
would be gone into in detail. On the question of Order 
No. 1376 it was agreed to seek an interview with the Minister 
of Labour, and it would be dependent on his reply whether 
or not they sought the annulment of the order. In reply 
to Dr. Breach the CHAIRMAN said that the advice of the 
solicitor on the situation as it developed would be sought. 
A report would be made to the special meeting of Council 
fixed for December 12. 


The Government Committee on General Practice 


Dr. WAND, in reporting for the General Medical Services 
Committee, discussed the presentation of evidence on behalf 
of the Association to the Committee on General Practice set 
up by the Central Health Services Council. It was necessary 
to begin to think which of the various Association com- 


mittees should be entrusted with the task of preparing 
evidence and what the general line of evidence should be. 
It would be for the Council to decide how the evidence could 
best be correlated. 

Dr. BREACH suggested that outside bodies such as the 
Fellowship for Freedom in Medicine and the Medical 
Practitioners Union should be asked to join in the pre- 
paration of evidence so as to present a united medical 
front. 

The CHAIRMAN suggested that the Fellowship was well 
represented on the CounciJ, and it might not be amiss in 


view of such representation to ask them not to send indepen- © 


dent evidence. 

Dr. A. BROWN suggested that the evidence of the Associa- 
tion’s own General Practice Review Committee should be 
awaited. 

Sir HENRY COHEN, chairman of the Central Health Services 
Council’s committee, said that the committee had already 
taken evidence from a number of organizations. Clearly 
the committee could not be expected to wait for evidence: 
over an unduly long period. He hoped that the evidence of 
the British Medical Association would be available within. 
the next six months. He suggested that there were twa- 
kinds of evidence—namely, evidence of fact, and evidence- 
covering the interpretation of facts. If the General Practice- 
Review Committee of the Association assembled the facts,. 
surely other committees concerned, including the General 
Medical Services Committee, could confine themselves to 
interpretation. : 

Dr. WanpD doubted whether it would be possible for the 
General Medical Services Committee to get together well- 
thought-out, evidence in a shorter time than twelve months 
from now. 

Dr. Gray referred to the heavy burden of work which felf 
on the General Medical Services Committee and the length 
and frequency of its meetings. It would not wish to keep 
Sir Henry Cohen’s committee waiting, but he was equally 
certain that Sir Henry Cohen would not wish to have evi- 
dence which had not been adequately thought out. 

The CHAIRMAN OF COUNCIL said that he did not like the 
suggestion that the General Medical Services Committee 
should put forward its views and the Central Consultants 
and other committees should put forward theirs separately. 
What the Cohen committee wanted was the evidence of the 
Association. * 

Sir Henry Cohen pointed out that the invitation to give 
evidence was sent to the Association and not to any 
particular committee. , 

It was agreed to let the matter go on for the time being, 
bearing these particular considerations in mind. ‘ 


Public Health 


The report of the Public Health Committee referred te 
the draft memorandum by the Ministry of Health on duak 
appointments. For reasons set out the Committee had 
found the memorandum to be unacceptable in so far as 
it related to public health medical officers. A recommenda- 
tion that the principles already accepted by the Representa- 
tive Body, together with the current policy regarding dual 
appointments, be adhered to was carried. 


Scottish Committee 


On -the recommendation of the Scottish Committee, 
brought forward by Dr. I. D. Grant, it was agreed that, 
since the scales of salaries of medical officers and principal 
lecturers in hygiene employed by the National Committee 
for the Training of Teachers contravene the Association 
policy of “equal pay,” any advertisements for posts under 
the scales tendered by the National Committee be not 
accepted for the Journal. 

Mr. H. H. LaNnaston, on the report of the Scottish Com- 
mittee, said that it appeared that the Central Consultants 
and Specialists Committee (Scotland) reported to the Scottish: 
Committee and not to the Central Consultants and Specialists 
Committee at Headquarters. He felt that this opened up 
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possibilities: of conflicting decisions. Dr. RowLanp HILL 
said that the difficulties of liaison were fully appreciated, 
and the two Joint Committees, in Scotland and in England, 
were holding a meeting on the subject shortly. 


Annual Meetings 

Dr. H. R. FReperick, chairman of the Wclsh Committee, 
reported that after an.examination of the accommodation 
at Llandudno the Committee was satisfied that there were 
ample facilities for the proposed Annual Meeting in 1953, 
provided it was held in the middle of June. The recom- 
mendation of the Committee to accept the invitation of the 
North Wales Branch for a meeting at Llandudno, with 
certain functions at Bangor, was agreed to. 

Arrangements for the Joint Annual Meeting with the 
Irish Medical Association in Dublin in July, 1952, were 
sanctioned. Dr. O. C. Carter, chaifman of the Arrange- 
ments Committee, said that it was proposed to hold plenary 
sessions on the first three mornings of the Annual Meeting, 
at each of which a given subject would be introduced by 
opening papers. Sectional meetings would take place on 
each of the afternoons of those days and on the morning 
and afternoon of the last day .of the meéting. Section 
officers were appointed. 

Mr. LAWRENCE ABEL, who has recently returned from the 


United States, gave an account of the organization of the 


scientific exhibitions of the American Medical Association. 
These exhibitions were on a very large scale, designed to 
demonstrate the advance of modern medicine. The exhibits 
were sent from hospitals and clinics in all parts of the 
country, and the hospital officers took it in turns to give 
demonstrations. The President-elect, Dr. O’FARRELL, said 
that something of the kind might be tried in an experi- 
mental way at Dublin next year, and on a suggestion from 
the Council Mr. Abel agreed to confer with the Dublin 
organizers. Thanks were accorded to Mr. Abel and to the 
American Medical Association. 


Overseas 

It was agréed that the seal of the Association be affixed 
to an agreement relating to affiliation between the British 
Medical Association and the Indian Medical Association. 
The latter body had agreed to a clause being inserted to 
make it clear that the agreement as a whole did not apply 
to the Assam Branch, which desired to stand out of the 
arrangement. Inquiries had been received from the Pakistan 
Medical Association, and documents had been sent them to 
assist their discussions with a view to a similar affiliation. 

A proposal from the Colonies and Dependencies Com- 
mittee for a visit from Headquarters to the Far Eastern 
Branches was brought forward, but it was agreed to defer 
_consideration until next spring in view of the financial situa- 
tion. In reply to a suggestion by a member that not enough 
was spent on the Overseas Branches the TREASURER gave 
an account of considerable expenditure in recent years, and 
the CHAIRMAN mentioned that last year he and the Secre- 
tary visited many Branches on a world tour, and he referred 
also to Dr. Dain’s visit to the West Indies and to the over- 
seas visits of the Assistant Secretary (Dr. E. Grey Turner). 


Other Committees 

In presenting the report of the Public Relations Com- 
mittee Dr. H. G. Dain referred to the B.M.A. Book of 
Medical Scholarships, a comprehensive work compiled by 
the Public Relations Officer, and likely to be of great value 
to medical schools’ and others. 

A memorandum on the law in relation to the illegitimate 
child, recently completed by the Committee on Psychiatry 
and the Law. was before the Council and was approved for 
circulation to the appropriate Government departments and 
other interested persons and organizations. 

On the recommendation of the International Relations 
Committee a sum of £100 was contributed towards the cost 
of sending a surgical lecturing team to Austria jointly by 
the Association and the British Council. The Finance Com- 


mittee took no exception to this provided the cost was met 
from the suspense account represented by legacies. 

Dr. R. P. Liston, for the Film Committee, said that the 
catalogue of films in the B.M.A. Library was now complete, 
.and it was proposed to publish it and to send complimentary 
copies to honorary secretaries and certain others. It was 
agreed that the facilities of the Association’s film library be 
extended to Gibraltar, Malta, and Cyprus Braftches for a 
trial period. Dr. Liston mentioned that the B.M.A. film, 
“Treatment of Infections of the Hand,” had been among 
the most popular shown at the American Medical Associa- 
tion 1951 meeting at Atlantic City. 

Mr. NICHOLSON-LAILEY reported for the Science Com- 
mittee on certain arrangements regarding the Association 
prizes and scholarships and on the Sir Charles Hastings 
Lecture. , 

The report of the Private Practice Committee, which con- 
tained no recommendations, covered matters which were 
reported on in the account of the proceedings of that Com- 
mittee in the Supplement of October 27 (p. 181). Routine 
or progress reports were made by the Pensions and Super- 
annuation Committee, the Charities Committee, the Build- 
ing Committee, the Central Ethical Committee, the Armed 
Forces Committee, the General Practice Review Committee, 
the Formulary Committee, and the Office Committee. 

The meeting. ended at 6.45 p.m., the Council having sat 
since 10 a.m. 








MINISTER OF HEALTH AT ASSOCIATION 
DINNER 


PRESENTATION OF PORTRAITS TO DR. DAIN 
AND DR. HILL 


The new Minister of Health (Captain the Rt. Hon. H. F. C. 
Crookshank, M.P.) and the Secretary of State for Scotland 
(the Rt. Hon. J. Stuart, M.P.) were among the principal 
guests at the Council Dinner, the first to be held since 
before the war, which was given in the Great Hall of 
B.M.A. House, London, on Tuesday, November 6. Occa- 
sion was taken to present the portraits of Dr. Dain and 
Dr. Hill, both of which, by the desire of the recipients, 
will hang in B.M.A. House. The Chairman of Council 
(Dr. E. A. Gregg), with Miss M. E. Gregg, received more 
than 200 members and guests. The names of many of 
those present appear in the report of the speeches. Another 
presentation was made at the end of the gathering, when 
H.E. the High Commissioner for the Union of South Africa 
(Dr. A. L. Geyer) handed to the Chairman a handsome 
flag of the Union to be added to the flags already decorating 


the Great Hall. 
“The Retiring Officers ” 

After the loyal toast had been honoured, Dr. H. Guy 
Dain proposed the toast of “The Retiring Officers "— 
flamely, Sir Henry Cohen and Dr. J. A. Brown, who 
retired this year from the presidency and from the 
chairmanship of the Representative Body, respectively. 
Both gentlemen, he said, were “typical B.M.A. products.” 
The Association “ picked up” its presidents in the places 
in which it held its successive annual meetings. Often 
the incoming president had had little knowledge before- 
hand of the work of the Association, yet in a number of 
cases the president, after the end of his period of office, 
remained an enthusiastic participant in central affairs. This 
was conspicuously so in the case of his old friend Professor 
Burgess, of Manchester. Sir Henry Cohen, however, had 
iven valuable service to the Association long before. he 
4 ame to the presidency. He had presided over two com- 
mittees which had put out most valuable reports on The 
Training of a Doctor and on General Practice and the Train- 
ine of the General Practitioner. These reports were almost 
entirely due to his masterly management of a not too easy 
situation. Now, with the president for this year in South 
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Africa, Sir Henry Cohen had consented to continue to act 
as president on such important occasions as might be neces- 
sary. The other retiring officer, Dr. Brown, was most un- 
fortunately laid aside by illness. All those who knew 
Dr. Brown were aware of the devotion and selflessness 
with which he had discharged his duties as chairman of 
the Representative Body. He was not a man of many words, 
but what he said was well considered and persuasive. 

Sir HENRY COHEN, 4fter paying his own tribute to 
Dr. Brown—a man of great modesty and utter selflessness 
—said that he welcomed the opportunity of responding 
to this toast because he had long wished to express 
to all members of 
Council, and especi- 
ally to the officers 
and officials of the 
Association, his 
cordial and affection- 
ate thanks for the 
kindness _they had 
shown him during 
his term of office. 
They had been toler- 
ant of his shortcom- 
ings. In an Associa- 
tion of 60,000 
members, comprising 
the vast majority of 
the profession, there 
must at times arise 
matters of deep con- 
troversy. Yet as he 
looked back on his 
term of office he 
could think of noth- 
ing but their loyalty, 
their sturdy common 
sense, and above 
all their observance 
of the golden rule 
never to attribute 
motives to another 
which they would 
not wish to have 
attributed to them- 
selves. « 

“The Association 
stands to-day, after 
nearly a century and 
a quarter, in perhaps 
a more firmly estab- 
lished position than 
at any time in its 
history. It has the 


confidence and res- 
pect of the profession. I believe it will remain faithful to 


its ideals and still be abundantly fruitful in all its endeavours 
for human benefit. I hope that its work will continue and 
its beneficence extend.” 


“The Common Health ” 


Sir HENRY COHEN then went on to propose the toast 
always given at this gathering—“* The Common Health.” 
He said that without mock modesty he could claim to 
have three qualifications, widely shared, for proposing this 
. toast—his affectionate allegiance to his profession, his pride 
in its achievements; and his unquenchable faith in its future. 
Medicine had conceived and given forth many of the major 
contributions to the welfare of the people. Its contribu- 
tions to the common health had been continuous and 
impressive. He bade the company recollect the advances 
which had been made during the last hundred years. Twenty 
years had been added to the span of human life. Practically 
all the major scourges of the last century had been con- 





Portrait of Dr. Guy Dain. 


quered. Our students to-day never saw typhus, or cholera, 
or plague. Even tuberculosis had had its mortality reduced 
to a quarter of what it was half a century ago. The deaths 
from diphtheria, that killing disease of the young, were in 
949 one-thirtieth of the average mortality before the days 
of immunization. He pointed to the reduction of infant 
mortality, to the new recognition of the importance of child 
welfare to the future of the nation. It was hardly necessary 
to refer to the advances in therapeutics during the last 25 
years—to the new treatment of diabetes and of pernicious 
anaemia, to the advent of the sulphonamides and of the 
antibiotics. Here he acclaimed Sir Alexander Fleming, who 
was one of their 
guests that evening. 
He could go on re- 
counting the victories 
which medicine had 
achieved during the 
last quarter of a cen- 
tury. He could speak 
of the manifold ways 
in which there had 
been the subjection 
of nature to the in- 
telligence of man. 
But he wanted to say 
a word or two about 
the causes of this in- 
creasingly rapid pro- 
gress. The progress 
of science had had 
its repercussions not 
only on medicine but 
also. on _ society. 
There had _ taken 
place in this country 
a second industrial 
revolution, and we 
had to fashion our 
new medicine to that 
new society. But it 
must never be for- 
gotten that society 
was made up of indi- 
vidual components, 
and the responsibility 
of the profession was 
primarily to the indi- 
vidual. Medicine was 
no longer simply the 
healing art. It was 


moted and restored 
health and prevented 
disease. It was not 
so much a link in the chain of human progress, it was a 
part of the pattern, the texture, the design. Thus it played 
its part in industry, in education, in housing, in the use of 
leisure, in every sphere of human activity. ‘ 

It was this wider responsibility which shaped the demand 
of to-day for a new type-of medicine for a new society. It 
was necessary to devise appropriate and acceptable means 
of ensuring that the knowledge and skills which were neces- 
sary to conserve health and save life were available to all. 
But this responsibility did not lie solely with the medical 
profession or with the Government: it lay with the people 
of this country. It was customary to speak of the nation’s 
responsibility and the nation’s advantage, but it was the 
responsibility of each-individual and his advantage. The 
common health was everybody’s responsibility and every- 
body’s advantage. Nevertheless, the doctor qua doctor had 
a special contribution to make and a special responsibility 
to fulfil. 

Addressing the Minister, Sir Henry Cohen said: “We 
must be your expert advisers in all professional matters. 


behind all that pro- . 


Hatha 
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You must expect us not only to give advice when asked, 
but also to initiate advice when we think it proper that you 
should receive it, even though it is not always acceptable. 
History may not repeat itself, but situations do recur, and 
there have been many occasions on which doctors hav 
prodded Governments in the past, and those Governments 
have been too often indifferent to the tragedies of the situa- 
tion. The plan of a ‘General Medical Service for the 
Nation’ was formulated in this Association long before 
anything of the kind was put forward by the Government. 
The Medical Planning Commission established those struc- 
tures on which our present National Health Service—in its 
best features—is very largely based. It is this Association 








Portrait of Dr. Charles Hill. 


which has given advice to the Government. It has dealt 
with nutrition, on which subject the report of the com- 
mittee presided over by Lord Horder—who is with us this 
evening—is a magnum opus. It has dealt with problems 


of rehabilitation, with the proper establishment of factory ~ 


clinics, with the place of the health centre in the National 
Health Service, with the various problems connected with 
hospitals, and, as Dr. Dain has told you, with the training 
of the doctor. 

“We do not want to be regarded merely as accomplished 
technicians who are necessary for the running of a National 
Health Service. We should be regarded as men of integrity 
who have at heart the well-being of that Service just as much 
as any Government department. We medical men are bound 
in our professional organization not by any self-interest but 
with the object of achieving the common health and human 
welfare, and we, who are guided by professional standards 
and not by expediency, will have to offer you the advice 
which we deem appropriate. There have been differences 
between our profession and your department in the past, 
but you will, I hope, accept the evidence that we may 
legitimately hold different views, that there are different 
ways of achieving our common goal, and sometimes we 
think our way is the best and that by means of it the goal 
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will be more rapidly reached. At any rate you will give us 
the credit for not seeking our own ends. We are poor 
publicists in our profession. We believe that Dr. Johnson 
went to the root of the matter when he said that the 
physician’s work lies in domestic privacy and silent duties. 
The physician, someone has said, has earned the title 
‘beloved,’ an adjective which no one has used of the 
barrister, or the politician, or even of the Minister of 
Health. To this generalization we hope you, Mr. Minister, 
may prove to be the exception. We congratulate you on 
your high office. If at times the strain of office lies heavily 
on you, especially when combined with the leadership of 
the House, the injunction of the ancient Roman may come 
to your mind, Officium medici est confortatio animi.” 
(Cheers.) 

The MINISTER OF HEALTH (Captain Crookshank), who was 
heartily received, said that he was very happy, and so was 
his colleague, the Secretary of State for Scotland, and his 
Parliamentary Secretary, Miss Hornsby Smith, M.P., that 
their first public engagement as members of the new 
administration should be as guests of the medical pro- 
fession. He was also happy because he had always had 
many friendly ties both with doctors and with hospitals. 
His father was a doctor and wrote a manual on home 
nursing, and he himself all through his life, in war and 
peace, had effjoyed the care which the profession could 
give. Therefore he committed himself to an audience with 
whom he desired to be and to remain good friends. 

“We are on a job together. The Secretary of State and 
I are counting on your co-operation in seeing that together 
we can secure for our people the best possible Health 
Service. We look to you to co-operate with us that we 
can ensure efficiency and provide the value for money 
spent.” 

He had been interested in the pleasant speech to which 
they had just listened, and to the list of triumphs of medi- 
cine, but he had whispered to the chairman, “ What about 
gout?” ‘He hoped that during his years of office some- 
thing might be done there. But Sir Henry Cohen had 
rightly said that the twentieth century so far had been a 
time of great progress in the medical profession. The good 
doctor, of course, saw his patient against his home and 
educational background. The good public health medical 
officer saw his community against the general social environ- 
ment. The good politician—if there was such a being—had 
to keep the balance between what was obviously utterly 
desirable and what was practically possible. 

“IT hope that during my term of office, be it short or 
long, we may all work together as a team for the common 
health. * Priorities’ is a word which was much used during 
the war. It is used rather less now. But surely priorities 
have to come in. Let us try to put first things first. The 
Greek poet—I will not attempt him in the original—said, 
‘ Firstly for health I pray, then for success, next for pleasure, 
and, lastly, to avoid indebtedness.’ It may be that in these 
days of difficulty the last may require a higher priority in 
every department of human affairs. 

“It is a great pleasure, as I have said, to my colleagues 
and myself to make this our first public engagement. We 
feel—and indeed we have been told by Sir Henry Cohen— 
that you want to be friends with us. Well, it takes two to 
make a quarrel, and I do not think either of us wants that. 
We hope for many happy and fruitful meetings in the 
future.” 


The Doyen of the Association 


What: the Chairman described as a little domestic inter- 
lude then took place—the presentation of the portraits of 
Dr. H. Guy Dain and Dr. Hill. 

Speaking in front of the portrait of Dr. Dain, by Mr. 
David Jagger, R.O.I., the CHAIRMAN said: “We wished to 
give some expression this evening to the particular regard 
and affection in which we hold two outstanding people in 
connexion with our Association. You have before you on 
this platform two individuals who have contributed in no 
small degree to the success of the Association’s work. 
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Dr. Dain has been connected with this Association for so 
long that he has now ceased to pay his subscription—he 
has’ come under the rule whereby those who have been 
members for over 50 years forgo that privilege. He has 
occupied all the important posts in the Association. It 
was a great regret to us all when he felt it was his duty 
to lay down the office of Chairman of Council. He has 
been chairman of the Representative Body, chairman of 
the Panel Conference, chairman of the Insurance Acts Com- 
mittee, and in these and many other capacities he has contri- 
buted more than anyone I can think of to the progress of 
the Association throughout the years. He has given gener- 
ously of his time, his energy, and his thought. We are proud 
and happy to honour him. He celebrated his eighty-first 
birthday yesterday, and we wish him many happy returns, 
and we hope that he will still be long amongst us to give 
us of his wisdom and advice. 

“T am in a difficulty about the portrait, for I do not know 
whether I am to present it to him or to inform you that 
he has told us we are to keep it for him and hang it on 
our walls. On our walls it will convey to future generations 
something of the likeness of one whose name they are sure 
to hear about, for the name of Dain will live in the British 
Medical Association as long as the Association. lives.” 

Dr. Dain, who was received with prolonged applause, 
said that in accepting this portrait and asking the Associa- 
tion to keep it for him, he was very conscious of the honour 
done him. It seemed but a short time ago that he was 
attending his first Panel Conference under the chairman- 
ship of Dr. J. A. Macdonald, of Taunton, who told him 
very quickly when he was out of order. He went to the 
Panel Conference to~ urge that the capitation fee, then 
7s. 7d., should be 10s., and he seemed to have been talking 
about the capitation fee ever since. 

Looking back, he thought of the Chairmen of Council 
whom he had known—Bolam, Brackenbury, Le Fleming, 
Souttar, all of them completely unselfish in their work for 
the Association. When he himself was elected Chairman 
of Council he was proud of the record of Birmingham in 
providing such officers. Birmingham had provided more 
Chairmen of Council for the Association than any other 
city, not excepting London. If they ruled out Sir Charles 
Hastings, who nevertheless was a Midlands man and 
belonged to the adjacent city of Worcester, they had Sir 
Walter Foster, afterwards Lord Ilkeston, whom he knew, 
Sir Robert Saundby, for whom he clerked, H. W. Langley 
Browne, a general practitioner of West Bromwich, and he 
himself was the fourth, or, counting Sir Charles Hastings, 
the fifth, He concluded by again expressing his deep 
appreciation of the honour done to him. 


The Former Secretary 


The CuHamMan then presented the portrait of Dr. Charles 
Hill, M.P., painted by Mr. T. C. Dugdale, R.A. He recalled 
many years ago the appointment by the Council of a young 
man whom they knew in those days as Dr. Hill. In course 
of time he came to occupy a very important position in the 
Association. He became secretary of the Insurance Acts 
Committee, and they began to understand his qualities. 
Suddenly he become the “Radio Doctor” and rapidly 
achieved the position of a public figure. To many of them 
in the Association he ceased to be Dr. Charles Hill, and 
became just “Charles.” In time he succeeded to the chair 
of Secretary of the Association, and with his knowledge and 
wisdom he was invaluable to them all. It was a matter of 
immense gratification and pride when he became Member 
of Parliament for Luton, but of regret when he felt obliged 
to sever his position as Secretary. They all expected that 
he would go much further yet and wished him godspeed. 
He was a good negotiator, a wise adviser, and an excellent 
friend. This portrait, too, he understood, they would be 
permitted to hang on their walls, but he conveyed it for- 
mally to Dr. Hill* with their best wishes for his future 
success. (Applause.) 3 


Dr. HILL, in his acknowledgment, recalled some of the 
great figures of the Association during the 18 years he had 
served it as an officer—Dr. C. O. Hawthorne, with his rich- 
ness of personality and rotund oratory ; Sir Henry Bracken- 
bury, with his cold stream of logic ; Dr. Ralph Picken, whose 
cold and incisive contributions to their debates concealed a 
warm heart and the friendliest of dispositions ; Dr. Langdon- 
Down, 85 years young, and present with them that evening, 
who played an important part in the ethical work of the 
Association; Sir E. K. Le Fleming, the born chairman ; 
Sir Henry Souttar, with his gaiety and charm; Dr. Dain, 
to whom reference had been made ; and finally Dr. Gregg, 
their present Chairman. 

“Let me say this. What I will carry away from the Asso- 
ciation is the warmth of good friendship and good fellow- 
ship that I have experienced in its various places from the 
committee-rooms in this house to the corner of the hotel 
at the Representative Meeting. Some have told me of the 
appalling absurdity of leaving the secure waters of the Asso- 
ciation for the hazardous seas of politics. But the one 
thing I shall remember above all from the time I came into 
the work of this Association under my chief, the late George 
Anderson, is the friendships—the enduring friendships—I 
have made here.” 

After a tribute to Mrs. Hill, Dr. Hill referred amusingly 
to what he had endured in the committees of the Associa- 
tion. He had never achieved the poker face of external. 
appearance that concealed what he thought of the particu- 
lar contribution being made at the moment. The portrait 
seemed to represent him at half-past four in the afternoon. 
He had always proceeded on the assumption that no com- 
mittee was capable of making an intelligent contribution 
after it had been sitting for- more than two hours. The 
portrait, hanging in the committee-room, would be a 
reminder to committees that there was a time limit to 
their deliberations. It would call upon them to depart to 
the places from whence they came and to leave the perma- 
nent staff, headed by his good and loyal colleague, Angus 
Macrae, to write the minutes which they could in all 
modesty have written before the deliberations began. 

“I wish to thank the Association most warmly for all it 
has done for me during the 18 years that I worked as its 
whole-time officer. I thank it most of all for the wealth of 
friendship it has brought to me and for the joy and satis- 
faction it has given me over the years.” (Loud applause.) 


“Our Guests ” 


Mr. A. M. A. Moore, Honorary Treasurer, proposed the 
health of the guésts, coupling the toast with the nanie of 
Dr. A. L. Geyer, High Commissioner for the Union of 
South Africa. In this connexion he spoke of the friend- 
ship between the British Medical Association and the Medi- 
cal Association of South Africa, and their pride in having 
as President this year Dr. Sichel, of Capetown. In addi- 
tion to the Minister of Health, his Parliamentary Secretary, 
and the Secretary of State for Scotland, they welcomed 
Dame Dehra Parker, Minister of Health and Local Govern- 
ment in Northern Ireland. Other honoured guests were 
Lord Moran, Past President of the Royal College of Physi- 
cians, Lord Webb-Johnson, Past President of the Royal Col- 
lege of Surgeons and now President of the Royal Society of 
Medicine, and two holders of the Order of Merit—Professor 
E. D. Adrian, Master of Trinity College Cambridge, and 
Sir Henry Dale. A number of distinguished Civil Servants 
were present, including Sir John Charles, of the Ministry 
of Health, and Sir George Henderson, of the Department 
of Health for Scotland. The guests also included the three 
Medical Directors-General of the armed Forces—Surgeon 
Vice-Admiral Sir Edward Greeson, Lieut.-General Sir Neil 
Cantlie, and Air Vice-Marshal J. M. Kilpatrick. Another 
distinguished guest was Dr. Russell Brain, whose election to 
the presidency of the Royal College of Physicians had given 
his colleagues at the London Hospital so much pleasure. 
Dr. Brain had now become chairman of the Joint Consul- 
tants and Specialists Committee, and as such was the 
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spokesman of consultants. They welcomed also Dame Hilda 
Lloyd, President of the Royal College of Obstetricians and 
Gynaecologists, and the Presidents of the Royal College of 
Surgeons of Edinburgh and the Royal Faculty of Physicians 
and Surgeons of Glasgow. Many other distinguished names 
appeared on the list of guests ; he must be pardoned if he 
did not mention them all.: They included Professor David 
Campbell, President of the General Medical Council ; 
Mr. A. C. Palmer, President of the Medical Society of 
London; Mr. J. W. Bowen and Sir Allen Daley, Chair- 
man and Chief Medical Officer respectively of the London 
County Council; Mr. Arthur Deakin, Chairman of the 
Trades Union Congress; the President and Secretary of 
the Medical Women’s Federation, and representatives of 
many associated societies. In their company also they wel- 
comed two former Presidents of the Association, Sir Hugh 
Lett and Sir Henry Souttar, and two representatives from 
overseas, Dr. L. R. Mallen, member of the Federal Council 
of Australia and Past President of the South Australian 
Branch, and Dr. L. C. L. Averill, President of the New 
Zealand Branch. 

Dr. A. L. Geyer, High Commissioner for South Africa, 
in responding, referred to the debt which South Africa owed 
to British medicine. Many South African medical men had 
qualified in this country. The present Minister of Health 
and his two immediate predecessors had done so. Many 
also from Great Britain had come to South African univer- 
sities. One great recent development was the rapid expan- 
sion of the health services for the large coloured popula- 
tion. The Medical School at Durban, attached to the 
University of Natal, and offering a seven-years course in 
medicine, had been established. He emphasized the cordial 
relations which existed between the Medical Association of 
South Africa and the British Medical Association, and 
expressed the hope that they would long continue. He had 
been instructed by his Government to present to the Asso- 
ciation a flag of the Union of South Africa as a token of 
good will and of the appreciation of the great services ren- 
dered by the Association to his country. 

The Chairman, in receiving the flag, said it was a matter 
of great regret to them all that circumstances had prevented 
them from holding their Annual Meeting this year in South 
Africa. He accepted the flag on behalf of the Council with 
much pleasure ard gratification. 

The proceedings concluded with the toast of “ The Chair- 
man,” proposed by Dr. WaNnD, Chairman of the Representa- 
tive Body, of whom he spoke with great affection. The 
longer they knew Dr. Gregg the more they admired his 
great qualities. Dr. GreGG, in fesponse, said that the 
happiest days he had ever spent in his life had been spent 
in the Association. 
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EXAMINATIONS AND MEDICAL REPORTS 
UNDER NATIONAL INSURANCE ACTS 


Some medical examinations and reports done for the pur- 
poses of the National Insurance Acts may be charged for 
by the consultant; some may not. These are set out in 
the following list, which has been issued by the Ministry 
of Health (R.H.B. (51) 107): 


1. Specialists’ Examination and Reports for Examining 
Medical Boards.—{1) If an examining medical board asks 
for a specialist examination and report on a claimant to 
benefit, this should be supplied free by a hospital specialist. 
(2) If the regional medical officer of the Ministry of National 
Insurance, anticipating the need of the board to ask for 
such an examination and report, asks for them beforehand, 
these also should be done free (see below). 

2. Specialists’ Examination and Reports for Medical 
Appeai Tribunals——These will normally be within the 
free service. Normally the regional medical officer will 
only ask for such examinations and report beforehand at 
the request of the tribunal. 


3. X-ray Examinations and Reports.—lt x-ray examina- 
tions and reports are asked for as in paragraphs 1 and 2 
above they should be supplied free. Where they are 
required by pneumoconiosis panels, who are not pro- 
posing to make a clinical examination, payment should 
be made. c 

4. Reports for Non-medical Statutory Authorities (Insur- 
ance Officers, Local Appeal Tribunals, and the Commis- 
sioners).—{1) So long as the claimant is still under observa- 
tion or treatment at the hospital (whether as an in-patient 
or out-patient) and his consent has been obtained, and no 
special examination of the patient is required, reports should 
be supplied free. (2) So soon as he ceases to be under 
observation or treatment at the hospital, or if a special 
examination is required, a fee should be paid. 

5. Dermatologists Examinations and Reports in Con- 
nexion with Claims Arising from Prescribed Industrial 
Diseases——Although such reports may ultimately be used 
by a medical board, they are usually called for in the first 
place by a non-medical statutory authority. They cannot 
therefore be supplied free unless they come under para- 
graph 4 (1) above (or, as may sometimes happen, under 
paragraph 1 or 2). 

6. Reports by an Examining Medical Practitioner in Con- 
nexion with Claims Arising from Prescribed Industrial 
Diseases.—As in paragraph 4 above. 

7. Certificates of Incapacity—The certificates given by 
the lay staff of hospitals on Form Med. 7 or 8 do not give 
the cause of incapacity. Where the Ministry of National 
Insurance needs to know this it should be supplied free by 
the hospital doctor. 


Types of case where the regional medical officer of the Ministry 
of National Insurance may anticipate the need for an examining 
medical board to ask for an examination and report from 
specialists —{1) Ophthalmic cases.“ (2) Cardiac cases, where the 
condition may have been caused or made worse by the accident. 
(3) Neurological cases: injuries to head and organic nervous 
diseases which may have been caused or made worse by the 
accident. (4) Aural cases. (5) Dermatitis cases, if a specialist’s 
report has not already been obtained—for example, from a 
specialist acting as an examining medical practitioner reporting on 
diagnosis. (6) Radiographs for suspected fractures, arthritis, etc., 
where radiographs are not available with the hospital case papers. 

Reports will not automatically be asked for in these cases; in 
particular cases it may be possible to dispense with a report, 
for example, because the evidence already available is_sufficient, 
and regional medical officers will not ask for reports unnecessarily. 
The list, though full, cannot be entirely comprehensive, because 
there will always be rare cases of other kinds for which reports 
will be needed—for example, severe chest injuries followed by 
bronchitis. . 








SPECIALIST GRADES IN ARMY 


A new pamphlet entitled “Classification of Medical and 
Dental Officers as Specialists” has recently been published 
by the War Office. It defines the various classes of specialist 
officers in the Army and the minimum requirements for 
acceptance in each class. Specialist officers are divided into 
four classes, with the following requirements for acceptance: 

Senior Specialist—It is necessary to have been qualified for 
at least seven years, to have practised the specialty for five years, 
and to hold a higher degree or diploma. 

Junior Specialist—It is necessary to have been qualified at 
least three years and to have practised the specialty for two 


years in recognized posts. 
Clinical Officer—It is necessary to have been qualified for two 


years and to have received 18 months’ training in the specialty. 

_Trainee.—It is necessary to have been qualified at least a year, 
and to have spent a year in the general wards of a military or 
civil hospital ; applicable only to regular and short-service officers 
at present. 


Officers recognized as senior or junior specialists are 
eligible for qualification pay at the rate of 8s. and 4s. per 
day, respectively,.up to and including the rank of lieutenant- 
colonel. Officers, if not already majors, are eligible for the 
temporary rank of major on being graded as senior specialist. 
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EMERGENCY ADMISSIONS TO HOSPITALS 


REVIEW URGENTLY NEEDED 
Following representations made by the G.M.S. Committee, 
a request that hospital authorities will urgently overhaul 
their machinery for the admission of the acute sick has 
been sent by the Ministry of Health to regional boards, 
management committees, and boards of governors (R.H.B. 
(51) 115). The circular emphasizes the need to avoid delay 
and to avoid imposing unnecessary difficulty on general 
practitioners. “No request for emergency admission 
should ever be refused, except on medical authority, and 
the general practitioner must be informed of the arrange- 
ments made for his patient at the earliest moment possible.” 


Getting the Patient In 

The natural approach is considered to be from the general 
practitioner direct to the hospital he considers appropriate 
for his patient. If that fails, the general practitioner should 
get into touch with whatever admissions bureau is working 
in the area. But this procedure would not necessarily be 
the best where the practice is already established of general 
practitioners going to an emergency bed bureau in the first 
instance. 

Much of the country is already covered by emergency 
bed bureaux, but hospital boards are asked to set up bureaux 
without delay in any populous areas not yet covered. In 
each of the areas served by the teaching hospitals a single 
bureau should deal with emergency admissions to both them 
and the non-teaching hospitals. 


Hospital Arrangements 

The following detailed recommendations are made: 

In every hospital of reasonable size a junior lay officer, prefer- 
ably of higher status than a telephonist or porter, should be 
made responsible for the initial handling of all such requests for 
admission as are not made direct to an individual member of the 
medical staff. 


In every large hospital with a resident medical staff a medical 


officer should be in charge of the admissions office for that 
hospital. If unable to admit the patient, he will be responsible 
for referring to a higher level (see below). 

In every hospital management group, teaching or non-teaching, 
a medical group admissions officer should be designated, of at 
least senior registrar status (preferably an S.H.M.O. or consultant). 
This officer should be armed with the power of the management 
committee or board of governors if necessary to direct any 
hospital in the group to admit a particular patient—e.g., by 
putting up an extra bed if necessary—though this power will no 
doubt very rarely need to be exercised. If he accepts that the 
patient must be admitted to hospital and is unable to admit the 
patient anywhere in his group, he will be responsible for approach- 
ing neighbouring group admissions officers or, failing them, and 
where he personally is unwilling to accept the responsibility of 
deciding that the patient cannot be admitted, the medical staff 
of the regional board. (The machinery operating in Greater 
London is somewhat different.) : 

At a higher level an administrative medical officer on the 
regional board’s staff should be responsible for co-ordinating and 
assisting the group admissions officers in the area. The board 
has power in the last resort to direct a management committee to 
admit a patient, if necessary to a particular hospital, and this 
power should be exercised, if at all, through the responsible 
administrative medical officer and the group admissions officer 
concerned. 

Exchange of Information 

Regional boards should arrange to warn all management 
committees when demand for beds seems likely to increase, 
and management committees should keep boards informed 
when they are under abnormally heavy pressure. Contact 
should be established between regional boards and local 
medical committees, since general practitioners may often 
be better able to forecast exceptional demands than the 


hospital authorities. 


Keeping Beds Available 
The circular gives some warning advice on keeping as 
many beds as possible in use. Wards should not be closed 


for decoration or other inessential purposes. Admission of 
patients from the waiting-lists should be restricted to the 
minimum. Post-operative patients should be transferred as 
early as possible from acute beds to suitable accommoda- 
tion elsewhere—even, if necessary, some distance away. 
Hospitals must be prepared to put up additional beds, right 
up to the capacity of their nursing staffs. Allocation of beds 
to particular departments should not be allowed to be so 
rigid as to interfere unreasonably with emergency admissions. 
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EXAMINATIONS AND REPORTS FOR 
GOVERNMENT DEPARTMENTS — 


The recent tendency of Government Departments, and 
particularly the Ministry of National Insurance, to seek 
consultant opinions through the National Health Service 
by referring cases to hospitals rather than to a named con- 
sultant privately has caused widespread criticism. 

While there is no doubt that under the existing Terms 
and Conditions of Service of hospital medical staff much 
of this work comes within the scope of the consultant’s 
contract, the Central Consultants and Specialists Committee 
has consistently held the view that the provision of these 
examinations and reports as part of the National Health 
Service is contrary to the spirit and intention of the Act. 
There are, moreover, practical difficulties. These cases often 
involve such questions as a patient’s entitlement to disable- 
ment benefit, or the assessment of disability for pension 
purposes. These are important considerations involving a 
high degree of care and responsibility, and necessarily the 
cases take up a great deal of time—which in an out-patient 
session it is not possible to give. 


Allocation of Work 


The Ministry suggests that the incidence of this work in 
any given specialty or area is not heavy. The normal experi- 
ence is, however, that in most areas there are long waiting- 
lists for out-patient treatment, and in those circumstances 
even two or three special examinations a week, which, with 
the necessary report, may take upwards of three-quarters 
of an hour, are likely to play havoc with the waiting-list. — 

The answer is with the consultant in charge of the depart- 
ment. For if the choice lies between putting off a patient 
referred to him for treatment, and an examination for a 
Government Department involving no treatment, then no 
doubt the consultant will put the sick patient first. If the 
Government Departments require these examinations under- 
taken without undue delay, and want them carried out with 
the care they deserve, the obvious course—in fairness to 
the public and to the profession—is to refer them to the 
consultant in his private consulting-rooms, away from the 
distraction and pressure of the out-patient department, so 
that he may give the consideration to the matter which the 
responsibility demands. 


Defined Position 


The position of hospital medical staff in this matter as 
defined by the Terms of Service is set out below. 


Para. 14 of the Terms includes a schedule which classifies the 
types of examination and report which are either within or out- 
side the scope of the hospital and specialist services. It is in fact 
the Minister’s interpretation of the obligation placed upon him by 
Section 3 of the 1946 Act. 

The first part of the Schedule (Category 1) defines the work 
which is within the scope of the Service, and sets out the over- 
riding principle that this covers the examination, diagnosis, and 
provision of a report (reasonably required in connexion therewith) 
on a person referred to the hospital and specialist service for this 
purpose from a medical source for a second medical opinion. 
There follow a number of examples, including examination and 
report on a person referred : . 

(1) by a medical board of the Ministry of Pensions ; 

(2) under the Nationa] Insurance (Industrial Injuries) Act by 
a regional medical officer of the Ministry of National Insurance 


or by a medical board or medical appeal tribunal ; 
‘ 
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(3) by a medical recruiting board of the Ministry of Labour and 
National Service. 

The words “ from a medical source " are of particular import, 
for the Ministry has explained that examination and report, 
following reference by an administrative medical officer, whd has 
not himself clinically examined the patient, does not fall within 
the scope of the Service. 

It is clear, however, that when medical boards of Government 
Departments, such as those of the Ministry of Pensions, Labour, 
and National Insurance, require a consultant opinion, they are 
entitled to refer the case to the hospital; equally the regional 
medical officer may do so in intelligent anticipation of the needs 
of the medical board. Where x-ray examinations are requested 
by pneumoconiosis panels which are not proposing to make a 
clinical examination they should not come within the “ free ” 
service, and payment should be made. 

If the request comes from a non-medical Government source, 
such as an insurance officer or local appeal tribunal of the 
Ministry of National Insurance, the position is as follows: If the 
patient is still under observation or treatment at the hospital at 
the time the report is asked for, and when it can be given without 
a special examination, it should be given—with the patient’s 
consent—free of charge. If, however, the patient is no longer 
under observation or treatment at the hospital when the request 
is received, or if a special examination is required, a fee should 
be paid. Although dermatological reports may ultimately be used 
by a medical board, they are usually requested in the first place 
from a non-medical source, and the question whether they should 
be supplied without charge is determined by the foregoing. 








WHEN DISINFECTANTS ARE DRUGS 


For prescribing under the Health Service, disinfectants 
should be regarded as drugs only when they are ordered 
in such quantities and with such directions as are appropri- 
ate for the treatment of an individual patient, either intern- 
ally or externally. They should not be regarded as drugs if 
they are ordered for general hygienic purposes. 

This decision is contained in the Third Report of the Joint 
Subcommittee on the Definition of Drugs of the Central 
and Scottish Health Services Councils. The report has no 
statutory force, and where there is doubt local medical 
committees will continue to decide the issue. 








REGISTRARS’ REGIONAL GROUP MEETINGS 


South-west Metropolitan (Eastern Area) Regional Regis- 
trars Group——The annual general meeting will be held 
at B.M.A. House on Wednesday, November 28, at 5.30 p.m. 
All registrars and senior registrars in the Eastern Area of the 
region are cordially invited to attend. 

South-east Metropolitan Regional Registrars Group.—The 
annual general meeting will be held at B.M.A.-House on 
Friday, November 30, at 7 p.m. All registrars and senior 
registrars in the region are cordially invited to attend. 








POSTAGE ON LIBRARY BOOKS| 


In view of the need to effect all reasonable economies at 
the present time, the Council of the Association has decided 
to revert to the practice of requiring members to pay the 
outward postage charges on books sent by post from the 
Library. Members wishing to have books sent by post are 
asked to pay a deposit of 5s. This sum will be used as 
required and an account will be rendered when a further 
deposit becomes necessary. This syste: has been adopted 
as the one likely to cause the least troubie, both to members 
and to the Librarian. 

Cheques or crossed postal orders should be made payable 
to the British Medical Association and addressed to the 
Librarian at B.M.A. House, Tavistock Square, London, 
W.C.1. 


” 


SUCCESSFUL APPEAL 
SENIORITY OF A CONSULTANT PATHOLOGIST 


The Association has again won an appeal through the 
regional Whitley machinery on the seniority of a 
consultant. 

A consultant pathologist took over as director of a blood 
supply depot on the appointed day. He was graded con- 
sultant by the regional board, and his appointment was 
designated a consultant appointment within the establish- 
ment. But the board gave seniority only from the appointed 
day. 

This decision was based on the view that only by the 
appointed day had he acquired sufficient experience to entitle 
him to the grading.. The Association pointed out, however, 
that he had been doing exactly similar work for three years 
before the appointed day, and had received adequate post- 
graduate pre-consultant experience before he was appointed 
to the directorship, which was done through the agency of 
the Medical Research Council. Furthermore, as the con- 
sultant scale provides for increments, it is to be assumed 
that the question of seniority allows for increasing experi- 
ence over the years. 

The Association therefore contended that the board was 
not entitled to introduce a further time factor in establish- 
ing seniority by arbitrarily stating the date for the achieve- 
ment of consultant status, particularly as the Terms and 
Conditions of Service lay down that the starting salary shall 
be the salary which the officer would have been receiving 
on the appointed day had the present system of remunera- 
tion been in operation since the date on which he first 
accepted a hospital staff appointment with full clinical 
responsibility. 

Full clinical responsibility may be difficult to define for 
a pathologist. But it is reasonable to assume that an 
appointment designated as- a consultant appointment in 
pathology, if it is unchanged in its scope and duties, 
should be considered as equivalent to a hospital staff 
appointment with full clinical responsibility. 

The board’s decision was reversed. 








TEN YEARS OF THE B.M.S.A. 


Ten years ago, with the fatherly assistance of the British 
Medical Association, which provided office accommodation 


and secretarial assistance, the British Medical Students’ 


Association was founded. The latest annual report of this 
student body, which is to be presented to its annual general 
meeting, held this year in Dublin, shows what diverse and 
useful activities it has pursued. It suffers from the dis- 
advantage, inherent in such an organization, that its mem- 
bers drop out on qualification just at the time when they 
show their full capacity for leadership. But it has managed 
to maintain a succession of enthusiastic officers and com- 
mittee members and to have engaged a great deal of local 
interest in the medical schools all over the country, Its 
executive commiftee includes representatives from three 
London, four provincial, and two Scottish schools, and 
the Welsh school. Its honorary president-elect is Dr. P. T. 
O'Farrell, of Dublin, who is also president-elect of the 
British Medical Association. 


Student Health 


The work in which the association has been engaged 
includes, prominently, student health. With other student 
bodies, it is at present interesting itself very largely in the 
effort to set up a British Students Tuberculosis Foundation. 
It is also trying to improve the position of students from 
the point of view of life and other insurance. In view of 
the fact that a student paying contributions to the National 
Insurance scheme receives no sickness benefit, it has worked 
out a suitable scheme with the Medical Sickness Annuity 
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and Life Assurance Society (a non-profit-making medical 
insurance company) which will cover sickness benefit or 
life assurance, or both. 


Appointments and Curriculum 


The association has a grants secretary whose business it 
is to give information and help on the subject of grants and 
to make approaches to grant-awarding authorities. It also 
furnishes to the medical schools lists of hospitals which are 
willing to offer appointments during vacations. It has taken 
up several points with the General Medical Council con- 
cerning the application of the Medical Act, 1950. It has 
asked, with regard to the year’s internship, that the intern 
should be responsible for a minimum of 20 in teaching 
hospitals and 30 in non-teaching hospitals, the ideal being 
30 and 40 respectively ; and also that paediatrics be included 
under the term “ general medicine,” and casualty, ear, nose, 
and throat, and eye and skin appointments under “ general 
surgery.” It has appointed an admissions officer who 
collects reports from schools and prepares an annual state- 
ment on matters affecting the curriculums. It has also a 
film secretary who represents students on the Scientific Film 
Association and the B.M.A. Film Library Committee, and 
other activities include the preparation of a medical students’ 
handbook and a diary. 


International Work 


In the international field the association has also been 
active. A conference was held in Copenhagen in May to 
discuss a working plan for an Jnternational Medical 
Students’ Association. Delegates from eight countries, 
including Great Britain, attended, and a provisional direct- 
ing body was set up. It is hoped that the first general 
assembly will be held in London in June, 1952. One of 
the principal functions of the international body will be to 
facilitate student travel and exchange. 





Heard at Headquarters 








Presidencies 


It is not often that a Society has to deplore the deaths 
of three former presidents in one year. Dr. A. H. Douth- 
waite, the retiring president of the Medical Society of 
London, in vacating the chair the other evening, had to 
tefer to three of his predecessors who had died within 
the last 12 months. The first of the three was Professor 
George Gask, the second Professor Grey Turner, and the 
third Mr. W. E. Tanner. Mr. Tanner was recently and 
closely connected with the Society. He had been attending 
its meetings for 30 years, and was councillor and editor 
and a very popular figure. The new president of the Society 
is Mr. A. C. Palmer, whose presidential address was entitled 
“In Search of Truth,” and was illustrated by some obstetri- 
cal principles. As someone who spoke to the vote of thanks 
remarked, had those obstetrical principles been understood 
and followed in 1817 they would have changed the course 
from then onwards of the dynasty of England. The life of 
the unfortunate Princess Charlotte, daughter of George IV, 
would have been spared, as well as the life of her son, and, 
incidentally, the life of the obstetrician concerned. 


Defamatory ? 

After Mr. Justice Slade’s learned exposition of the law 
of defamation, given to the Medico-Legal Society the other 
evening, a Naval medical officer told a story of his early 
days which amused the audience. It was at a time when 
he was newly qualified, and he was serving in the Persian 
Gulf, where the prickly heat made everybody irritable. One 
day a young midshipman, resenting some remark of his, 
said, “Why don’t you go back to your panel practice ?” 
Being rather on his dignity, he complained to the captain, 
and the case was heard on the quarter-deck. The captain 


listened to the evidence, and then hurt his dignity further 
by saying, “ Well, why don’t you go back to your panel 
practice?” “Sir,” he said, “I have never had a panel 
practice.” “No,” said the captain, “and by what I have 
seen of you I do not think you ever will.” The action 
failed on the ground of defamation, but the midshipman 
was sentenced to some strokes of the cane for impertinence. 


Holiday Exchange 

A Swedish doctor, who is the county medical officer for 
his a would like to send his son to England, prefer- 
ably to a country district, during the summer of 1952, for 
one month in exchange for a visit from an English doctor’s 
son. The Swedish boy will be 15 years old next summer. 
Would any doctor who is interested in arranging such an 
exchange please get in touch with Dr..H. A. Sandiford, 
International Medical Visitors’ Bureau, B.M.A. House, 
Tavistock Square, London, W.C.1. 


A Rotating Chairman 


We notice that in the proposed International Federation of 
Medical Students an amendment to the constitution provides 
that there shall be a “rotating chairman of the General 
Assembly.” It is to be hoped that he will not induce giddi- 
ness in the assembly. In the same document it is mentioned 
that medical students arrived in England from all over. the 
world during the past summer “ probably provoked by the 
Festival of Britain celebrations.” Although provoked, it is 
not clear that they did any damage. 


Wales in the Ascendant 


Talking of names, Wales has a justifiable pride in the 
fact that among the signatures to the bulletins concerning 
his Majesty’s illness such distinctively Welsh names appeared 
as Davies, Evans, and Price Thomas. The Welsh Committee 
of the Association has sent letters of congratulation to each 
of these medical men. 


A Question of Privilege 
How far is a doctor privileged in writing to another 
member of the profession abeut a patient? In order to 
give the other doctor a proper idea of the case it is often 
necessary for him to furnish details not only of the patient’s 
physical condition but of his character and temperament, 
and in so doing he may have to say something uncompli- 


mentary. That question was put to Mr. Justice Slade at the - 


Medico-Legal Society, and his reply was that, assuming that 
the doctor who wrote the:letter and the doctor who received 
it had a reciprocity of interest in the patient, there was no 
shadow of doubt that the action of publication (that is to 
say, from the one doctor to the other) was an action of 
qualified privilege. The doctor who wrote would be pro- 
tected in any proceedings for libel, unless the plaintiff could 
prove him to have been malicious. That turns on what is 
meant by malice, on which juries have in the past in some 
fameus cases made curious decisions. 





Questions Answered | 








Proportionate Holiday 

Q.—I held a resident house job for fewer than the usual 
six months. There was the understanding that the appoint- 
ment could be terminated at a month's notice, which I duly 
gave. Was I entitled to the relative amount of holidays at 
the rate of two weeks per annum? 

A.—House officers are entitled to a fortnight’s leave for 
every six months’ service. It would not be unreasonable 
for an officer to make special application to the hospital 
management committee for a proportionate amount of 
leave in view of the fact that the appointment was shorter 
than the normal statutory period. 
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Correspondence 








Registrar Establishments 


Sm,—yYet again do we read (Supplement, October 27, 
p. 178) of further plans for the registrars. No doubt there 
will be more to follow. In the old days, when non-teaching 
hospitals ran smoothly and enjoyed a prestige which is now 
waning, there was no shortage of resident staff applications 
for all grades, and many from men who had already done 
teaching hospital jobs. Registrars, etc., were appointed by 
the then equivalent of the hospital management committee, 
in most cases on the advice of the medical staff. Positions 
were not designated training or non-training, and the young 
man who hoped to become a consultant was grateful for the 
opportunities which the work of these hospitals afforded. It 
was realized that there was often a better opportunity for 
practical experience than in the teaching hospital jobs. He 
had the chance—only the chance—of eventually reaching 
consultant status. He had no real security and was meagrely 
paid but could rely on a square deal. A few made the 
consultant grade ; others did not ; but in the main the worth 
of a man, as estimated by the people for whom he worked, 
was, if satisfactory, rewarded by reappointment or promo- 
tion. Reappointment was often not made in the best interests 


of the man himself. Others gave up the struggle to obtain - 


consultant status, a struggle which they had commenced with 
their eyes open. 

What is the position to-day? I-quote from the 
Supplement: a 

(1) “ Quality should determine those who are retained; but it 
is important to ensure that a regular flow-is maintained to fill 
potential vacancies. This ‘should therefore be taken into account 
when merit alone is not sufficient guide.” 

(2) Again I quote: “* Some senior registrars, additional to those 
training to be consultants, are needed for the efficient running of 
hospitals [and] they should be retained, but they should be told 
that they are not in training posts.” 

(3) In a later note under the heading “‘ Discharge of Hospital 
Staff’ there appears, and yet again I quote: “ If a hospital board 
or committee has to reduce its establishment, the broad principle 
guiding it should be that the employee with the least service should 
be the one to be discharged.” 

= fairness, it is not quite clear to whom this last paragraph 
refers. 


The registrars are now obviously considered as a class to 
be used or cast aside at will. Is it possible that any fair- 
minded man or woman can approve of these statements 
being applied to this important section of our profession ? 
Registrars have had a raw deal, and many have gone on the 
scrap-heap during the past year, while the Ministry has 
been deciding to increase the number of senior registrar 
appointments by 45%. The so-called security which emerged 
from the tempting supernumerary appointments has proved 
a myth. 

Let us have less planning and more decentralization and 
flexibility. Let hospital management committees make all 
appointments from house-officers to senior registrars’ and 
consider promotion of their new men and new appointments 
—in competition, of course, with men from teaching and 
other non-teaching hospitals. The regional representation 
on such appointing committees should be minimal and 
“ liaisory ” in nature (it is to be assumed that the block-grant 
principle of finance will operate). Above all, let it be clearly 
understood in the future that to go to a large or small 
hospital outside the teaching school, even as an S.H.M.O., 
is not to take a road which can bewused for only one-way 
traffic. It is quite clear now that to obtain advancement a 
man’s best chance lies in sticking close to his teaching 
hospital, and mo longer can a keen man go out to a large 
non-teaching hospital for practical experience with the fair 
chance of returning which once existed. If he reaches senior 
registrar status in the non-teaching hospital, he fares badly 
with his fellows from the teaching hospital when it comes to 
consultant appointments, even for the type of hospital in 
which he has been working. The opinion of the consultant 


—— 


with whom a man has been working is of little account with 
his own regional committee, and apparently of still less 
with other regional committees. It is small wonder that the 
non-teaching hospitals cannot obtain residents. 


In addition to the injustice which has been done to the © 


various grades of registrars, the prestige and standard of 
work in the non-teaching hospitals must surely continue to 
fall if present conditions remain. The situation is urgent 
in both respects. Is it too much to hope for the necessary 
remedial action ? Fiat justitia—I am, etc., 


Bradford. G. WHYTE WATSON. 


Discharge of Staff 

Sir,—I wonder how many medical men have had the 
opportunity of reading H.M.C. (51) 93, dated October 9, 
1951 (Supplement, October 27, p. 179). I feel it is impor- 
tant that attention should be drawn to it, as it appears to 
establish an interesting precedent. 

It concerns the “ Discharge of Staff Consequent upon 
Reductions in Establishment.” In particular, I think para. 3 
merits interest, where it states, “A preliminary warning 
period will give time . . .” ; para. 6, where it states, “ Special 
steps should be taken to ensure that adminisi:ative and 
clerical staff who have been trained in hospital work are 
not finally lost . . .”; and, “ They may have an adequate 
opportunity of applying to be considered for such vacancies 
before the posts are publicly advertised”’ (my italics here 
and below). 

I commend para. 7 to notice also, as a corollary of that, 
when it states, “ Special arrangements of the kind described 
in para. 6 above are not considered necessary for any other 
grade of staff... .” Finally, in para. 1 of the Appendix, 
“The authority having the vacancy should allow time for 
the receipt of applications from redundant officers and 
should take no steps to advertise the vacancy until after 
all such applications have been fully and fairly considered.” 

As one who was formerly a senior registrar and much 
concerned in helping the formation of the Registrar Group 
in the B.M.A., I recall the battle we had over the ex-Service 
postgraduates who were dismissed with a week’s notice. The 
only alternative employment suggested then by one or two 
very senior consultant colleagues was the Colonial Service 
and the armed Forces—that for men who had already had a 
number of years overseas, separated from their families. 

I only trust that those who are still in the harassed posi- 
tion of registrars in hospitals will take note of this and such 
action as they think necessary. No one will wish to create 
more internecine warfare in the Health Service ; there has 
been too much already. But what is sauce for the goose 
is sauce for the gander, surely. And who does lay the 
eggs forthe patients 7—I am, etc., 

Chailey, Sussex. 


Evidence on General Practice 

Sir,—The Conference of Local Medical Committees had 
even more reason than usual to congratulate the General 
Medical Services Committee on the volume of work carried 
out during the previous year. The agenda of the confer- 
ence dealt with a large number of important matters, but 
even so it is somewhat surprising that this body of doctors 
gave no instruction to its executive as to the giving of evi- 
dence on general practice to the ad hoc committee of the 
Central Health Services Council—surely an important 
question. 

The G.M.S. Committee put forward a recommendation 
that it should be authorized to submit evidence. An amend- 
ment to the above motion was proposed hv two members 
of Conference, to the effect that, in ‘ic iiterests of unity 
of the profession, Council of the B.M.A. be asked to set 
up a committee representing various medical bodies, as 
reported in the Supplement (November 3, p. 194). It will 
be noted that it includes several members from the General 
Practice Review Committee of B.M.A., a body which has 
already collected a mass of information on the subject. 
After almost no discussion a motion to pass to the next 


E. P. QUIBELL. 
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business was proposed and carried, and so both the recom- 
mendation of the G.M.S. Committee and the amendment 
fell to the ground, and'a golden opportunity of uniting the 
profession on this issue was lost. It is to be hoped that the 
Council of the B.M.A. will now consider this matter and 
take action to implement the policy suggested in the amend- 
ment.—I am, etc., 


Stanmore, Middlesex. H. B. WooDHOUSE. 


*." The Secretary of the Association writes: The official 


record of the meeting, which is supported by the report ° 


in the Supplement, shows that the recommendation of the 
G.M.S. Committee was put to the meeting and agreed. 


Compulsory Retirement in Hospital Service 


Sir,—There must be many senior consultants who are 
placed in a similar position to your correspondents, Mr. N. P. 
Jewell (Supplement, October 27, p. 188) and Dr. M. E. 
Ormsby (Supplement, September 8, p. 110).. It is indeed 
difficult to understand how the B.M.A., which exists for 
the protection of the interests of the profession, should 
have failed to foresee the position arising from the enforce- 
ment of compulsory retirement. 

In the specialties which are overcrowded—general surgery 
and general medicine—one would think that regional hospi- 
tal boards would naturally insist on the enforcement of the 
retiring age because of the large number of senior registrars 
who merit upgrading and cannot be placed. It is noteworthy 
that this is not always the case. In the specialties, however, 
in which the supply of suitable men of consultant status is 
quite insufficient—for example, pathology and radiology— 
this provision cannot be enforced. What an anomaly ! 

It is common knowledge that the volume of private con- 
sulting practice in all specialties has rapidly declined. How- 
ever, in the case of the part-time clinician who is compul- 
sorily retired from hospital practice at 65 years of age, he 
at least has the opportunity of continuing in private clinical 
practice. (Why, however, he should be denied domiciliary 
consulting work is difficult to understand. Clearly he should 
not.) Unquestionably the hardship to the part-time clinician 
is great, especially in these days ; how much more so in the 
case of the whole-time laboratory worker—for example, 
pathologist and radiologist. When he leaves his depart- 
ment all opportunity for earning his livelihood ceases. If 
he has worked in a number of voluntary hospitals, which 
is generally the case, whole- or part-time—that is, with fees 
earned in his department—all his service prior to July 5, 
1948, merely counts as “ qualifying service,” and so he is 
to be offered a pension of three- to four-eightieths of his 
maximum salary. To add further to this indignity the 
enforcement of the 65 rule, I understand, compels a regional 
board to advertise a vacancy so created. If, however, no 
suitable candidate presents himself, then, but only then, may 
they request the compulsorily retired consultant to con- 
tinue until they can appoint his successor. Surely we have 
been allowed to descend to the depths of humiliation. 

The Ministry of Health has stated there is no provision 
for adding a number of years of service except in the case 
of an individual of “ eminence ” whose services it may not 
reasonably be expected to obtain for the National Health 
Service without the inducement of a number of added years 
for superannuation purposes. What a shocking state the 
consultant branch of the profession has been allowed to 
drift into! Such a whole-time consultant therefore, if 
matters were to rest in their present state, would be thrown 
completely into the discard and may be utterly unprovided 
for. If the clinician in private practice has, as is un- 
doubtedly the case, been unable to amass sufficient capital 
on which to retire in reasonable comfort, how much less 
has the whole-time pathologist or radiologist been able to 


.do so? Surely there can be no question that this matter 


requires immediate action to remedy a grave defect. 
The number of men involved at the moment cannot be 
very large, and the cost of applying the obvious remedy 


sis a declining one over the next 10 to 15 years. Surely the 


correct remedy is to obtain provision for the addition of a 
number of years of service up to, say, a maximum of 16 
years, thereby providing one-fifth of the maximum salary 
of a senior consultant in addition to the very few years’ he 
tay hawe served since the. Act came into force. Clearly 
immediate action is necessary if compulsory retirement is 
to be enforced.—I am, etc., 
Tredegar, Mon. I. B. BaRc.ay. 

Sir,—Mr. N. P. Jewell’s letter (Supplement, October 27, 
p. 188) raises a matter that deserves greater attention by the 
profession than it has found so far. It is often emphasized 
that owing to the increase of the average duration of life 
our population is ageing, and that more and more old people 
will have to be maintained by fewer and fewer young 
people. This alarming view is not quite correct, for it 
leaves out of account the fact that people not only live longer 
but on the whole remain young longer and capable of a full 
and active life beyond the age of compulsory retirement, 
which in the case of most specialists and hospital ‘staff is 
normally 65 and in the case of mental health officers as low 
as 60. (The provision of extending one’s service for a period 
of up to five years is rather vague, and such extension 
does not appear to be encouraged.) 

It would be easy to point to a number of men, well known 
in public life, who despite a much higher age are giving 
most valuable service. In view of the changing age distribu- 
tion of the population it is essential that every member 
should continue to pull his weight as long as possible. In 
recent months there have been appeals to people who have 
qualified for the old-age pension to postpone their retirement, 
and many are continuing to work very successfully indeed. 
Premature retirement is uneconomical from the social point 
of view and unfair to the individual concerned, who becomes 
a liability, and it may be a cause of geriatric illness. 

It is particularly surprising that retirement should be 
enforced in the case of doctors. It takes many years of 
training and experience to make a doctor, and his accumu- 
lated knowledge and skill are a valuable asset that the 
community can ill afford to waste. Moreover, medical 
practice is an activity that can be carried out, and in innumer- 
able cases has been carried out, most efficiently up to a 
much higher age than that envisaged in the terms and condi- 
tions of service. Furthermore, it has to be remembered that 
since the introduction of the N.H.S. any professional activity 
outside the N.H.S..has been severely limited. 

The right to work has always been recognized as a basic 
human right, and it should not be curtailed without adequate 


‘reason. I fully agree with Mr. Jewell’s suggestion that some- 


thing should be done about it.—I am, etc., 

Nottingham. H. FIsHER. 
Escalator Clause 

Sir,— Before it is too late the G.M.S. Committee should 
consider these points: (1) the size of the pool has to be tied 
with the number of doctors giving general medical services ; 
(2) the size of the pool must have an “escalator clause” 
linking it with the current cost-of-living index. 

(1) Unless the numbers practising are linked with the size of the 
pool, there will soon be pressure from the doctors themselves to 
limit the numbers qualifying and the numbers entering general 
practice. Already there are signs that it is becoming difficult to 
enter general practice But oh the whole the country is still 
under-doctored. 

(2) The forthcoming contest with the Ministry may be lost or 
won on the decision on the betterment factor. An escalator clause 
applied every two or even three years will prevent a sudden rise 
in the cost of living in the next few years wiping out all we have 
gained. 

To many of us the long struggle over the last 15 years 
with successive Ministers for an increase in the capitation 
fee has been distasteful and unseemly. Unless these two 
points or modifications of them are adopted we can only 
look forward to a running fight over the years to come. 
While this squabble continues, our relations with the Minister 
of Health cannot be amicable on professional matters. If 
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we can put this major difference with-the Minister behind 
us, then we can unite with him in moulding the National 
Health Service into the fine achievement it could be. If 
these two points were accepted, even if the result of 
arbitration was not all we hoped, at least we could 
accept the result with good grace, knowing that we would 
not find ourselves even worse off after a few years.—I am, 
etc., 


Friar Gate, Derby. BARON RUSSELL. 


Living Conditions for House-men 


Sir,—Recently several letters have appeared in the Supple- 
ment from resident doctors in hospitals complaining of the 
extremely bad living conditions to which they are subjected. 
It would seem likely that there is real cause for complaint, 
but that usually house-men are too ephemeral to complain. 

I would suggest that house-men should be more vocal in 
claiming their right to reasonable quarters and that the 
Association should be approached where hospitals are not 
co-operative. If a sufficient number of complaints proved 
justified on investigation, the Association might see fit to 
formulate definite standards and blacklist offending hospi- 
tals by indicating in the advertisements that the hospitals 
were not up to standard.—-I am, etc., 


London, W.6. A. C. CHOVIL. 


Health Centres and Salaried Service 


Sirn,—The B.M.A., it appears, is strongly in favour of 
the establishment of numerous health centres where neigh- 
bouring practitioners should combine together and where. 
competition between the associated practitioners would be 
eliminated by the formation of partnerships. -Surely this 
is equivalent to the establishment of numerous centres where 
practitioners would work on a salaried basis, and yet the 
B.M.A. has always bitterly opposed the conception of a 
salaried service. 

It seems to me the B.M.A. has to choose between two 
alternatives: (1) If a salaried service is completely anathema, 
it should have no truck with health centres. (2) If health 
centres are eminently desirable, then it should logically 
accept the principle of a salaried service, and then the 
doctors could be easily grouped in health centres. Its pre- 
sent attitude seems to be an attempt to combine the two 
above alternatives, which are diametrically opposed to each 
other.—I am, etc., 


Manchester. B. Hirsi. 


Expense of Travelling to Interviews 


Sm,—A young man with no strings to pull in seeking any 
sort of post in general practice must be prepared to travel the 
length and breadth of this island. But this sort of enterprise 
is expensive and not easily borne by most of those seeking 
jobs. Now especially one may make many fruitless excur- 
sions to unsuccessful interviews, often encouraged by an 
invitation from the interviewing doctor. 

It is my contention that, where candidates have been 
invited to attend for interview by their prospective principals 
or senior partners, the cost of the journey, if a long one, 
should fall on the latter. If doctors seeking assistants or 
junior partners wish to make their selection from a wide 
range of interviewees drawn from all corners of the land, 
they should pay for the privilege, partly because they are 
better able to do so, and partly because a large number of 
unsuccessful interviews are a waste of everyone’s time and 
resources. 

This principle is admitted by executive councils, which 
have a special fund for the purpose, and by many—but not 
apparently the majority—of doctors. 

One firm to whom I applied for an assistantship more than 

* a year ago invited me to attend not only for a preliminary 


interview, but a second time, when I was to bring my wife 
for inspection. Having complied with these conditions I 
was poorer by three return fares at a time when I was not 
earning. To this day I have not heard another word from 
that firm. 

More recently my request for recompense for a 650-mile 
round trip (to an interview to which I had_ been invited) was 
refused on the grounds (a) that recompense was not usual, 
(b) that general practitioners had no special fund for . the 
purpose. I have no special fund for visiting doctors for 
interviews, nor for employing a nurse-maid ; but if I had 
one I would not expect her to work for nothing for lack of 
a special fund for paying her. 

Apparently some branch of the B.M.A. was able to confirm 
that recompensing unsuccessful interviewees was not usual. 
Since I know of doctors who do, how does the B.M.A. know 
that most doctors do not? From my general experience of 
the profession I have no doubt that the B.M.A. is right, but 
has a poll been held on the subject ? 

This is a paltry issue, but surely in these unusual times, 
when there is an excess of doctors roaming the country seek- 
ing entry into general practice, we must be guided by some 
deeper principle than what is usual. Perhaps someone can 
show me why it is fairer that the candidate rather than the 
established principal should bear the cost of the journey, 
as would in fact be the case when the candidate arrives 
uninvited or in more “ normal” times, when one would be 
entitled to expect success after, say, two or three interviews. 
There are no precedents for the present situation of the 
profession—or of the whole world for that matter.—I am, 
etc., 


Holbeach, Lincs. A. G. RICHARDs. 


Partnership or Squatting 


Sir,—-I am surprised to read the letter by Dr. A. Meyer 
(Supplement, October 20, p. 172). As an ex-Service M.O. 
who took up a junior partnership after the commencement 
of the N.HLS., I found myself faced with no other financiak 
commitments than are to be met by any other young man: 
settling himself in 2 home of his own. 

Like all other general practitioners, a squatter has to pro- 
vide himself with a house and instruments, and then is faced 
with a period of uncertainty and penury while gaining 
patients from the local established practitioners’ lists, 
whereas the new junior partner is assured of an income while: 
finding his feet.—I am, etc., 


Staines, Middlesex. A. LEIGH SMITH. 


Large Lists 

Sir,—The onlooker may often see most of the game,. 
which is my only excuse for intruding on the discussion: 
relating to large lists. My reason for wishing to do so 
is that I have been shocked by the letters from assistants. 
and other unestablished doctors. Their reward for many 
years of undergraduate and postgraduate work seems to be 
a liberal helping of dust and ashes. 

I venture to suggest that a very big step towards reform: 
of a situation which should stir the conscience of the pro- 
fession as a whole would be made if all restrictive covenants. 
were made illegal. 

When a doctor needs an assistant the public must need 
another doctor. If the assistant is not a good doctor he 
should not be kept in any practice, and if he attempts to 
set up in opposition to his principal he is unlikely to do 
any harm. On the other hand, if he is a good doctor he 
has at the end of a year earned the right to practise as a 
principal either in partnership or on his own. As a pro- 
fession we cannot reasonably grumble at our exploitation 
by the politicians if we are willing to exploit one another 
or if we are willing even to connive at such in our midst. 
—I am, etc., 


* Launceston, Cornwall. DonaLp M. O'Connor. 
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Association Notices 





SPECIAL REPRESENTATIVE MEETING 


Notice is hereby given that the following item, additional 
to those specified in the notice published in the Supplement 
to the British Medical Journal of October 13, 1951, will be 
included in the business of the Special Representative Meet- 
ing to be held in the Great Hall, B.M.A. House, Tavistock 
Square, London, W.C.1, on Thursday, December 13, 1951, 
at 10 a.m.: 


ic) Recommendation of the Council: (1) That Standing 
Order 30 be suspended to permit of consideration of a 
motion, of which two months’ notice has not been given 
through the Supplement to the British Medical Journal, 
to rescind a resolution of the Representative Body ; 
(2) that, in view of the present need for economy in the 
administration of the affairs of the Association, the 
following Minute of the Annual Representative Meeting, 
1950, be rescinded: 
Minute 8. Resolved: That in future one copy of the 
Minutes of all Representative Meetings should contain 
a verbatim report, as in Hansard, and this copy should 
be available at Headquarters. 


By Order of the Chairman of the Representative Body, 
A. MAcRAE, Secretary. 


GROUP COMMITTEE ELECTIONS 


Elections to fill vacancies on Group Committees caused by 
the annual retirement of one-third of the members have 
resulted in the election of the following: 

* Consulting Pathologists Group Committee—E. N. Allott, S. C. 
Dyke, R. J. V. Pulvertaft. 

Full-time Non-professorial Medical Teachers and Research 
Workers Group Committee—D. N. Ross, D. D. Reid, K. 
McCarthy. 

Orthopaedic Group Committee—H. Osmond-Clarke, A. B. 
Pain, N. Roberts, C. G. Irwin. 

Otolaryngologists Group Committee—R. L. Flett, Myles L. 
Formby, A. D, Bateman. 

Psychological Medicine Group Commtttee—A. Harris, T. P. 
Rees, W. Rees Thomas. 

Radiologists Group Committee—D. Forbes Lawson, Hugh 
Davies, W. Tennent, Hugh Morris. 

Spa Practitioners Group Committee—T. A. Best, R. W. 
Stewart. 

Tuberculosis and Diseases of the Chest Group Committee— 
H. J. Trenchard, Peter W. ‘Edwards, F. L. Wollaston, J. Norris 
Whyte. 

Venereologists Group Committee.—L. W. Harrison, A. J. King, 
A. O. Ross, R. R. Willcox. 

In the case of the following Group Committees there were 
no nominations and the retiring members have been invited 
to serve for a further period: 

Anaesthetists Group Committee—G. Organe, H. Ww. Feather- 
stone, J. F. Bereen. 

Dermatologists Group Committee —R. T. Brain, J. M. Wigley, 
C. H. Whittle. 

Physical Medicine Group Committee-—P. Bauwens, W. Tegner, 


D. Wilson. 
A. MACRAE, 


Secretary. 


MIDDLEMORE PRIZE 


The Middlemore Prize, which consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 


the Council of the British Medical Association may from 
time to time select in any department of ophthalmic medi- 
cine or surgery. The Gouncil of the British Medical 
Association is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “ The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” 
Essays submitted in competition must reach the Secre- 
tary, British Medical Association, British Medical Associa- 
tion House, Tavistock Square, London, W.C.1, on or before 
December 31, 1951. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit, the prize will not be awarded in 1952. 


SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 


is established by the Association for -the promotion of . 


systematic observation, research, and record in general prac- 
tice. The competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards: 


1. The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Clinical Prize, will be awarded for 
the second best essay submitted. 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere wili not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinner in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a sealed envelope, enclosing the candidate’s name 
and address firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Association. 

11. Inquiries relative to the prizes should be addressed to the 
Secretary. 


NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider the award of the Nathaniel Bishop Harman 
Prize in the year 1952. The value of the Prize is approxi- 
mately £100. The purpose of the Prize is the promotion of 
systematic observation and research among consultant mem- 
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bers of the staffs of hospitals who are not attached to recog- 
nized medical schools. It will be awarded for the best Essay 
submitted in open competition. The work submitted must 
include personal observations and experiences collected by 
the candidate in the course of his practice. A high order 
of excellence will be required. No study or essay that has 
previously been published in the medical press or elsewhere 
will be considered eligible for the prize. Any registered 
medical practitioner who is a consultant member of the staff 
or senior hospital medical officer of a hospital in Great 
Britain or Northern Ireland and who is not a member of the 
staff of a recognized undergraduate or postgraduate medical 
school is eligible to compete. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of his essay, the decision of the Council shall be final. 


Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the Prize will not be awarded 
in 1952, but will be offered again the year next following 
this decision, and in this event the money value of the Prize 
on the occasion in question shall be such proportion of the 
accumulated income as the Council shall determine. 


The writer of the prize-winning essay may be required to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section 
of the Annual Meeting of the Association. Each essay must 
be typewritten or printed in the English language and must be 
distinguished by a title and a motto. The essay must not bear 
the name of the writer, which should be sent with the essay -in 
a sealed envelope bearing only the motto on the outside. It 
is suggested that essays should consist of from 3,000 to 10,000 
words. The title of the proposed essay and the motto should 
be notified in writing to the Secretary by December 1, 1951, and 
a form for this purpose can be obtained from the Secretary. 
Essays must reach the Secretary, British Medical Association 
House, Tavistock Square, London, W.C.1, net later than March 
31, 1952.* Inquiries relative to the prize should be addressed to 
the Secretary. 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1952 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1952, of prizes to medical 
students for essays submitted in open competition. The 
subject of the essays shall be: “The Training of a 
Student in the Personal Relationship Between Doctor and 
Patient.” 

The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. A prizewinner 
in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom and the Colonial Empire at the 
time of submission of the essay is eligible to compete for a 
prize. If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her'‘essay, the decision 
of the Council of the British Medical Association shall be final. 
Should the Council decide that no essay entered is of sufficient 
merit, no award will be made. In determining the number and 
amount of prizes to be awarded, the Council will take into con- 
sideration the number of essays received. In 1951, 42 essays were 
received, and a first prize of £75 and twe second prizes of £50 
each were awarded. 

It is suggested that essays should consist of from 2,000 to 5,000 
words. Essays must be typewritten or legibly written in the 
English language on foolscap paper, on one side only, must be 
unsigned, and must be accompanied by a note of the name and 
medical school of the entrant. Notice of entry for this com- 
petition is necessary, and a form of application can be obtained 
from the Secretary of the British Medical Association. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1952. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


Diary of Central Meetings 


NOVEMBER 

21 Wed. Arbitration — Working Party Subcommittee, 
11.30 a.m. ' 

21 Wed. International Relations Committee, 2 p.m. 

22 Thurs. S.R.M. Agenda Committee, 10.30 a.m. 

22 Thurs. ease on Alcohol and Road Accidents, 

p.m. ; 

22 Thurs. Committee on Marriage and Divorce, 2 p.m. 

22 Thurs. Staff Side Medical Functional Council, 2 p.m. 

23 «Fri. Preliminary meeting of Deputation to the National 
Coal Board re ° Remuneration of Medical 
Officers, 10 a.m. 

23 «Fri. Subcommittee re Occupational Dermatitis, Occu- 
pational Health Committee, 2 p.m. 

28 Wed. Medical Witnesses Subcommittee, Private Practice 
Committee, 2 p.m. 

29 Thurs. Committee on the Association of the General 


Practitioner with Hospital Work, 2 p.m. 


Branch and Division Meetings to be Held 


BRIGHTON Division.—At Dudley Hotel, Hove, Tuesday, 
November 20, 8.30 p.m., Special Divisional Meeting to consider 
First Interim Report of Council.on Reform of National Health 
Service and instructions to Divisional Representatives for Special 
Representative Meeting, December 13. 

SET DIVISION.—At King’s Arms Hotel, Dorchester, Friday, 
November 23, 8.30 p.m., Dr. Robert Forbes: “‘ The Legal Hazar 
of Medical Practice.” 

ENFIELD AND Potters Bar_Dtvision.—Joint Meeting with 
North Middlesex Division at North Middlesex Hospital, Silver 
Street, Edmonton, London, N., Tuesday, November 20, 2.30 p.m., 
clinical — > examination of cases; 4 p.m., discussion. At 
St. Michael’s Hospital, Enfield, Sunday, November 18, 5 p.m. 
Consideration of uncil’s First Interim Report on Reform of 
National Health Service. 

HarroGate Division.—At Cairn Hydro, Harrogate, Friday, 
November 23, 8.30 p.m., B.M.A. Lecture by Professor R. J. V. 
Pulvertaft: ‘“* The Action of Antibiotics on Bacteria.’ 

Harrow Division.—At Red Lion Hotel, High Road, Harrow 
Weald, Wednesday, November 21, 8.30 p.m., clinical meeting; 
9 p.m., Address by Sir Cecil Wakeley, P.R.C.S.: “ Diseases of 
the Breast.” Members of the Wembley and Hendon Divisions are 
invited to attend. 

MARYLEBONE Diviston.—At Medical Society of London, 11, 
Chandos Street, Cavendish Square, London, W., Monday, Novem- 
ber 19, 8.30 p.m., divisional meeting. Consideration of First 
Interim Report of Council on Reform of National Health Service. 

MIDLAND BRANCH.~—At Medical Institute, 154, Great Charles 
Street, Birmingham, Thursday, November 22, 3 p.m., 90th annual 
meeting. Paper by retiring President: ‘“* Modern Trends in the 
Management of Pulmonary Tuberculosis.” 

MONMOUTHSHIRE Division.—{4) At Tredegar Arms Hotel, 
Newport, Tuesday, November 20, 7.45 p.m., joint discussion: 
** Pain in the Chest.” To be opened by Dr. P. E. Dipple, Mr. 
Hywel Roberts, Dr. T. A. Gregg, and Dr. M. I. Jackson. (2) At 
Royal Gwent Hospital, Newport, Friday, November 23, 8 p.m., 
meeting to consider First Interim Report of Council on Reform 
of National Health Service. 

NortH Mipp.Lesex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, November 20, 2.30 p.m., 
clinical meeting, demonstration of cases; 4 p.m., discussion. 

NortH-west Wates Division.—At Physics Lecture Theatre 
Bangor, Sunday, November 18, 2.30 p.m. Consideration o 
—— ’s First Interim Report on Reform of National Health 

rvice. 

OLDHAM Division.—At Oldham Hotel, Rhodes Bank, Monday, 
November 19, 9 p.m., . Hirst: “ Recent Advances in 
Diagnosis and Treatment of Blood Diseases.” 

ROCHESTER, CHATHAM, AND GILLINGHAM Division.—At Oak- 
wood Hospital, Maidstone, Thursday, November 22, 8 p.m., 
clinical - meeting. P 

Sr. Pancras Division.—At -Old Library, B.M.A. House, 
Tavistock Square, London, W.C., Tuesday, November 20, 8.30 
p.m., meeting to discuss First Interim Report of Council on 
Reform of National Health Service 

SouTHAMPTON Division —At Polygon Hotel, Southampton, 
Wednesday, November 2', 8.30 p.m., ordinary general meeting 
of the Division in conjunction with the Biological Society, Uni- 
versity College, Southampton. 

SouTH-Bast Essex Division.—At Southend General Hospital, 
Friday, November 16, 8.30 pm meeting to consider First Interim 
Report of Council on Reform of National Health Service, and 
instruction of Representative to Special Representative Meeting, 
December 13. 

Sutton COLDFIELD Division.—At Town Hall, Sutton Coldfield, 
Friday, November 23 from 9 p.m. to 1 a.m., annual dance. 

WanpswortH Division.—At St. James’ Hospital, Ousley Road 
Balham, London, S.W., Friday, November 16, 8.30 p.m., special 
general meeting. / 
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DEPUTATION TO DURHAM COUNTY 
COUNCIL 


On November 19 a deputation from the B.M.A. met the 


emergency committee of the Durham County Council, . 


under the chairmanship of Councillor Matthew Tate. The 
B.M.A. deputation consisted of Dr. J. Gibson (in the un- 
avoidable absence, due to illness, of Dr. Metcalfe Brown, 
chairman of the Public Health Committee), Dr. Fenwick 
Lishman, representing the North of England Branch, the 
Secretary (Dr. A. Macrae), and the Assistant Secretary 
(Dr. E. Grey Turner). 


Principle of Freedom 


Dr. Macrae opened by thanking the county council for 
arranging the meeting. With the permission of the chair- 
man he then explained why the Association had objected 
to the proposal, now withdrawn, that medical officers in 
the service of the county council should be required to be 
members of a trade union or professional organization. 
He pointed out that, apart from certain practical difficulties 
which this requirement might have caused—for example, in 
the case of an unsuccessful application for membership of 
the B.M.A. or the case of a former member who had been 
expelled—there was an important principle of freedom 
involved. He said that, looking at the matter in the 
historical perspective, it was easy to understand why many 
trade unionists were passionately attached to the policy of 
100% membership. Doctors, however, had a different back- 
ground, and it was unreasonable to impose on them a 
requirement which, whatever justification there might be for 
it in the trade union world, was alien to the traditions of the 
medical profession. 


Strangely Different 


Some of the councillors present were astonished to hear 
it stated, in reply to a question, that applications for assis* 
tance from benevolent funds connected with the Associa- 
tion were considered without regard to the question whether 
the applicant was a member of the Association. One of 


- them remarked, “You are a funny lot!” Dr. Macrae 


replied that it was just because the outlook of the profes- 
sion was so strangely different from that of the trade unions 
that the Association asked the county council to recognize 
this difference and to refrain from subjecting doctors in 
the service of the council to requirements which conflicted 
with the principles of their profession. 


Indirect Form of Compulsion 


Dr. Macrae then proceeded to deal with the subject for 
the discussion of which the meeting had been arranged— 
the regulation of the county council under which an appli- 
cation for extension of sick leave with pay beyond the period 
of contractual entitlement must be made through “the 
proper organization of which the employee is a member.” 
He recognized that, strictly speaking, this did not involve 
coercion of any employee to join any organization. In 
effect, however, it was an indirect form of compulsion, since 
an employee would lose certain benefits if he decided not to 
comply with the regulation. He hoped, therefore, that the 
county council, having given way on the main issue, would 
not find it too difficult to give way on this relatively minor 
issue. 


Council’s Entitlement , 

Certain councillors protested that, since the payments in 
question were ex gratia, the council was entitled to lay down 
the procedure to be followed. Dr. Macrae replied that it 
was just because the payments were ex gratia, and a doctor's 
professional organization was not in a position to argue 
with the council about them, that the procedure proposed 
could be of no practical advantage, quite apart from the 
question of principle involved. This was not a question 
of an organization negotiating on behalf of a group of 
employees. On the contrary, it was a matter in which each 
individual case must necessarily be considered on its merits, 
and the compulsory intervention of a professional organiza- 
tion, merely as a channel of communication, was, in the 
opinion of the Association, useless as well as being 
objectionable. ' 
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Appeals to Deputation 

The clerk of the county council pointed out that the 
council would be placed in a difficult position if it showed 
preferential treatment to its medical officers by exempting 
them from the operation of the regulation, and he suggested 
that, as it was perhaps unlikely that a case would arise in 
which a doctor wishing to apply for extended sick leave 
was not a member of a professional organization which the 
council would recognize, the Association might be content 


‘to leave the whole matter in abeyance until such time as a 


difficulty actually occurred. Appeals were made to the 
deputation to accept this position and to withdraw the 
refusal to publish the council’s advertisements, and so pre- 
vent the children suffering as a result of the school medi- 
cal service being understaffed. The reply given was that 
the remedy lay in the hands of the county council. 

Dr. Macrae said that he appreciated the point made by 
the clerk, but the deputation had no authority to withdraw 
from the position taken up by the Association and he could 
give no promise that, merely to save the county council! some 
embarrassment, the Association would be prepared to change 
its attitude. He emphasized again that, in the view of the 
Association, the matter was one of principle. 


Refusal to Publish Advertisements 


After repeated but unsuccessful appeals on both sides, 
the proceedings ended without an agreement being reached. 
The Association will now send a considered reply in writing 
to the county council in the light of the discussion at the 
meeting. Meantime, the refusal to publish advertisements 


‘ of vacant medical appointments under the my council 


will be maintained. 








GENERAL MEDICAL SERVICES 
COMMITTEE 


DR. WAND RE-ELECTED TO CHAIR 


The first meeting of the session of the General Medical 
Services Committee was held at B.M.A. House on Novem- 
ber 15. The CHAIRMAN OF CounciL (Dr. Gregg) presided 
over the early part of the proceedings. A welcome was 
extended to the half-dozen new members. The Committee 
placed on record its high appreciation of the services of 
Dr. W. Jope, lately chairman of the Conference, no longer 
a member, and sent him its good wishes for his complete 
recovery from his illness. A message of sympathy was also 
sent to Dr. H. H. D. Sutherland, who was too unwell to 
attend. 

Dr. A. B. Davies reminded the members that at the 
dinner following the recent Conference Dr. Wand had stated 
that, owing to his election to the chair of the Representative 
Body, he would not again offer himself for re-election as 
chairman of the (Committee. Thera,was a tradition in the 
Association of “one man, one office.” Nevertheless, the 
present circumstances were without precedent. For three 
and a half years the Committee had been negotiating for 
adequate remuneration for general practitioners’ and the 
improvement of the Service. These negotiations, which 
Dr. Wand had so ably led, were now entering their most 
important phase, and, parallel with this, the Working Party 
was about to undertake its critical task. The present was 
perhaps the most important period in the history of general 
practice, and the Committee would lay itself open to strong 
criticism if it made any tactical error. A change of cap- 
taincy at this stage might imperil the Position. Without 
any discourtesy to possible successors in the chair, there 
was no one mani likely to lead them so well as Dr. Wand. 
No one else had such complete knowledge and experience. 
He urged that Dr. Wand be asked to reconsider his posi- 


tion, and to accept the chairmanship of the Committee at 
all events until the next. Annual Representative Meeting. 
Meanwhile a deputy chairman “might be appointed to help 
him in his arduous task. ; 

This proposition was supported by Dr. J. C. Arthur, Dr. 
Killick, Dr. Gardner, Dr. Woolley, Dr. Frank Gray, and 
other members. Dr. Gray pointed out that the impasse 
had arisen through the illness of Dr. J. A. Brown, who in 
the ordinary course would have continued as chairman of 
the Representative Body for a further year. When Dr. 
Wand allowed his name to go forward as deputy chairman 
it was with the expectation that he would not be called to 
the chair of that Body until 1953.. 

The Committee signified its unanimous wish that Dr. 
Wand, who had placed himself in the hands of the Com- 
mittee, should continue in the chair. 

Dr. WaNnp expressed his deep appreciation. He had been 
impressed by the sincere way in which, since his announce- 
ment at the Conference dinner, members had begged him 
to remain. This Committee held his first affection, and he 
would do what he could. But the work of the Association 
was at the moment very heavy and onerous, and as chair- 
man of the Representative Body he had his part to play 
in Association affairs. The Committee must understand 
that his resumption of its chair could be ened for a limited 
time. 

The Committee then proceeded to elect a deputy 
chairman, and Dr. A. Talbot Rogers, of Bromley, was 
chosen. 

The various subcommittees were reconstituted and the 
representatives of the Committee on other committees of 
the Association were appointed. 


The Forthcoming Adjudication 


The SecreETAaRY of the Committee (Dr. D. P. Stevenson) 
reported that with the authority of the chairman he had 
approached the Ministry on three points: (1) the delay in 
the announcement of the name of the High Court judge in 
the adjudication ; (2) the desirability of the inquiry being 
in camera; and (3) the necessity that the inquiry should 
start from an undisputed figure—namely, the gross income 
of 17,900 practitioners in 1938. A reply was awaited on 
these three points. 

Concern was expressed in the Committee at the slow 
course of events. The CHAIRMAN Said that if they did not 
get satisfaction it would be necessary to go to the new 
Minister and make it clear to him that a serious situation 
had been avoided only by the undertaking of the late Lord 
Chancellor (Lord Jowitt) that he would try to make avail- 
able a High Court judge. 

It was agreed that the Chairman and Secretary should get 


in contact with the Minister himself at the earliest oppor- 


tunity and inform him of the unrest and disquiet in the 
profession. 

It was stated that the representatives of the G.M.S. Com- 
mittee on the Working Party would be meeting during the 
following week to survey the ground. 


Practice Expenses: Further Inquiry 

As part of the evidence to be placed before the adjudi- 
cator it was proposed to bring the information concerning 
practice expenses up to date. The award, it was considered, 
should take into account the increase in practice expenses 
which had taken place even within the last year. Therefore 
there had been prepared in the office a questionary which 
would be sent to almost 400 general practitioners, selected 
at random, who would be asked to state their total expenses 
for the last accounting year, and then to analyse them under 
nine general headings—car expenses, domestic help, and so 
forth. This would then be sent to the Committee’s advisers, 
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who would work out the percentage increase under each of 
these headings during the period under review. 

In the meantime, however, the Ministry had stated that 
it proposed to ask the Inland Revenue authorities for the 
figures for 1951 for the 3,000 doctors whose names had 
been taken in the previous analysis in respect of the year 
ending March, 1950. The experts had been consulted, and 
were of opinion that this was quite a reasonable course, and 
that no objection could be taken to it. 

The Chairman said that he thought the office should con- 

_duct its own inquiry right up to the end of 1951 both as a 

useful check on the other official figures and because this 
, inquiry would show the percentage increase (or decrease) 
in the various items of a doctor’s expenditure. 

The Committee agreed that its own inquiry should pro- 
ceed, and that no objection should be made to the Ministry’s 
further inquiry on the understanding that no delay would 
be entailed in order to complete these figures. 


The General Practitioner and Hospital Work 


The Committee considered a memorandum by one of its 
members, Dr. Frank Gray, on the association of the general 
practitioner with hospital, work. Dr. Gray said that his 
fundamental proposition was that general practice was a 
special branch of medicine, requiring no less skill than any 
other branch. General-practitioner hospitals were an essen- 
tial part of general practice. Specialist hospitals. presented 
a problem of co-operation between different sections of the 
profession. He had sketched in the memorandum the 
manner in which as it appeared to him such co-operation 
might take place. His main recommendation was that the 
smaller general-practitioner and cottage hospitals should be 
retained by the general practitioner, and that in addition 
certain wards in district hospitals should be set aside for the 
treatment of patients by general practitioners where possible, 
without dispossessing the existing staff of their facilities for 
the treatment of cases. He also touched on the question of 
clinical assistantships. He deprecated the claim that the 
general practitioner as such should be entitled to a post 
as paid clinical assistant, because this was saying that the 
status of the general practitioner was equivalent only to that 
of the clinical assistant in other specialties. 

In discussion Dr. TALBOT ROGERs said that a clinical assis- 
tantship—he hoped not too much attention would be paid 
to names—offered an interesting experience for general prac- 
titioners who wanted to do such work. He himself had 
found such a posifion in hospital a useful and educative 
one. Dr. Gray replied that Dr. Rogers held his position in 
hospital because of his qualifications as an individual, not 
because he was engaged in general practice. 

The principal recommendation in Dr. Gray’s memorandum 
was agreed, with the insertion of the italicized words: “ That 
the smaller general-practitioner and cottage hospitals should 
be retained by and returned to the general practitioner, and 
that where possible certain wards in district hospitals should 
be set aside for the treatment of patients by general practi- 
tioners.” The Committee also expressed the strong view 
that the salary scale for a weekly half-day session should be 
not less than £175 per annum, the present remuneration 
of clinical assistants under para. 10 (b) of the Terms of 
Service. 

Much other business was before the Committee in a long 
sitting. This included the consideration of the large number 
of motions referred from the. recent Annual Conference. 
The Committee had before it also the request of the Council 
to Standing Committees to consider the need-for economy 
in the calling of meetings and the preparation of documents. 
Certain suggestions were considered, including the giving of 
rather more executive power to subcommittees. 

During the day meetings were held of the trustees of the 
General Medical Services Defence Trust and the National 
Insurance Defence Trust, and reports were considered on the 
financial position of both funds. 


‘ENTRY INTO GENERAL PRACTICE 
REPORT OF MEDICAL PRACTICES COMMITTEE 


The growing volume of comment on the difficulty of enter- 
ing general practice is discussed in the third report of the 
Medical Practices Committee. The report states that the 
most. vociferous of the critics are members of the “ young 
unestablished practitioners group.” Some of these assume, 
according to tLe report, that a young doctor with some hos- 
pital experience, a little in general practice, and having 
completed his service with the armed Forces should have no 
difficulty in obtaining a substantial practice within a few 
months of deciding to seek an appointment. The vacancies 
for which he applies are chiefly in London, the Home 
Counties, or on the South Coast. The less attractive pro- 
vincial and industrial areas are largely avofded. Since 
competition for the favoured vacancies is great, disappoint- 
ment often follows. Recently the difficulty has been accen- 
tuated by the addition of “ disestablished registrars” to the 
list of candidates. Though well qualified, many of these are 
“ without any real knowledge or experience of the problems 
of general practice.” 
Young Doctors 


The M.P.C. finds that by far the larger proportion of all 
vacancies is secured by doctors under 40 years of age, and 
it believes that, as compared with previous years, the scales 
are now more than balanced fairly in favour of the younger 
doctors. The assistant who succeeds or becomes a partner 
is almost invariably a young doctor. This type of vacancy 
is the commonest. Even for advertised vacancies some 
executive councils have hitherto refused to recommend 
older candidates. (This was the subject of an annotation in 
the British Medical Journal of November 3, p. 1078.) 

Older doctors are having much greater difficulties than 
formerly. Of 1,060 applicants for 32 advertised consecu- 
tive vacancies, 616 were aged under 40 and 444 were aged 40 
and over. Twenty from the first group were finally selected 
and twelve from the second. The average age of these 32 
doctors was 38. 

Assistants 


The number of full-time assistants (other than trainees) 
employed in England and Wales was 1,724. A principal 
wishing to employ a permanent assistant—i.e., for more than 
three months—must obtain permission from the executive 
council. If the executive council withholds permission the 
principal can appeal to the M.P.C. Out of three appeals 
heard during the year, one was allowed, one was disallowed, 
and in one case the executive council withdrew its objection. 


Distribution of General Practitioners 


The number of principals practising increased by 325 
during the year, there being 1,200 new admissions to the lists 
and 875 withdrawals. Distribution is becoming less uneven. 
The schedule of areas with high average lists where applica- 
cations to practise will be granted forthwith continues to 
shrink appreciably. (Lists of the scheduled areas were pub- 
lished in the Supplement. of October 27, p. 182.) 


Defence of Classification 


The M.P.C.’s classification of areas has been criticized on 
the grounds that it ignores local topography, ease or diffi- 
culty of transport, and other pertinent circumstances. It has 
been claimed that only a local body is competent to judge 
the adequacy or otherwise of the medical manpower in its 
area. The M.P.C. contends that the reverse is true. A 
local body cannot compare its area with similar areas all 
over England and Wales. 

After discovering the doctor-patient ratio in any area 
the Committee considers the type of practice—urban, semi- 
rural, rural, -seaside resort, or industrial—and also the 
conditions of travel. Other points considered are mileage 
units, dispensing responsibilities, number of temporary resi- 
dents, and outside commitments of general practitioners. 
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Starting New Practices 


The report states that 215 doctors applied to practise in 
areas chosen by themselves (as distinct from invitations 
issued by executive councils, by advertisement, or other- 
wise. Of these, 213 were granted and 2 were refused. One 
of the latter appealed, and his appeal was allowed. 


Partnerships 


One-half of the general practitioners in England and 
Wales are in partnership. The Committee draws attention 
to two difficulties that have been noticed. Sometimes a 
senior partner may die prematurely or withdraw unexpect- 
edly and leave a very young doctor in charge of a large 
practice. The young doctor may be unwilling to take as 
partner a Senior man. The Committee suggests that a 
senior member of the local medical committee might give 
informal advice to the young doctor in these circumstances. 

The second problem that the M.P.C. mentions is when a 
doctor in single-handed practice gives notice of withdrawing 
from the list and at about the same time purports to enter 
into partnership with another doctor who may or may not 
be on the list in order to secure the practice succession. 
“These doubtful arrangements have frequently been accom- 
panied by financial transactions relating to property, etc., 
which could be equally doubtful ; and it would be an abuse 
of genuine partnership arrangements and of the machinery 
of selection of suitable candidates to succeed to vacancies in 
general practice if this manceuvre were allowed to become 
established.” . 

Advertised Vacancies 


Most of the 147 vacancies advertised during the year were 
for established practices. After interviews locally, and fol- 
lowing firm recommendations to the M.P.C. from the 
executive council that a particular candidate be selected, the 
Committee has on three occasions selected a candidate other 
than the one recommended. In two cases in which an appeal 
was made to the Minister against the selection of the Com- 
mittee the appeal was successful and both of them turned 
on facts known to the local body but not to the M.P.C. 
The M.P.C. therefore requests that no relevant facts should 
be withheld from it. 


Scottish Procedure 


In Scotland selection is made in the first instance by the 
local executive council acting in consultation with the local 
medical committee. The Scottish Medical Practices Com- 
‘mittee does not take part, but is the body to which a disap- 
pointed candidate may appeal. There is now no appeal to 
the Secretary of State to Scotland. It has been suggested 
that this procedure saves time. 

The M.P.C. discusses this procedure in its report, but con- 
cludes that the Scottish procedure is not much quicker than 
the English, and that the advantage of having “ some overall 
survey of the applications outweighs the disadvantage of this 
brief added time factor.” 


Pirating of Premises 


The Committee discusses what it calls the “ pirating” of 
practice premises when a vacancy occurs. The situation 
arises when a doctor other than the applicant appointed to 
fill a vacancy obtains the house or surgery of the outgoing 
doctor. This stratagem is said to be becoming more fre- 
quent, since it results in almost unqualified success to the 
“pirates.” And it often causes hardship to the selected 
candidate. No remedy has yet been found. 


Appeals 
During the year 65 candidates appealed to the Minister 
against the decisions of the Committee. In all but three cases 
the Minister upheld the Committee’s decision. 


HEALTH SERVICE FINANCE 


The Royal College of Nursing from November 7 to 9 held 
the tenth of its series of conferences for members of the 
nursing and medical professions and representatives of 
hospitals, public health services, and social organizations. 
The general theme on this occasion was “Health and 
Finance,” and a number of speakers, including accoun- 
tants, dealt with economies which might be achieved, 
particularly in hospitals. Speaking on the last day, Captain 
CROOKSHANK, Minister of Health, stressed the need for . 
economy in the little things, and appealed to the nurses 
to co-operate in cutting out waste in the hospitals. _ He 
thought that in 2 service with a ceiling of £400m. it would 
be surprising if a little economy could not be achieved. 


The Economy of Prevention 


The opening address was given by Dr. ANDREW TOPPING, 
dean of the London School of Hygiene and Tropical Medi- 
cine, who urged that saving could be effected by more 
emphasis on prevention. The cost of the National Health 
Service for 1949-50 had been estimated at £439m., of which 
local authority medical services, which included preventive 
measures, accounted for only £31m., or 7%. The most 
important disease in Britain now, apart from cancer, was 
pulmonary tuberculosis. Infection and its prevention were 
largely a matter of environment and social habit. Not one 
of the thousands of children born in the Papworth Settle- 
ment during the last 30 years had developed pulmonary 
tuberculosis, although they had been reared in a tubercu- 
lous milieu. This was because the people were educated 
in avoidance, and the children had a particularly careful 
upbringing. 

Concerning diphtheria, Dr. Topping quoted from the 
Scottish Board of Health the calculation that the dramatic 
reduction in. the incidence of diphtheria had meant a saving 
to Scotland of something like £300,000 a year, and the 
reduction from an annual total of 10,000 cases to a few 
hundreds represented an immense saving in hospital beds 
as well as in the time of doctors, nurses, and domestic staff. 


An Accountant’s Criticism 


Mr. LAWRENCE Rosson, F.C.A., past president of the 
Institute of Cost and Works Accountants, said the system 
was obviously creaking and groaning.@ Hospital manage- 
ment committees had to budget six months before the 
beginning of their next financial year, and then the regional 
board had six weeks to study the budgets. The difficulty 
of forecasting expenditure so far ahead in these infla- 
tionary times was obvious. Clearly there was no adequate 
conception of budgetary control in that sense in relation 
to hospital services. This approach to the problem, how- 
ever, could be more correctly described as financial fore- 
casting, an operation not to be compared with modern 
techniques of budgetary control as understood in com- 
mercial circles. Budgetary control involved the setting up 
of financial standards on a functional basis for each hos- 
pital, based on technical standards of performance laid 
down by the heads of each department cdncerned. This 
approach to the problem of financial control was now widely 
accepted in industry and was in the process of being applied 
to several of the nationalized industries. 

All expenditure, whether in the home, factory, or public service. 
lent itself to the basic principles of budgetary control, and, 
unless standards of measurement were set for functional budgets, 
wastage and lack of control would be inevitable. To budget or 
forecast on the basis of past annual expenditure after anticipating 
rising costs could not be described as financial control in the 
modern sense, and such a loose system must certainly magnify\the 
possibilities of waste and inefficiency. 

In Mr. Robson’s view there was no alternative to the applica- 
tion of sound budgetary control principles to hospital expenditure 
on a functional basis, having regard to the effect of the immense 
national expenditure involved. 
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In public service, just as in industry, thére was a golden rule 
which could not be broken without serious loss of efficiency— 
namely, that it was essential to centralize control while decentral- 
izing responsibility. After studying the Select Committee’s Report 
Mr. Robson had formed the view that the regional boards should 
be strengthened so as to be able to render control and advisory 
services on a functional basis to each of the hospitals under the 
control of the individual board. The basic responsibility for the 
administration of the hospital must always rest with the hospital 
management committee, but the capacities and efficiency of indi- 
vidual committees in such a large public service would vary in 
quality considerably. It must therefore be the responsibility of 
the strengthened regional boards to assist the individual manage- 
ment committees under them to achieve uniform standards of 
service on an economic basis. 


Mr. ARTHUR Howarb, chairman of St. Thomas’s Hospital, 
said that there must be firm control at the top in allotting 
money to be spent, and the greatest degree of decentraliza- 
tion and encouragement of responsibility lower down. Of 
medical and scientific research he said that a large amount 
of money was being wasted throughout the service by people 
“messing about,” doing what they called research when 
they had not got the mental calibre or the facilities for pro- 
ducing useful results. To do research the worker must have 
enthusiasm, skill, and knowledge, and be given the tools 
to do it. 


Hospital Waste 


Dr. O. R. L. PLUNKETT, physician-superintendent of 
St. Peter’s Hospital, Chertsey, believed that economies 
were possible while maintaining standards. Many hospital 
committees were developing uneconomic small units, some 
of which were no bigger than half the ward of a large 
general hospital, in direct competition with large efficient 
units almost next door. They could review ruthlessly quite 
a lot of hospitals which competed one with another. But 
any drastic step of that kind would arouse strong local 
feeling. If people must have small hospitals on their door- 
steps, then let them be voluntary hospitals to which the 
Ministry might grant a subsidy of so much for each bed. 


Again, a large amount of time of consultants and officials " 


was taken up in committees. The old E.M.S. system was 
much more satisfactory in that respect. A pressing necessity 
was to increase the turnover of the more expensive specialist 
hospital beds, and for this purpose more convalescent centres, 
with less costly equipment and staff than the hospital, should 
be provided. One large debit of the hospital service was 
incurred because people sent their aged parents to hospital 
and after their recovery refused to take them back. 

Dr. Plunkett also contended that hospitals needed expert 
advisers—not the ordinary administrator—who would incul- 
cate in their present administrators the modern factory and 
commercial outlook on economy. His own hospital found 
itself overspent on its estimates. With his assistant secre- 
tary he looked into every possible channel of expenditure 
and they were pleased to find that £15,000 could be saved 
in six months ; but some experts were consulted, and they 
considered that another £5,000 could be saved. One trouble 
was that no single person was trained in the hospital to be 
responsible for economies. He also thought there should 
be a Ministry,of Health approved pattern for many things 
that hospitals fused. 


Expensive Scissors 

Prices for medical apparatus were unduly high and could 
be reduced by bulk orders placed centrally. For a pair of 
scissors which for domestic use might cost 3s. 6d. the hos- 
pital might have to pay 20s. A stethoscope cost 2Is., yet 
a gas-ring with twice as much work in it cost only 7s. 6d. 
Competitive buying, where hospitals ran up one another’s 
prices between December and April 1, should be stopped. 
It was difficult to stimulate money-mindedness among hos- 
pital staffs. When a doctor in his hospital wanted a new 
instrument he sent hima pro forma bill to show him what 
it cost. The wages offered at hospitals were often such as 
to prevent them from getting good engineers, caterers, or 


pharmacists, unless, as sometimes happened, such people 
wanted to work in a hospital and did not mind a wage lower 
than they would obtain in ordinary commercial life. 
Statistics were often illusory. To x-ray a finger took only 
a few seconds, but it ranked statistically as a service with 
a barium meal examination, which took a long time. “A 
system of comparable units was needed. Non-recurring 
costs were ranked as annual costs and worked out at so 
much a head, giving a quite useless figure. It was high 
time an authoritative guide was given to what- was a fair 
establishment both in respect of staff and of material. 








THE OPHTHALMIC GROUP OF THE B.M.A. 


The Ophthalmic Group is one of a number of groups 
formed by the B.M.A. of its members who have distinctive 
professional interests and who, by reason of their paucity 
of numbers or of their local distribution, are unable to obtain 
adequate representation of these interests through the normal 
machinery of the Association. The executive of this Group 
is the Ophthalmic Group Committee, and its membership, in 
addition to representatives directly elected from regions by 
members of the Group, includes representatives of the 
Faculty of Ophthalmologists and the N.O.T.B. Association. 
This committee negotiates direct with the Ministry of Health 
on all matters affecting ophthalmologists whether they are 
working in the hospital eye service or in the supplementary 
ophthalmic service, and it is the recognized medico-political 
body which considers the representations of ophthalmologists 
and. refers them to the various Government departments 
concerned. : 
Ophthalmologists Should Join 

Some ophthalmologists may not know of the Group’s 
activities and of the qualifications required for membership. 
It is important that every ophthalmologist should join and 
thus strengthen the Group Committee in tackling the many 
difficult problems ahead. The only qualifications required 
for membership of the Ophthalmic Group are (a) to be a 
member of the Association and (b) to be engaged predomi- 
nantly in the practice of ophthalmology. Any medical 
practitioner who qualifies under both these headings is 
invited to complete the application form set out below 
and return it to the Secretary of the B.M.A. 


Ophthalmic Group 
ForM OF APPLICATION FOR MEMBERSHIP 


To the Secretary, . 
British Medical Association 
B.M.A. House, 

Tavistock Square, 

London, W.C.1. 

I wish to apply for membership of the Ophthalmic Group. I 
understand that the inclusion of any individual within the Group 
is at the discretion of the Group Committee subject to appeal 
to the Council of the Association. 

I am a member of the Association. I am an ophthalmologist 
and am engaged predominantly in the practice of ophthalmology. 


Disses Gn Cie Ge ois oo dcosccs descend eauss dates 
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THE DAIN FUND 
REPORT OF THE TRUSTEES, 1950-1 


The report of the Trustees covers the year September 1, 
1950, to August 31, 1951. Many requests for help and 
advice have been received during the year, but the Trustees 
have been unable to assist several cases owing to lack of 
funds. It is gratifying, however, to report that all the boys 
and girls now receiving financial assistance are doing well 
at their schools or universities. 

Of the four medical students to whom help has been con- 
tinued this year the reports are excellent, and it is anticipated 
that one will be taking her final examinations early in 1952. 
Another girl who has had assistance since 1946 has done 
well at school and has now been accepted for training at 
the Hospital for Sick Children, Great Ormond Street. A 
girl now training as a physiotherapist has had further assist- 
ance for a second year. Six children are still at school, and 
their ages range from 12 to 18. One girl (18) has been 
accepted for nursery training; a boy (18) hopes to take up 
farming after completing his national service ; another boy 
will be sitting for a university scholarship in 1952, and three 
other children—all girls—are still at school. The grants in 
these cases range from £75 to £30. 

In addition to the continued help set out above the 
Trustees have been able to assist one new case during the 
year. A doctor’s widow asked for help in order that her 
daughter might remain at school for a final year to enable 
her to sit for the Scottish School Leaving Certificate. An 
excellent report of the child’s capabilities was received and 
an immediate grant of £180 was allowed. 

The total amount of money distributed during the year 
was £460. 

All cases are subject to review, and under the present 
policy of the Trustees help will be continued wherever 
possible in order that the individual child's school or uni- 
versity career may continue. In every case the Trustees 
receive a report of progress from the headmaster, head- 
mistress, or dean of the faculty of the university. 

The Trustees wish to acknowledge the continued interest 
of local medical committees, both in giving help to special 
cases and for contributions to the Fund. In addition gifts 
have been received from the Metropolitan Counties Branch 
of the British Medical Association and from individual 
donors. There are many deserving cases which have to be 
refused or inadequately helped because of the small amount 
of money available. The Trustees appeal to everybody for 
money to remedy this deficiency. 

In conclusion the Trustees desire to acknowledge the help 
and advice given by the Royal Medical Benevolent Fund 
and the Royal Medical Foundation of Epsom College, 
together with other non-medical bodies. 

H. Guy Dan, 
Chairman of the Trustees. 
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REVIEW OF HOSPITAL PHARMACEUTICAL 


SERVICES 
The Central Health Services Council has been asked by the 
Minister of Health to review the arrangements for the pro- 
vision of pharmaceutical services in hospitals, and to advise 
him on the most efficient and economical organization of 
these services. 

This review will be made by the Subcommittee on the 
Hospital Pharmaceutical Services of the Standing Pharma- 
ceutical Advisory Committee. Additional members have 
been co-opted for the purpose. The members are: Mr. 
Hugh N. Linstead, M.P. (chairman); Mr. J. B. Lloyd, 
M.P.S.; Mr. J. H. Wood, M.P.S.; Miss Joan Allan, Ph.C. ; 
Mr. D. Curry, M.P.S.; Mr. W. Trillwood, M.P.S.; Dr. 
Janet -Aitken ; Alderman A. F. Bradbeer, J.P. The secre- 
tary is Mr. T. C. L. Nicole, of the Ministry of Health. 

Any person or body wishing to submit evidence to the 
subcommittee should first give notice to the secretary, Room 
332, Ministry of Health, Savile Row, London, W.1. 





TUBERCULOSIS AND DISEASES OF THE 
CHEST GROUP COMMITTEE 


At the first meeting of the Tuberculosis and Diseases of 
the Chest Group Committee in the new session, held on 
October 5, Dr. PETER EpDwarps was reappointed chairman 
and also the Committee’s representative on the Central 
Consultants and Specialists Committee. 

Two new members, Dr. H. J. Trenchard (London) and 
Dr. F. L. Wollaston (Provinces), elected in the recent ballot 
after the annual retirement of one-third of the members, 
were cordially welcomed. The two other vacancies result- 
ing from the annual retirement had been filled by the re- 
election of Dr. Peter Edwards and Dr. J. Norris Whyte. 

Mr. T. Holmes Sellors was co-opted to the Committee 
for a further period, but Dr. Frank Hall intimated that 
as he was now in retirement he felt it desirable that he 
should not be co-opted again. The Committee received 
this information with regret and expressed to Dr. Hall its 
warm appreciation of his services. The Public Health 
Committee is to be invited to co-operate in finding a 
successor to Dr. Hall. 

Although Dr. C. K. Cullen was no longer a member of 
the Committee, it was the Committee’s unanimous wish that 
in view of his experience and interest in the British Student 
Tuberculosis Foundation he should continue to be the 
B.M.A. representative on that body. 

Dr. W. H. Tattersall received the congratulations of his 
colleagues on the Committee on winning the N.A.P.T. essay 
competition on the modern treatment of tuberculosis. 


Claim Rejected 

The Committee was disappointed to hear of the rejection 
of the staff side’s claim in Whitley Committee B for allow- 
ances for whole-time officers to cover the expenses of car, 
telephone, subscription to learned societies, and purchase 
of medical textbooks and periodicals, and decided to make 
representations through the Central Consultants and 
Specialists Committee for the matter to be reopened and, 
if necessary, referred to arbitration. 


Nurses 


Two matters which the Group Committee requested 
should be discussed by the Liaison Committee of the 
B.M.A. and the Royal College of Nursing were tubercu- 
losis in the syllabus of training for nurses, and service 
allowances for nursing auxiliaries. 


Review of S.H.M.O.s 


In connexion with the review of S.H.M.O. gradings, the 
Group Committee, with the approval of the Central Con- 
sultants and Specialists Committee, had compiled a panel of 
consultant chest physicians. It had been submitted to the 
Royal College of Physicians with the suggestion that the 
Royal College, when nominating consultants from the 
specialty of tuberculosis and diseases of the chest to serve 
on certain review committees, should select them from the 
panel submitted. The review committees are those for 
considering claims from S.H.M.O.s for consultant status 


in this specialty. 








TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils——Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils—Crewe, Dartford. 

Urban District Councils —Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 
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probably being at work, in order to obtain the necessary 
Correspondence information. 








Tracing Patients 

Sir,—My partners and I have received notice from the 
executive council giving a list of about 4% of our patients 
who will be removed from our lists unless we can supply 
their correct addresses before February next. These lists 
only go as far as the end of letter H, so presumably by the 
time the alphabet is finished the number to be removed 
will be about 12% of our total. I understand that all 
practices have received similar notices, and it appears that 
the proportion is highest in old-established practices and 
much lower in new practices. 

I feel that the very strongest protest should be made about 
this action. It is quite impossible to keep up-to-date 
addresses of patients who do not happen to attend, and the 

_onus of tracing the movements of patients should not rest 
on their doctors. Nor could a more unsuitable time be 
found for asking for such an extensive investigation than the 
onset of the winter. 

The whole basis of the capitation system of payment 
surely rests on the idea that many patients will not require 
any treatment and will help to pay for those who require 
a lot. These people who have moved about, and have not 
had occasion to re-register, are just the ones who help to pay 
for the chronics who need constant and regular attendance. 
Without a goodly number of the former class the capitation 
fee would need to be very much higher. 

It should be easy to discover which of these patients have 
died ; and if the machinery of the registrars of deaths and 
the insurance committees had not failed at some point all 
deceased patients would have been removed already. All 
the others should be presumed to be alive and 2"lowed to 
remain on the list of the doctors they last <uvse until u.*v 
notify a desire to make a fresh choice in t!.: normal manner. 
The lists sent round by the executive .ouncils, and the 
requests to the profession to organize \\ private inquiry 
agency, should be withdrawn forthwith. am, etc., 


Coventry. D. Muzray BLADONn. 


Sir,—All doctors in this town have been in“ormed by the 
local executive council that all patients from whom they 
(the council) have been unable to obtain any * answer to 
inquiries ” will be removed from our lists on }*bruary 9 
next unless we provide information on their whv\eabouts 
so that they can be traced. I understand that the 3.M.A. 
has agreed to this dictatorial action on the part of the 
council. 

I am wondering whether the B.M.A. realizes the enor. »ous 
amount of extra work that will be thrown upon the doci=: 
—and at the time of year when work is heaviest in pro- 
ducing this information. In the case of our own practice 
(where the number of patients liable to be removed from 
our list because they have “ not answered ” inquiries already 
amounts to 220, and this only as far down as the letter H 
in the alphabet) the reason is obvious why the council have 
not obtained their answers. to inquiries. 

This practice is a very old, centrally placed one, and large 
numbers of patients have moved to the outskirts of the town 
on account of the bombing, slum clearance, etc., and, having 
been written to at the old addresses, have, of course, never 
received the letters. The same applies to the girls who have 
got married and moved. They have been written to, I 
suppose, in their maiden names and to their addresses before 
marriage. On ringing up the office of the local executive 
council I am told that what are required are the new 
addresses and identity numbers of these patients. This 
places a grossly unjust and intolerable burden on the 
doctors, who, in order to save their patients being removed 
from their lists, will have to chase them all up, visiting 
their houses, perhaps two or three times owing to their 


It is perfectly obvious that it is quite impossible for doc- 
tors to provide more than a proportion of the information 
required, with the result that many patients for whom we 
shall be potentially at risk will be removed from our lists 
through. no fault of their own. This is a scandalous and 
intolerable state of affairs, and I feel that some action must 
be taken at once to stop it. I can foresee many unpleasant 
incidents arising when, as I presume we shall have every 
right to do, on being called to attend patients who -have 
been so removed from our lists we demand our usual fees 
for attendance. 

Does the B.M.A., which is supposed to look after our 
interests, really think that it is the duty of the doctors to 
provide addresses and identity numbers of their patients, 
which surely must be Obtainable through food offices, 
electoral registers, etc.? This is indeed a bitter pill to 
swallow and leaves us wondering what the next one will 
be like.—I am, etc., 


Coventry. 


Cyrit SHEPHERD. 


Declining Capitation Fee 

Sir,—Can any of my colleagues give me an adequate 
reason why practitioners in the Health Scheme should not 
be paid for each visit and consultation? The usual reply 
to this question of mine is, “It cannot be done.” But no 
one has yet told me why. For my part I have not got a 
big list, nor do I desire a big list; all I ask is fair and 
adequate payment for the work I do. 

Under the capitation system I find that for the last 50 
new patients on my list I receive virtually no payment at 
all. On inquiring the reason for this at the local executive 
council office, I had pointed out to me particulars of the 
capitation rates over the last five quarters, which are as 
follows : 


Quarter ended September 30, 1950 4s. 2.7218d. 
= » December 31, 1950 4s. 2.4832d. 
‘o » March 31, 1951 4s. 2.1295d. 
” » June 30, 1951 4s. 1.7021d. 
v » September 30, 1951 4s. 1.3957d. 


Thi: shows that the decline in the rate has been a penny- 
halfperiny in little more than a year. I also quote reasons 
given 1> me for this decline : During the period of the 

‘purgi'ig operations ”"—i.e.,.January 1, 1951, to Decem- 
ber 31, 1951—the allocation of the practitioners fund is 
“frozn” at the amount received at the first-mentioned 
date, and the effect of this is that by each subsequent rise 
in the number of persons on a doctor's list the unit for 
payment purposes is reduced accordingly. I regret to say 
that I cannot even pretend to understand this Alice-in- 
Wond.-land story. In my young days 50 x 4s.=200s.—i.e., 
£lu per quarter and £40 per annum—but the executive 
council adds it all up to practically nought. 

I do nt understand why, if there are sufficient funds to 
pay—nay, overpay—dentists, opticians, and chemists on the 
basis of work done, we practitioners should go short in 
order to kee» the remainder of health employees in com- 
parative luxury. 

I know of no other profession, and most certainly no 
trade, which would submit to such method of payment, 
which is nothing short of vicious in its exploitation. 

I assert that the capitation system is an antiquated, 
muddled, and slap-happy form of payment, and was, I 
understand, adopted through the sheer laziness and 
incompetence on the part of the administrators. It was 
so much easier to continue the old panel system rather 
than work out a fair and decent method of payment. 
Besides, they were so sure that the quixotic G.P. would 
not mind one teeny-weeny bit, so long as he was assured 
that his less skilled “ colleagues ” would know real affluence 
for once. 








a 
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I flatter myself that I am charitable to the extent of treat- 
ing several aged and poor folk gratis, but I cannot enthuse 
at the idea of treating no less than 50 patients gratis, 
especially as I know many of them have incomes a great 
deal larger than mine. My contention is that, if the scheme 
cannot be run properly and efficiently by its administrators, 
we should be allowed to revert to the sane and sound 
methods of general practice without delay. 

I would also suggest one easy and rapid method of 
national economy to our new Government—scrap the 
Health Scheme.—I am, etc., 


Leigh-on-Sea, Essex. P. P. SLATER. 


Too Many General Practitioners 


Sm,—I agree wholeheartedly with Dr. M. G. H. Lewis 
(Supplement, November 10, p. 206). He is quite justified 
in pointing out that the entry to medical schools is much 
greater than the situation demands. Reading through some 
of the speeches made recently at the opening of the new 
academic session, I was startled to find so many references to 
plans and schemes for increasing the size and student intake 
of the various medical schools. It would be an admirable 
trend if, indeed, there were a shortage of doctors in this 
country. 

Alas, I fear that those responsible for shaping these 
policies are wearing Utopian blinkers and, galloping round 
their own little paddocks, are quite oblivious to the reality 
and seriousness of the situation. How much better it would 
be if they diverted their hypomanic drive into launching a 
fund to help the destitute doctors of the future. Surely in 
time they will realize the folly of their expansive activities ? 
One can but hope that it is not already too late to remedy 
this state of affairs —I am, etc., 


London, S.W.1. I. CRAWFORD JONES. 


X-ray Facilities Withdrawn 


Sm,—I have been in general practice in this area for 25 
years, during which time very excellent diagnostic facilities 
have always been readily available to us, and thus to the 
public. A few days ago a notice to all G.P.s was issued 
informing them that the x-ray facilities were now withdrawn 
—apart from emergency work—and could in future only 
be obtained by reference to a consultant at the hospital. 

I do not quarrel with the decision—the Health Service 
cannot make available resourees already squandered. But 
it makes an interesting commentary to the words of the 
Minister of Health of 1948.—I am, etc., 


Watford, Herts. J. W. C. LEECH. 


POINTS FROM LETTERS 


The New Doctoring 


Dr. G. L. Davigs (Brighton) writes: Dr. A. S. Playfair (Supple- 
ment, November 10, p. 207) makes an obvious comment, but it is 
not half as cute as he thinks it is. He would like to suggest that 
I was guilty of not observing that primary rule, “* No prescription 
without consultation.” That, however, was not the case, for these 
were “repeats,” each one being preceded by a long-winded 
discussion by a garrulous mother. Had Dr. Playfair been in the 
same position, and, though his indignation had been mounting, 
as mine was, with every prescription written, he would not 
willingly have offended a large family (with ramifications all over 
the place) by refusing to give them what they were entitled to. 
What he should blame is the attitude of mind towards medicine 
engendered in some of the public by the N.H.S., thanks largely 
to the ill-conceived tactics of its midwife Mr. Bevan. It should 
not be beyond the wit of the Ministry or the profession to devise 
some kind of tax on at least half the prescriptions which go 
out from a doctor’s surgery. Many of the difficulties associated 
with the N.H.S. would then resolve themseltes. 


H.M. Forces Appointments 








ROYAL NAVY 
Su = Rear-Admiral L. F. Strugnell, C.B., K.H.P., has 


Surgeon Captain F. B. Quinn has retired. 

Surgeon Commander J. L. Cox has been placed on the 
Emergency List. 

Surgeon Lieutenant-Commander J. D. Stride, R. N.V.R., has 
been transferred to the Permanent List, R.N., in» the rank of 
Surgeon Lieutenant. 

RoyYAL NAVAL VOLUNTEER RESERVB 
ant —e. Commanders W. McO. MacGregor, O.B.E., V.R.D., 
Winstanley, V.R.D., have retired. 

“Ta Lieutenant-Commander R. W. B. Scutt has been trans- 
ferred to the Permanent List, R.N. 

Surgeon Lieutenants R. D. Nicholson, E. H. 2 D. J. A. 
Brown, J. R. Briggs, and F. R. St. C. Assinder to be Surgeon 
a ers. _ ‘i P 

e@ temporary comnainten o ‘empo cting Surgeon 
Lieutenant-Commander F. H. D. Hutter, h ay Be terminated on 
transfer to the R.A.F. 
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AREA OF PORTSMOUTH AND SOUTHAMPTON 
DIVISIONS 

Notice is hereby given by the Council of the Association to 
all concerned that it is proposed to transfer the Civil Parishes 
of Sarisbury, Hook with Warsash, and Locks Heath from the 
area of the Portsmouth Division to that of the Southampton 
Division. Any member affected by this proposal and object- 
ing thereto is requested to write to the Secretary of the Asso- 
ciation by December 29, 1951. © 


A. MACRAE, 
Secretary. 
Diary of Central Meetings 
NOVEMBER 
28 Wed. Medical Witnesses Subcommittee. Private Practice 
Committee, 2 p.m. 
29 Thurs. Committee on the Associati of the General 
Practitioner with Hospital Work, 2 p.m. 
DECEMBER 
4 Tues. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 
6 Thurs. —— Commitiee with Pharmaceutical =. 
2 p.m. 
6 Thurs. es Consultants and Specialists Committee, 
noon. 
12 Wed. Special Meeting of Council, 2 “y 
13 Thurs. Special Representative Meeting, 10 a 
14 Fri. Subcommittee on Maladjusted Children, 2 p.m 
JANUARY 
16 Wed. General Practice Review Committee, 11 a.m. 


Branch and Division Meetings to be Held 


City Diviston.—At Finsbury Health Centre, Pine Street 
London, EC., Tuesday, November 27, 8.30 p.m., Dr. Michaei 
Kremer: “ Headache.” 

Oxrorp Division.—At Maternity Department Lecture Theatre, 
Radcliffe Infirmary, Oxford, Wednesday, November 28, 8.15 p.m., 
annual general meeting. Adoption of Revised Ethical Rules. 
Chairman’s Address. 

LAMBETH AND SOUTHWARK Division.—At Wingfield House, 261, 
South Lambeth Road, London, S.W., Tuesday, November 27, 
8.15 p.m., Dr. Denis Leigh : “ Asthma and the Psychiatrist.” 

Mip-Herts Division.—At Batchwood Hall, Saturday, Decem- 
ber 1, 7.30 p.m., dance. 

SoUTH BEDFORDSHIRE Drvision.—At Luton and Dunstable 
Hospital, Friday, November 30, 8.15 p.m., clinical meeting. Cases 
will be shown and a discussion will follow. 

SouTtH WALES AND MONMOUTHSHIRE BRANCH.—At Reardon 
Smith Lecture Theatre, Park Place, Cardiff, Thursday, November 
29, 8 p.m., inau "Biv address by | Se ame Harold Scarborough. 

STocKPORT Ivision.—At Stockport - Infirmary, Tuesday, 
povenne 27, 0 Am: annual general meeting. Address by 
Dr. ’ Choate Assistant Secretary, B.M.A.). 
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EXPLANATION TO DURHAM “Secondly, it was explained by your committee that, as 


TRADITIONAL FREEDOMS CHERISHED 


The following letter has been sent to the Clerk of the 
Durham County Council by the Secretary of the B.M.A.: 
“In view of the explanations given by the representa- 
tives of this Association to the Emergency Committee of 
your Council last Monday, you may not be surprised to 
learn that I have now been instructed to ask you to inform 
your committee that the Association, although it is anxious, 
in the public interest no less than in the interests of the 
medical profession, to have harmonious relations with the 
Durham County Council, can see no way in which it can 
properly change its attitude in the present dispute. 

“We appreciate the fact that your Council does not now 
require its medical officers, and will not require any medical 
officer appointed in the future, to be a member of a trade 
union or a professional organization. The only matter 
remaining between us is the regulation under which an 
application for extension of sick leave with pay beyond 
the period of contractual entitlement must be made through 
‘the proper organization of which the employee is a mem- 
ber.” We recognize that it could be argued that, strictly 
speaking, this regulation does not involve coercion of a 
medical officer to join the membership of any organization, 
since the medical officer is at liberty to renounce his right— 
recognized by the first award of the Industrial Court, which 
your Council has accepted—to apply for extended sick leave 
with pay. We think, however, that the regulation is, in 
effect, an indirect form of pressure almost amounting to 
compulsion, as it is clear that failure to comply with it 
may involve the loss of certain benefits which an employee 
would otherwise enjoy. In short, we object to the regula- 
tion, so far as it affects medical officers, on exactly the same 
grounds on which we objected to the requirement, now 
happily withdrawn, that medical officers employed by your 
Council should be members of a professional organization. 

“We have considered carefully what was said to our 
deputation by your Emergency Committee last Monday. 
{n the first place, reference was made to the general desir- 
ability of your Council being in a position to negotiate with 
representative organizations instead of having to hold separ- 
ate negotiations with individual employees. It seems to us 
that in the present case this argument is entirely irrelevant. 
[It is not a question of an organization negotiating on behalf 
of a group of employees. On the contrary, it is a matter 
in which each individual case must of necessity be con- 
sidered on its merits. 


a matter of practical convenience, it is of advantage to 
receive applications for extended sick leave, which may be 
numerous in any one week, from three or four sources 
instead of from 30 to 40 individuals ; and that your Council 
would have difficulty in exempting medical officers from 
the operation of the regulation, as in so doing it would 
be according preferential treatment to one section of its 
employees. As to the question of convenience, we think 
that this is quite unimportant in the case of the relatively 
small medical staff. It is scarcely to be expected that more 
than one medical officer will be making an application of 
the kind in question at any one time, and it is therefore 
unlikely that, so far as the medical staff are concerned, any 
saving of correspondence would be effected by compliance 
with the regulation. If this is true, perhaps your Council 
may consider that it provides justification for allowing its 
medical officers to make direct application for extended sick 
leave. If, however, your Council adheres to the view that 
this would be preferential treatment, our answer must be 
that, although we have no wish to cause the Council 


embarrassment, we cannot abandon our principles in order * 


to save the Council embarrassment. 

“ Thirdly, it was stated to our deputation that, since the 
payments in question were ex gratia, your. Council was 
entitled to lay down the procedure of application; and ] 
am not sure that it was not even suggested that the Council’s 
decision on the procedure was one which we were really 
not in a position to question. It seems to me that, if this 
latter suggestion were true, there would have been little 
point in your committee inviting us to meet them last 
Monday. But is there not some confusion of thought here ? 
We admit that the payments are ex gratia and that in any 
individual case we are not ih a position to argue with your 


Council as to whether a payment should or should not be °”* 


made. For this very reason we consider that the compul- 
sory intervention of the doctor’s professional organization, 
merely as a channel of communication, would be of no 
practical advantage, quite apart from the question of 
principle involved. What we do not admit is that the 
Council is entitled to prescribe a procedure of application 
the effect of which, in a particular case, might be to penalize 
a member of our profession who, in accordance with his 
professional freedom, remained outside the membership of 
professional organizations. 

“ Finally, it was suggested to our deputation that, as your 
Council had given way on the main issue, it was not asking 
too much of us to give way on this subsidiary issue. Our 
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answer is that we are always prepared to consider a reason- 
able compromise, but that we cannot reasonably compro- 
mise when principles are at stake. This trouble has not 
been of our seeking. It is a result of action taken by your 
Council in ignorance—as was made so startlingly clear to 
our deputation—of our professional outlook and traditions. 
We impute no blame for this ignorance. We believe that, as 
a result of our meeting with your committee, your Council 
is now in a position to look at the matter again in a fresh 
light. We think that it is for your Council, now that our 
difficulty has been fully explained, to remedy a state of 
affairs which it unwittingly brought about with, as we were 
assured, no desire to cause offence to us, but without know- 
ledge of our peculiar attitude—I do not use the adjective 
in the sense in which some of your Councillors were dis- 
posed to apply this description to the way in which this 
Association conducts its affairs. 

“To agree to differ and to leave the whole matter in 
abeyance until difficulty arises in a particular case seems 
to us, after careful reflection, to be no real solution of the 
problem, since we could have no assurance that the doctor 
concerned in the particular case would not suffer as a result 
of your Council maintaining the attitude it has adopted at 
the present time. 

“ Please allow me, in conclusion, to express again sincere 
thanks for the courtesy with which the chairman and mem- 
bers of your Emergency Committee received our repre- 
sentatives. Now that we have met face to face and your 
committee has seen, as I hope, that we are not being deliber- 
ately and unnecessarily obstructive but are sincerely, trying, 
as our duty compels us, to guard one of the traditional free- 
doms cherished by our profession, I find it very difficult to 
believe that this dispute need continue. I hope that your 
Council may very soon make it possible for us to co-operate 
with it by publishing advertisements of vacant medical 
appointments. Perhaps I should add that the five doctors 
—not all members of this Association, as I understand— 
who, in provisionally accepting appointments under your 
Council, have declined to take up these appointments until 
this dispute is settled, adopted this attitude under no pres- 
sure from us. We respect their loyalty to the principles 
of their profession, and I cannot think that such loyalty 
does not command the respect of your Council also. I hope 
that, in their interest and in the public interest, your Council 
will allow you to assure me that, so far as medical officers 
are concerned, the regulation in question will remain a dead 


fetter.” 








ANAESTHETISTS GROUP COMMITTEE 


The first meeting of the Anaesthetists Group Committee in 
the 1951-2 session was held on October 16, when Dr. Z. 
MENNELL was reappointed chairman. Dr. W.- Alexander 
Low was reappointed the Committee’s representative on the 
Central Consultants and Specialists Committee. 

In connexion with the election to fill vacancies caused by 
the annual retirement of one-third of the members of the 
Committee, it was reported that no nominations had been 
ceceived from members of the Group by the closing date, 
and that it was open to the Committee to fill the vacancies 
in accordance with the bylaws of the Association. The 
Committee ‘unanimously appointed for a further period the 
three retiring members—namely, Dr. J. F. Bereen, Dr. H. W. 
Featherstone, and Dr. G. Organe. 


Representatiop of Wales 

The Committee decided to propose an amendment to its 
constitution with the object of giving Wales separate repre- 
sentation similar to that of Scotland and Ireland. Some 
discussion took place on the representation of each hospi- 
tal region on the Committee. It was recognized that this 
would be impracticable, but it was pointed out’ that if a 
region at any time had a special problem the Committee 


would be pleased to invite a spokesman to attend the Group 
Committee to discuss it. This arrangement would be prefer- 


able to having an unnecessarily large Committee. 


S.H.M.O. Appointments 


The Committee considered the question of S.H.M.O. 
appointments in anaesthetics and decided to support a 
suggestion of the Association of Anaesthetists that the 
appointment of assistant anaesthetist (S.H.M.O.) should be 
a recognized stepping-stone to consultant rank—that is, a 
post from which the individual would pass on automatic- 
ally to consultant rank. Before taking the matter further. 
the Group Committee is suggesting that a Joint Committee 
of the Association of Anaesthetists, the Faculty of Anaesthe- 
tists, and the Group Committee should draw up proposed 
criteria for such assistant anaesthetist appointments. 

In the Committee’s view, one course which could be taken 
with the object of attracting suitable applicants to these 
appointments is the removal of the minimum age limit of 
32 years for S.H.M.O.s, and the Central Consultants and 
Specialists Committee is being asked to consider this. 


Advice to Boards 


Another proposal which the Central Consultants and 
Specialists Committee is being asked to put forward is 
the appointment by regional boards of a small committee 
of advisers in each specialty to advise the board on matters 
arising in their particular specialty. 


Time in Operating Theatres 
The Group Committee’s advice had been sought in regard 
to the proportion of his time which an anaesthetist could 
be expected to spend in the operating theatre. It was felt 
that no hard-and-fast rule was possible, but if an anaesthe- 


tist was of the opinion that he was being required to spend ~ 


too much time in the theatre he could, if necessary, bring 
the facts to the notice of the Association. 

A number of Northern Ireland applicants were admitte 
to membership of the Group. 

At its next meeting the Committee is to consider the 
question of the administration of anaesthetics by house- 
officers. 








N.O.T.B. ASSOCIATION 


REQUIREMENT OF D.O.MSS. 


The N.O.T.B. Association held a Main Committee meeting 
on October 5 and received reports from all the subcom- 
mittees, adopting most of the recommendations made. In 
particular the following resolution has been submitted for the 
attention of the Ophthalmic Group Committee: 

That the D.O.M.S. should not be required for posts below the 
grade of registrar, and that the British Medical Association should 
be asked to exclude such advertisements from the British Medical 
Journal. 

In view of the recent changes in the Supplementary 
Ophthalmic Service and the repercussions arising therefrom. 
it was also decided to form a special committee to consider 
the position in detail and to report back to the Main 
Committee. 

Certain recommendations were made regarding improve- 
ments at N.O.T.B. Medical Eye Centres which will be dis- 
cussed by a special committee and reported back to the 
Main Committee. 

The draft Memorandum and Articles of Incorporation of 
the N.O.T.B. Association have been referred to a joint 
committee for consideration before the calling of an Extra- 
ordinary General Meeting. 

Fifteen new medical members’ were welcomed to the 
N.O.T.B. Association, the present medica] membership being 
686. 
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REVIEW OF GENERAL PRACTICE 
APPEAL FOR INFORMATION 


Che General Practice Review Committee of the B.M.A. is 
sending a questionary to all general practitioners asking 
groups of them questions about the conditions of general 
practice. In this way the committee hopes to obtain a wide 
range of information, much of which will also be useful for 
statistical analysis. 

About 70% of those doctors so far written to have replied, 
and the committee is grateful to them for the trouble they 
have taken in providing evidence. S.nce it is very important 
to obtain as many replies as possible, the committee appeals 
to the other 30% to complete their questionaries and return 
them to B.M.A. House. Some doctors may have thought it 
unnecessary to answer because they are not in the National 
Health Service, but their opinions are sought also, for the 
survey includes private general practice. 

Any doctor who has mislaid his form is invited to apply 
for a duplicate to the Secretary of the B.M.A. 





- 


DENTAL HAEMORRHAGES 


PAYMENT FOR TREATMENT 


As a résult of long negotiations carried out by the G.M.S. 
Committee, general practitioners can claim payment for treat- 
ing haemorrhages due to dental operations. If the dentist is 
working on his own—i.e., is not employed by a local health 
authority—he claims from the local executive council and 
the doctor then claims his fee from the dentist. The money 
for this fee thus comes from the funds set aside for the 
dental services. 

This arrangement has already been embodied in regula- 
tions, but doubt about a slightly different situation was raised 
and has just been cleared up. If the dentist is employed by 
4 local health authority he is unable to claim a fee from his 
employing body or any other. If a doctor is to treat dental 
haemorrhage in one of his patients operated on by such a 
dentist, the Ministry of Health considers that the appropriate 
procedure would be for the doctor to claim his fee direct 
from the local health authority. General practitioners are 
therefore now able to claim a fee for treating dental haemor- 
rhages whatever kind of employment the dentist is in. 














FOOD OR DRUG? 
DOCTOR’S SUCCESSFUL APPEAL 


[he Board of Referees which decides whether a prepara- 
tion prescribed by a general practitioner is properly pre- 
scribed under the National Health Service has recently had 
another case before it—this time about Benger’s Food. It 
decided that in the special circumstances of this case Benger’s 
Food was properly prescribed as a medicine which the 
executive council was bound to supply. Other cases have 
been reported in the Supplement of June 2 (p. 219) and of 
October 13 (p. 156). 

A doctor had prescribed one tin of Benger’s Food for a 
baby aged 3 weeks who was suffering from a severe gastro- 
enteritis and after a long period of vomiting had become 
dehydrated. The executive council decided that the Benger’s 
Food so prescribed was not a drug or medicine which they 
were bound to supply under the National Health Service. 
The doctor appealed to the local medical committee, which 
upheld the executive council's decision. The doctor there- 
upon appealed to the Minister of Health, who asked the 
Board of Referees to inquire into the matter. 

At the hearing by the Board of Referees the doctor stated 
in evidence that the baby was fed on national dried milk. 
which was vomited in large curds. The infant had lost 
weight and become so dehydrated as to justify admission 
to hospital. Instead it was decided to try Benger’s Food. 
The actions of this preparation were then discussed. 


Medicinal Intention 


It was contended for the doctor that its use in this particu- 
lar case brought it within the classification of drugs as 
described in the general principles of the First Report of 
the Joint Subcommittee of the Central and Scottish Health 
Services Councils (Supplement, May 27, 1950, p. 231}—i.e.. 
“the doctor had justified the ordering of this substance as 
requisite for the treatment of his patient” and “the mode 
of its prescription (revealed) its medicinal intention.” 

In upholding the doctor’s prescribing the Board stated that 
the case was quite exceptional. 

The doctor’s appeal was conducted by Messrs. Le Brasseur 
and Oakley, solicitors for the Medical Protection Society. 





Heard at Headquarters 








Ethics of Consultation 


One little episode at London Sessions the other day is 
worth putting on record. A man was on trial for having 
been under the influence of drink while in charge of a car. 
His defence was that, although he had had three large gins a. 
little while before his apprehension, anything erratic in his 
behaviour was due to the high blood pressure from which 
he had suffered for years, combined with a blow on the head 
which he sustained while getting into his car. The police 
surgeon who examined him immediately after his arrest said 
that high blood pressure could-not possibly account for the 
symptoms he discovered and for the accused’s responses to 
the usual tests. On cross-examination of the defendant it 
appeared that never before this occurrence had he consulted 
a doctor on account of high blood pressure, but that. 
immediately after he was charged, he went, on the advice 
of his solicitor, to a general consultant physician. This 
physician gave evidence on his behalf and declared the blood 
pressure to be abnormally high. The prosecuting counse} 
asked the consultant whether it was not unusual for a private 
individual to consult him directly without an introduction 
from a general practitioner. The defending counsel objected: 
to the question, and the objection was upheld by the pre- 
siding judge. A further question whether any general practi- 
tioner had been at any time concerned in the matter was 
also disallowed. The defendant was found not guilty. 


The Role of the Physicist 

Many pleasant references were made to the happy rela- 
tionship between the physicist and the medical radiologist 
in the presidential address before the British Institute of 
Radiology by Professor J. E. Roberts—an address whict- 
had the intriguing title, “Is Your Physics Really Neces- 
sary?” He bore testimony, as did another physicist. 
Professor G. Stead, who followed him, to the welcome 
which radiologists in general gave to their physicist 
colleagues and the close co-operation which existed in the 
departments of the great hospitals. The radiologists were 
even said to show sometimes an almost pathetic faith in 
the ability of the physicist to help them in their difficuli 
problems. One physicist urged that physics should play a 
more important part in the medical curriculum than it does 
to-day, and ventured the remark «that the human bod) 
exhibits within itself every single type of mechanism which 
the ingenuity of man has since constructed with outside 
material. This same speaker reminded the meeting how 
many great medical men had also been great physicists— 
William Gilbert, physician to Queen Elizabeth and the 
greatest physicist at the dawn of the seventeenth century : 
William Prout, a practising physician in London a hundred 
years ago, who formulated “ Prout’s hypothesis,” and, if 
he had only known of isotopes, would have laid the founda- 
tions of modern atomic knowledge ; just two among many 
others. 
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Questions Answered 








Superannuation and Income Tax 
Q.—Is the 6% superannuation deduction for those opting 
into the National Health Service superannuation scheme 
me to income-tax relief, or must tax be paid on the 
total ? 


A.—The allowance of deductions made under superannua- 
tion schemes is governed by Section 31 of the Finance Act, 
1922, and it is admitted by the Inland Revenue Department 
that the National Health deductions are within the scope of 
that section. The effect is that the amounts so “ contributed ” 
may be deducted from the amount of the emoluments to be 
assessed to income tax for that year. It should be noted 
that in the case of practitioners assessed under Schedule D 
these “ deductions ” operate somewhat differently from pro- 
fessional “ expenses.” The former are due from the assessed 
income of the actual financial year, the latter operate by 
reducing the profit made in the previous practice year and 
consequently the gross assessment of the financial year. 





Correspondence 








Discipline in the N.H.S. 


Sir,—When I was a small boy at a prep. school we used 
to play a game called “Judge and Jury,” and we got a 
lot of fun out of it. Needless to say the accused, usually 
an inoffensive small boy, was found guilty on all occasions. 
Later on at a bigger school this kind of game was an official 
side-show of the educational curriculum. A junior master 
presided, and a number of more or less authentic rules of 
pracedure were observed, designed to impress on our recep- 
tive minds the essential differences between mob law and 
the responsible administration of justice. I recall one boy 
who possessed in unusual degree a capacity for objectivity 
and impartiality. so that he was usually elected to be the 
judge. These qualities are not common, whether in boys 
or adults ; indeed. | would doubt whether even among Eng- 
lishmen they are possessed in any marked degree by more 
than one man in ten thousand. The capacity for critical 
appraisal of material or abstract matter is rare; the duty 
and function of passing responsible judgment upon a fellow 
human being should be reserved for those who, by natural 
aptitude and years of training, have acquired the indispens- 
able critical detachment of mind. 

These service committees, to which you have made timely 
reference (Journal, November 24, p. 1267), are charged with 
a strictly judicial function. The structure of the disciplinary 
arrangements is such that their findings, reported at Ministry 
level, must prejudice every case that comes before them. 
Yet no provision is made to secure that the members of 
these committees are qualified for their high responsibilities ; 
no qualification is required even for the chairman beyond 
that he should be a lay member of the executive council ; 
no rules of precedure are laid down ; evidence is not taken 
on oath, so that there is no penalty for false evidence ; costs 
may not be imposed, so that there is no deterrent whatever 
to the patient “with a grievance”; perhaps worst of all, 
there is no appeal to the courts either from these committees 
or at higher levels, so that the whole structure is walled off 
from the judicial system of the country and from those rules 
which age-long experience has prescribed for our protection. 

So much for service committees. Those of us who serve 
vn them undoubtedly try to do the job properly. Some of 
us may even think we are succeeding. But most of us are 
probably honest enough to realize that we are amateurs 
playing a~-game that should be reserved for professionals ; 
that rough justice may be all yery well in the debating society 
of a public school, but that it may easily become so rough 
that it is no longer justice—I am, etc., 


Orpington, Kent. A. C. E. BREACH. 


Civil Service Doctors 


Sir,—Government departments are already dangerously 
short of doctors, but the Howitt Committee, although 
admitting that the service is failing to attract recruits of 
the required calibre, proposes to leave the maximum of the 
medical officer grade unchanged at £1,725 (London) or 
£1,625 (provinces), and to leave the maximum of the 
senior grade (in which there are relatively few posts) un- 
changed at £2,000 (London) or £1,900 (provinces). Your 
annotation (Journal, November 17, p. 1206) shows that you 
appreciate the situation, though some of us in the Civil 
Service might have employed stronger terms, especially 
those of us who accepted our present jobs as promotion 
from hospital posts which are now graded as consultant 
(£2,750 or more) in most cases or S.H.M.O. . (£1,750) 
in a few cases, or as promotion from appointments in 
the public health service now remunerated at £1,800 or 
more. 


It may be useful to indicate that we Civil Service doctors 
fare badly not only in comparison with other doctors but 
also in relation to non-medical Civil Servants. The Chief 
Medical Officer of the Ministry of Health receives £500 
less than the Secretary of that Ministry; the Chief Medi- 
cal Officer of the Department of Health for Scotland, in 
addition to receiving less than a consultant with a C award. 
is paid appreciably less than the Secretary of that Depart- 
ment; and the same tendency is shown throughout. The 
majority of direct entrants to the administrative Civil 
Service now aged 45 years or over are admitted by the 
Treasury to be in the grade of assistant secretary (maxi 
mum, £2,000) or above, and nearly half of them are:in the 
grade of under-secretary (£2,500) or above. Yet the doctor. 
with a longer undergraduate training and with subsequent 
postgraduate qualifications, in most cases ends in the medi- 
cal officer grade and very seldom indeed has a chance to 
tise above the senior grade. When we seek comparison 
with clinicians we are disparaged as “ mere administrators,” 
and when we seek parity with administrative Civil Servants 
we are rejected as “ mere doctors.” 

If the Howitt Committee’s proposals remain unchallenged. 
they will obviously be used as a focal point for an attack on 
the remuneration of consultants and general practitioners— 
either as justification for imposing a cut or as an excuse for 
refusing an increase claimed because of the rising cost of 
living. Indeed, since no Government can afford to have 
responsible posts staffed by third-rate men, it is manifest 
that posts, say, in the Ministry of Health must be made 
relatively less unattractive either by raising the remunera- 
tion of these posts or by lowering the remuneration of 
comparable posts outside the Service. 

Fortunately, however, it is easy to challenge the Howitt 
proposals. The Howitt Committee was in no sense an 
arbitration tribunal but consisted entirely of persons 
appointed by the late Chancellor. That being so, a claim 
(based preferably on the Spens Reports) for Civil Service 
medical officers’ salaries can be submitted immediately, the 
new Chancellor can be given a fair chance either to negoti- 
ate or to allow the claim to proceed to arbitration, and— 
if he declines to adopt either course—the whole force of 
the Association can come into play, black-listing all Civil 
Service posts, whole-time or part-time. 

Action of a prompt and energetic character is necessary) 
not only in the interests of the Government doctor but in 
the interests of the entire profession, and in fact in the 
interests of the country—for there can be few measures 
more dangerous or more extravagant than allowing 
responsible posts in Government departments to remain 
unfilled or to become filled by persons of inferior calibre. 
One has only to think, for example, of the role of the 
Ministry and Department of Health in the contro] 
of infection to appreciate the hazards of a major 
epidemic with these departments unsatisfactorily staffed.— 


T am, ete., be 














GOVERNMENT MEDICAL OFFICER. 
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Sir,—* Wanted for Ministry of Health, physicians with 
higher qualifications and extensive experience in (a) infec- 
tious diseases, (b) geriatric medicine, and (c) tuberculosis, 
respectively, to act as advisers on national policy and as 
specialist consultants to officers of regional hospital boards 
and local health authorities ; commencing salary rather less 
than that of a fourth-year senior registrar, but rising steadily 
to only a little below the maximum of an S.H.M.O.” 
“Wanted for Department of Health for Scotland, doctor 
to take full charge of the national aspects of maternity 
and child weifare ; candidates should have specialist qualifi- 
cations, and should have been for some years in charge of 
the maternity and child welfare department of a large local 
authority ; salary £1,250 (less provincial differentiation), 
tising slowly to £1,725 (less provincial differentiation).” 
“Wanted for Ministry of Labour, expert in toxicology ; 
standard of knowledge and ability required is approximately 
that for a university professorial appointment ; salary maxi- 
mum, if stationed in provinces, £1,625, or £1,125 below 
that of the lowest-paid consultant.” 

These imaginary advertisements are sufficient commentary 
on the recommendations of Cripps’s nominees, the Howitt 
Committee, recommendations which were made in the full 
knowledge that Government departments offering the same 
salary maxima as suggested by the committee were already 
failing to secure recruits to fill vacancies. Now it must be 
obvious that, at a time when the nation is rearming and in 
danger of war, no committee could seriously propose to 
have central Government posts staffed by doctors not good 
znough to secure employment elsewhere. It follows that 
the Howitt recommendations can only be intended as a pre- 
lude to reduction of remuneration in other branches of 
medicine. Hence it is imperative that the whole profession 
stand together. The B.M.A. must tell the new Chancellor 
in no uncertain terms that the salaries of Government medi- 
zal officers are ridiculously and disgracefully low, and that 
he must forthwith either raise them or undertake to accept 
the verdict of an arbitration board. In the unlikely event 
vf his showing himself a second Cripps, we must fight—in 
the interests of every doctor in the country and in the 
interests of the country itself—I am, etc., 


SALARIED GOVERNMENT DOCTOR. 


Sm,—lIf the average doctor thinks of his Civil Service 
colleagues at all, he probably pictures them as beings 
apart, wallowing in luxurious limousines, and free from 
all financial care, whose perverted pleasure is to plague 
the busy practitioner. 

In fact we are the poor relations of the profession. We 
have been axed, frozen, and devalued almost out of exist- 
ence, and our status has deteriorated in comparison with 
that of our lay neighbours, who naturally value professional 
advice according to its cost. We are therefore less able to 
influence the omnipotent “ gentleman from Whitehall ” who 
‘hinks he knows better than the doctors and patients alike. 

The unsatisfactory position of the Civil Service medical 
officer is reflected in the continued loss of experienced men 
ind failure to recruit replacements of appropriate quality. 
We have been working harder to try to carry the burden 
intended for many more shoulders, but are nearing the end 
of our reserves and patience. 

For more than two years a well-justified and presented 
salary claim, backed by the British Medical Association, 
has been rejected by the Treasury, as has any real negotia- 
tion. When our representatives pressed for action, the 
[reasury replied by one device after another, devious and 
cynical, to postpone the issue. Pressure was brought to 
bear from all sides because of the failure of recruiting, but 
when we ask the British Medical Association to black-iist 
all Civil Service medical vacancies we are talked out of 
even tabling a formal request to the B.M.A. Council. 

The only alternative to force the Treasury’s hand would 
be some form of strike or mass resignation, which would 
not appeal to responsible men however ill treated. The 
time has come, if it has not indeed passed, for the B.M.A. 





to fight at our sides instead of pulling our punches for us. 
Many of us are now so poor that we cannot afford cars, 
a reasonable standard of living, or to educate our children, 
and-even, have to think twice about such a small item as 
the B.M.A. subscription. 

If the medical Civil Service becomes the refuge of cheap 
and servile hacks the profession generally will soon smart 
under the scourges of unfettered bureaucracy. Help us, and 
protect your own backs.—I am, etc.. 

WHITEHALL WarRIoR. 


*," The Secretary of the Association Writes: The Council 
-at its meeting on April 5, 1950, gaVe instructions that in the 
event of an unsatisfactory reply from the Treasury to the 
Joint Committee’s proposals for an increase in the remunera- 
tion of Civil Service medical officers all outstanding and 
future advertisements for Civil Service medical posts in the 
Journal should be refused. This ban was subsequently 
lifted when the Government decided to set up the Howitt 
Committee to report on the structure and remuneration of 
the medical Civil Service. This committee has now reported, 
and its recommendations were commented on in the Journal 
of November 17 (p. 1206). The Joint Committee is seeking 
an interview with the Chancellor of the Exchequer, and it 
would be premature for further action to be taken at this 
Stage. 


Sir,—Your annotation on the Howitt Committee’s report 
(Journal, November 17, p. 1206) was a miracle of kind- 
ness. No doubt others will pinpoint the patent defects 
and inconsistencies of the report as an allegedly impartial 
survey (by the employer's designates) of doctors in the Civil 
Service against the background of the majority outside. My 
purposé is less ambitious. 

Medical men have come into the Civil Service to do 
three main types of job. In the first place, they were 
brought in to advise the health departments (only two— 
the Ministry and the Department of Health for Scotland. 
as the names go now) on the widest conceivable aspects of 
medical policy and, in some cases, on its execution. In the 
second place, they came to other departments primarily con- 
cerned with matters other than health to deal with medi- 
cal policy in restricted, sometimes specialized, fields—e.g.. 
industry, mining, aviation. Thirdly, they were engaged to 
provide medical care for those who for good reason—e.g.. 
imprisonment or the fact that they were “deprived” 
children—could not take advantage of ordinary medical 
attention. 

Initially the doctors in departments directly responsible 
for health policy had a salary lead over their colleagues in 
other departments. The reason was crystallized in the now 
hackneyed Treasury phrase of the 1948 salary award: they 
“occupied a position of special responsibility in relation 
to the medical profession as a whole.” Other departments 
having nibbled at this lead, it soon transpired that the 
majority of departments employed doctors of the quoted 
status. The second interim report of the Howitt Com- 
mittee attempted to put this right—if one can so dignify 
the procedure—by putting all doctors in the Civil Service 
on health scales. Perhaps this was partly based on the 
committee’s idea, obviously formed without deep study of 
the Treasury formula, that health scales were for admini- 
strative medical work, general scales for clinical work. Still. 
the second interim report was “without prejudice to our 
subsequent recommendations.” There was still hope. 

These subsequent recommendations of the final report give 
medical officers and senior medical officers in the health 
departments—apart from some youngsters who will reach 
the old maximum a little earlier than did their predecessors 
—precisely nothing. The attitude of the committee must 
be to let health department staffs, without any increase, 
rejoice big-heartedly in the increments given to their less 
unfortunate colleagues in departments whose health re- 
sponsibilities are sometimes of the sketchiest. Does health 
matter, anyway ?—I am, etc., 


Crvi_ Service Docror. 
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Sin,—That remarkable document, the Howitt report, 
which purports to “advise on the future organization, 
structure, and remuneration of medical staffs employed 
in Government departments” (for such are its’ terms of 
reference) has now made its appearance. The parsimoni- 
ous conclusions which have been reached after the pro- 
longed period of gestation irresistibly put one in mind of 
the mountain labouring to preduce a mouse, for in effect 
this is what has happened. 

Not only has the proposed remuneration been based on 
4 false premise—viz., that Civil Service M.O.s’ pay should 
not rival that of the most successful doctors outside the 
service—but the equation of the M.O.s’ pay to the admini- 
strative classes has been most delicately treated, as was 
natural enough by a committee that had been picked by 
the Treasury. This claim is too self-evident to need repeat- 
ing. but a glance at the relevant periods of training required 
together with the number of higher paid posts available for 
the administrative class is; to say the least, illuminating. 

A detailed review of the report would be out of place in 
these columns, but the outstanding conclusions to be drawn 
from it are that we are still to run the medical Civil Service 
“on the cheap,” as I suggested in the Supplement of March 
11, 1950 (p. 81), and that the medical profession as a class 
is to be totally subjugated to the administrative side by 
reason of a lower salary. 

The raison d’étre of this is hard to see, for after all we 
are specialists within the Civil Service and do not covet 
any of the posts held by our lay brothers, with whom we 
are accustomed to work in unity tinged with not a little envy. 

In spite of its being recognized that pay might be too 
‘ow, the basic remuneration of an M.O. is still below that 
for an S.H.M.O. when the relevant ages are equated. Added 
io this, there are far fewer avenues for promotion, and the 
salary cannot be advanced by individual effort (part-time 
work excluded, for many of us do this). 

Yes, it is a disappointing document and hardly to be 
dignified by the word “report.” I would suggest that it 
might more appropriately be called a “fizz,” so timid is 
.t and so frothy its findings.—I am, etc., 

ANOTHER Crvit Service M.O. 


Compulsory Retirement 

Sirn,—l have had considerable personal interest in the 
correspondence in your columns on the subject of the com- 
pulsory retirement of consultants at the age of 65. While 
your correspondents have covered most of the ground, I feel 
that there still remains something to be said on behalf of this 
very hardly used section of our profession. 

The position as I see it is as follows. The consultant who 
was over 55 on the appointed day is unable to serve long 
enough to qualify for a pension. It is true that, if he was 
mainly employed in hospital work for ten years before 
1948, he can qualify as a “ transferred officer” for a pension 
calculated on the basis of his contributory service since 
july 5, 1948. This presses particularly hardly on the more 
elderly consultant. As an example, a consultant earning 
£3,000 per annum who had to retire in 1951 would get a pen- 
sion of £112 10s. (3/80 of £3,000) and a lump sum of the 
same amount. This can hardly be described as a generous 
reward for many years’ work, much of it in an honorary 
capacity. It may be said that he should have saved enough 
by then to ensure a comfortable old age, but how many of 
us who have lived through two wars and brought up a family 
can have done that ? 

He receives no compensation for the goodwill of his 
srivate practice. Against this it is said that he paid nothing 
for it, but, while this is true of many practices of consulting 
physicians and surgeons, it certainly is not true of the ancil- 
lary services such as ophthalmology. radiology, and derma- 
tology in the provinces, which practices were regularly 
bought and sold. It may also be said that he is still at 
liberty to sell his practice. This is true, but the value of 
private practice since the whole population has become com- 
pulsorily insured has sunk to very small proportions 


Further, in the pre-N.H.S. era, when a specialist retired 
from the active staff of his hospital he was usually appointed 
“consultant,” and so could count on a fair proportion of 
private practice. This no longer holds good. 

The only fair way of dealing with the matter would be 
either to allow these men to continue working until such 
time as they had reached pensionable age, or, if the pressure 
from below is too great to allow of this, to grant them 
pensions commensurate with their years of service. This 
would not be a costly matter, as the number concerned 
cannot be very high. 

I was informed that the B.M.A. had a Superannuation 
Committee which was investigating this subject, so I wrote 
to them and received a sympathetic reply, which, however. 
ended with a somewhat flabby non possumus, as the Minister 
had refused.. Now that we have a new Minister I would 
_— them to try again to remove a manifest injustice.— 

am, etc., 


Southsea, Hants A. MURRAY STuart. 


Sir,—In the Supplement of October 27 (p. 188) Mr. N. P 
Jewell wrote pointing out the harsh treatment which has 
been dealt out to many of those who are compulsorily 
retired under the 65-years age limit. As one of those who 
was so dealt with a year ago, I heartily agree with wha: 
he says. Not only am I debarred from rendering useful 
assistance to the common cause, but my finances are such 
that they will not permit me to carry on for more than a 
limited period without seeking some form of charitable 
assistance. I feel most strongly that the matter is one which 
should be taken up by the British Medical Association, so 
that an undoubted injustice may be remedied. 

The position is only a temporary one, as in a few year+ 
all will be entitled to a superannuation allowance. Also + 
large number of those adversely affected like myself could 
quite easily do some useful form of work in return for 
whatever financial assistance they may receive.—I am, etc 


London, W.1. H. L. ATTWATER. 


Sir,—Dr. H. Fisher’s letter (Supplement, November 17 
p. 221) is a valuable contribution to a matter that requires 
early reconsideration in general, and especially for psychia- 
trists who are “mental health officers” as defined in the 
N.H.S. (Superannuation) Regulations, 1950. . 

Under the terms and conditions of service the regula: 
contract of a psychiatrist who is not a “mental health 
officer "—e.g., a psychiatrist attached to a hospital which 
does not receive “ mental patients "—shall come to an end 
when he reaches age 65; whereas the regular contract of a 
psychiatrist who is a “mental health officer”—e.g., a 
psychiatrist attached to a mental hospital or mental defici- 
ency institution—shall be terminated at the age of 60. kh 
would appear that the reason for this early retiring age is 
attributable to the above-named Superannuation Regulations 
Their provisions with special privileges for retiring age and 
pension of “ mental ‘health officers,” who were previously 
covered by the provisions of the Asylums Officers’ Super- 
annuation Act, 1909, may be appropriate for, and even 
welcome to, a minority of psychiatrists, to mental nurses 
and other members of the staff of a hospital who devote 
the whole or substantially the whole of their time to the 
treatment or care of mental patients or defectives. How- 
ever, such premature compulsory retirement appears to be 
detrimental to the community.and the majority of psychia- 
trists (“ mental health officers”) for the reasons already 
given in Dr. H. Fisher's letter. 

We hear many complaints about the widening gap between 
general practitioners and specialists. We are members of 
the same profession, and it would be a reasonable contri- 
bution to our unity if every medical practitioner in ‘the 
N.H.S. would be enabled to practise up to the age of 70 
provided he wishes to do so and is still able to give efficient 
and skilful service to the community. It is almost absurd 
that psychiatrists (“ mental health officers ”) should normally 











Dec. 1, 1951 


CORRESPONDENCE 


SUPPLEMENT to THE ; 239 
BriTisH MEDICAL JOURNAL 





retire at age 60, other specialists at age 65, and general 
practitioners, still the backbone of the profession, at age 70. 

I whole-heartedly join Mr. N. P. Jewell (Supplement. 
October 27, p. 188) when he says, “I ask for action.”— 
{ am, etc., 


Nottingham. PauL L. WEL. 


Smr,—In the correspondence started by Mr. N. P. Jewell © 


(Supplement, October 27, p. 188) on the question on com- 
pulsory retirement of hospital staff at the age of 65, nobody 
so far has taken the other side of the question. What are 
the feelings of the possible successors to these appoint- 
ments ? 

My sympathy is altogether with them. And, even if 
Mr. Jewell and others feel that they could profitably stay 
on for a few years, I think it would be a terrible mistake to 
alter the rule by which they are expected to retire at 65. 
Looking at it impersonally,.the class to which they belong 
will soon cease to exist, and “hard cases make bad law.” 

I am now well over the retiring age and have sunk into 
the background, but I shall never forget the time after 1920 
when I had counted on a hospital vacancy—caused by the 
holder coming to the age of 65. The management com- 
mittee decided they could not part with an old friend so 
easily and offered him an extension to the age of 68, and 
{ had to wait and serve in a subordinate position at the age 
of 40+. When my own time came I had to stay on because 
the second war was only just over and demobilization was 
only started, and I am sure that extra 18 months did neither 
me nor my patients any good. 

I do hope that the retiring age of 65 will not be altered 
on any account.—I am, etc.. 

Galmpton, Devon. 


Cecit B. F. Tivy. 


G.P.s in Hospital Out-patient Departments | 


Sin,—There is much talk of G.P.s and hospitals and 
colleges and status and so on and so forth, but no one 
seems to know quite what they want, so may I make what 
seems to me a constructive suggestion? Let volunteers 
from the G.P.s do the hospital out-patients and be paid 
on a sessional basis so that they can afford the time. A 
good 50% of O.P. work is really the same as a G.P.'s 
surgery with the added advantage of facilities for investiga- 
tion. Those cases with which the out-patients G.P. is 
stuck could then be referred to the consultant, most of 
the preliminary investigations now having been done. 1 
would limit the G.P.’s power to admit without referring 
to his consultant. 

This arrangement relieves the consultant of much routine 
work. The house-man could be relieved if necessary for 
other duties—e.g., casualties. There is now no need for 
expensive central clinics. Those G.P.s volunteering will get 
better status and the others will have to stop grumbling. 
Of course this scheme will not fit everywhere, but then what 
system does ?—TI am, etc., 


Wrexham. Eric A. R. Evans. 


Politics and Medicine 


Sir,—I hope the 20,000 general practitioners up and down 
this country noted the syrup poured out to them by Sir 
Hartley Shawcross (late President of the Board of Trade) on 
the eve of the general election, when the late Socialist admin- 
istration was on its death-bed, and turning its glassy eyes 
upwards for votes even from those whom it financially black- 
mailed in July, 1948. He said at St. Helens, Lancs: “ And 
I know how very hard many of them, the general practi- 
tioners particularly, have to work, and often for remunera- 
tion which is not really adequate. All that is to be considered 
now ; certainly the doctors and nurses are worthy of their 
hire.” 

Through you, Sir, I thank Sir Hartley for his kind words. 
even though they are three and a half years too late ; but 
his party did not get my vote. General practitioners, 


especially country ones, giving a 24-hour service won't forget 
readily that the rate of their remuneration, about which 
Sir Hartley is so concerned, is lower than either dentists’ or 
chemists’.—I am, etc., 


Wrenbury, Cheshire. N. PATTERSON. 


Telling the Family Doctor 


Sir,—l should like to refute the statement made bs 
Dr. M. C. Andrews (Supplement, November 3, p. 195) 
that information is rarely sent to general practitioners by 
the school medical and health departments regarding the 
children on their lists. This may be the case in Middle- 


* sex, but it certainly does not apply to other parts of the 


country. In this district in all cases where children are 
seen at school medical inspections or clinics and are con- 
sidered to. require further investigation or treatment in 
hospital a letter is sent to the general practitioner stating 
the reasons why reference to a specialist is considered 
necessary. The family doctor is asked: (a) to examine 
the child himself, or (b) to refer the child to hospital, o1 
(c) to leave these arrangements in the hands of the local 
authority medical officers. 

This system has now been in operation for more than 
12 months, and would appear to work well, as up to date 
there have been no complaints from practitioners in the 
area regarding lack of information or encroachment cn thei: 
responsibilities. I may add that most practitioners prefe: 
to adopt course (c) and allow the local health authority 
medical officers to make the arrangements for reference 
to hospital. 

Schoolchildren in this district are often sent tc the school 
clinic by their own doctor for the routine treatment of such 
canditions as otitis media, etc., such treatment being carried 
out daily by the school nurse, thus relieving the practitioner 
of a time-consuming but very essential job. It would seem 
from Dr. Andrews’s letter that he must be exceedingly un- 
fortunate in the area where he practises, as co-operation 
from all sides would appear to be absent. However, he 
need not judge the rest of the country by his own local 
standards or lack of them.—I am, etc., 


Beverley, Yorks. W. FERGUSON. 


POINTS FROM LETTERS 


Appointment of Consultants 


A Consultant writes: The letter headed “ Registrars and 
General Practice’ (Supplement, September 15, p. 115) prompts 
me to place on record a similar experience, this time involving 
a consultant appointment. A regional hospital board recently 
advertised a consultant’s post. This followed a request by myself, 
backed by the hospital medical staff committee and management 
committee, for an assistant in the out-patient department. He 
would take charge of two of the four out-patient sessions, while 
the few beds could be looked after by myself. In the clinical area 
there are two other consultants in the same specialty, but in 
connexion with this important appointment none of us was ever 
consulted. In due course it was learnt that a consultant with 
excellent qualifications and experience had been appointed to the 
post, thus providing two consultants for an area which, prior 
to 1948, had no department in this specialty at all. His duties, 
like mine, consist mainly of. two out-patient sessions weekly and 
the use of four beds. Major operations for the two.of us 
combined rarely exceed three or four weekly, and the shortage of 
nursing staff is so great that at times recently no operations 
(except emergencies) could be performed at all. This seems 
to me a case which is a glaring example of waste of man-power 
and extravagance at a time when all are urged to observe strict 
economy in the Health Service. In my opinion, the out-patient 
work could have been satisfactorily carried out by a clinical 
assistant at far less cost to the public purse. The work had 
actually been performed by another consultant, who is now dis- 
placed and suffers a severe blow to his career. The Minister of 
Health has often invited doctors to play their part in the develop- 
ment of the Health Service, but events such as I have outlined 
seem to show that very little attention is given to i of 
those on the spot, who are best able to know the needs of the 
area. 








240 Dec. 1, 1951 


SPECIAL REPRESENTATIVE MEETING 


SUPPLEMENT To THE 
BritisH MEDICAL JOURNAL 





British Medical Association 





AGENDA OF SPECIAL REPRESENTATIVE MEETING, 
DECEMBER 13, 1951 


PRELIMINARY 
Items | to 5 relate to Preliminary Business. 
REPORT OF AGENDA COMMITTEE 


Order of Business 


6. The Committee has carefully considered the arrange- 

ment of the Agenda of this Meeting and recommends: 
Recommendation A: That items 203 and 204 be 

taken immediately after the luncheon interval, and that 

otherwise the Agenda be taken in the order printed. 
Publication of Agenda of the Annual Representative Meeting 

7. At the Annual Representative Meeting, 1951, the 
Agenda Committee reported that it was considering a pro- 
posal that the actual agenda of the A:R.M., as distinguished 
from a list of the motions and amendments received, should 
be published in. the British Medical Journal a week or so 
before the Meeting, so that Divisions and Branches might 
have the Agenda before them when instructing Representa- 
tives. The Committee stated that it would submit a further 
report on this matter to the Special Representative Meeting. 

The Committee is glad to report that it is possible to give 
effect to this plan by altering the time-table for the publica- 
tion of the Council's Report, the submission of motions, 
etc. In 1952 the A.R.M. will begin on July 3, and the time- 
table has been so arranged as to permit of publication of the 
Agenda of the Meeting in the Supplement to the British 
Medical Journal of June 21. This means that motions must 
be received three weeks before the Meeting and not, as laid 
down at present in Standing Order 21, two weeks. The 
Committee therefore recommends: 

Recommendation B: That “21” be substituted for 
“14” in the second line of Standing Order 21 (ii). 


THE FIRST INTERIM REPORT OF THE 
COUNCIL ON THE REFORM OF THE 
NATIONAL HEALTH SERVICE 


8. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the First Interim 
Report of the Council on the Reform of the National Health 
Service be received (Doc. S.R.M. 2). 

9. Motion by LoTHiANs: That as the general practitioner 
must be given a pivotal place in the National Health Service, 
and as policy directed to this end cannot be framed until 
the General Practice Review Committee reports, this meeting 
take no firm decisions, at this stage, relating to amendment 
of any part of the Act, but concern itself with consideration 
of the arbitration recommendations. 


THE SERVICE AS A WHOLE 


RECOMMENDATION |! 
Arbitration 


10. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— . 

Recommendation 1 : That an amending Act should pro- 
vide for the establishment of a National Health Service 

Court of Arbitration to which could be referred by the 

Ministers or representatives of the Management or Staff 

Side of Whitley Council disputes on the terms of service 


including remuneration, whether existing terms or new 


terms affecting any section of the profession. 


11. Amendment by NoRTH GLAMORGAN AND BRECON: That 
the words “ without the consent of either party ” be inserted 
after “ remuneration ” in line 6. 

12. Amendment by TUNBRIDGE WELLS: That the words 
“or individual ” be inserted after “ section ” in the last line. 

13. Amendment by Crty: That the words “ or member” 
be added after the word “ section.” 

14. Motion by Essex, SoutH-East: That the following 
words be added to the Recommendation: 

“but that the proposed Arbitration on remuneration 
should be carried to a conclusion without waiting for the 
passing of any amending Act.” 

15. Motion by Essex, SoutH-EAsT: That under no circum- 
stances is this Meeting prepared to accept postponement of 
Arbitration on remuneration. 


RECOMMENDATION 2 


16. Motion by the Chairman of the Amending Acts Com. 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 2: That the Court should have power 
to settle such disputes. 


RECOMMENDATION 3 


17. Motion by the Chairman of the Amending Acts 
Committee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 3 : That the terms of service settled by 
the Court should be legally binding and enforceable. 

18. Amendment by ALDERSHOT AND BASINGSTOKE, SOUTH 
AMPTON AND PORTSMOUTH: That the words “ on both sides ~ 
be added after “ enforceable.” 

19. Amendment by ENFIELD AND PoTTers Bar: That the 
following words be added to the Recommendation: “ while 
conditions remain unchanged.” 


RECOMMENDATION 4 


20. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 4: That the Court of Arbitration 
should be composed of a legally qualified, independent 

President appointed by the Lord Chancellor on a perman- 

ent basis, with other members having special knowledge 

of the subject-matter and being selected, in equal numbers, 
by the Lord Chancellor from panels nominated respec- 
tively by the Management Side and the Staff Side of the 
appropriate Committees of the Medical Functional 

Council. 

21. Amendment by Harrow: That the following be substi 
tuted for the Recommendation— 

That the Court of Arbitration should be composed of 

a legally qualified, independent President appointed on a 

permanent basis by the Lord Chancellor in consultation 

and agreement with the profession and the Minister of 

Health, together with other members having special know- 

ledge of the subject-matter and appointed by the Lord 

Chancellor in equal numbers from panels nominated 

respectively by the Management Side and the Staff Side 

of the appropriate Committees of the Medical Functional 

Council. 

22. Amendment by NorTH GLAMORGAN AND BRECON: That 
the Court of Arbitration be composed of a chairman, and 
two other members, who should be a lawyer and an actuary. 
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23. Amendment by LEICESTERSHIRE AND RUTLAND: That 
the words “acceptable to both sides” be inserted after the 
words “ independent President.” 

24. Amendment by St. Pancras: That the words “on a 
permanent basis ” in lines 3 and 4 be deleted. 

25. Amendment by Crty: That the following words be 
added at the end of the Recommendation, “and that in 
disputes appertaining to remuneration and terms of service 
of general practitioners the Court of Arbitration shall have 
half its members general practitioners.” 


RECOMMENDATION 5 


26. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be’ adopted— 

Recommendation 5: That the Minister’s powers to 
make changes by Regulation in the remuneration or condi- 
tions of service of any section of the profession be 
restricted to those conditions which are either agreed by 
the medical profession or determined by arbitration. 
27. Amendment by OxFrorpD: Tha: Recommendation 5 be 

deleted and that instead there be reinserted into its original 
position before Recommendation 1 the ciause “that the 
Minister’s powers to make unilateral changes in the remun- 
eration of any section of the profession by Regulation should 
be repealed.” 

28. Amendment by READING: That the Minister’s powers 
to make unilateral changes in the remuneration of any sec- 
tion of the profession by Regulation should be repealed. 

29. Amendment by MARYLEBONE: That the Recommenda- 
tion should read as follows— 

That the Minister’s powers to make changes by Regula- 
tion in the conditions of service (including remune;yation) 
of any section of the profession be restrictcd to those items 
which are either agreed by the medical profession or deter- 
mined by arbitration. 

30. Amendment by NEWCASTLE-UPON-TYNE: That the 
words “ machinery acceptable to both-sides ” follow the word 
“ arbitration.” 

31. Rider by BATH: That the following words be added to 
the Recommendation— 

“and that the Minister be asked to take steps to amend the 
relevant section of the Act forthwith.” 


RECOMMENDATION 6 


32. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 6: That in Section 5 of the National 
Health Service Act of 1946 the words, “may set aside” 
and “ may allow” should be replaced by “ shall provide ” 
and “shall allow” respectively. 


‘ RECOMMENDATION 7 
The Powers of the Minister 
33. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 
Recommendation 7 : That with reference to Section 5 (2) 
of the National Health Service Act of 1946 the maximum 
charges should be laid down only in consultation and 
agreement with representatives of the profession. 


RECOMMENDATION 8 
34. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 8: That the power of the Minister 
to acquire compulsorily equipment privately owned and 
to pay for it at a rate to be decided by the Treasury should 
be repealed. 

35. Amendment by KENSINGTON AND HAMMERSMITH: 
That the power of any Minister to acquire compulsorily 


medical equipment privately owned, and-also professional 
premises, be rescinded. 


RECOMMENDATION 9 


36. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 9: That Section 20 of the National 
Health Service Act, 1949, should be so amended as to 
limit the Minister’s power and to require him either to 
accept such schemes as are submitted by a Local Authority 
or to refer them back for reconsideration. 

37. Amendment by Dorset: That the Recommendation 
be referred back to the Council for reconsideration. 

38. Amendment by STOCKTON: That all the words after 
“ power” in line 3 be omitted. 


RECOMMENDATION 10 


39. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 10: That the power of the Minister 
to prescribe by regulation the terms of service of general 
practitioners and to make provision for the issue of an 
unlimited number of certificates without payment should 
be repealed and replaced by the procedure recommended 
by the Council in Recommendations 1 to 5 above. 

40. Amendment by GREENWICH AND DEPTFORD: That all 
the words after “repealed” in line 5 be deleted, and that 
there be substituted “the issue of certificates required by 
statute only, to be furnished free of charge.” 


HOSPITAL AND SPECIALIST SERVICES 
RECOMMENDATION 11 
Hospital Boards and Committees 


41. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 11: That the Third Schedule of the 
Act of 1946 dealing with the constitution of regional 
hospital boards, hospital management committees, and 
boards of governors of teaching hospitals be amended so 
as to ensure 

(a) a democratic procedure of election : 

(b) the election of not less than one-fifth of the mem- 
bers by the medical staff of the hospitals concerned ; 

(c) the election of a chairman by the members. 

42. Amendment by BATH AND LiverPooL: That the 
Recommendation be referred back to the Council for turther 
consideration. 

43. Amendment by WorCESTER AND BROMSGROVE: That 
the following words be added to para. (a), “ provided that 
some reasonable form of election can be evolved.” 

44. Amendment by Dersy: That for para. (a) there be 
substituted: “‘ That their members are the elected representa- 
tives of the chief interested organizations.” 

45. Amendment by East Herts: That the principle of 
direct election of medical members to regional hospital 
boards, hospital management committees, and boards of 
governors of teaching hospitals is undesirable, and its prac- 
tice would be inexpedient. 

46. Amendment by MARYLEBONE: That in para. (b) the 
word “ senior” be inserted between “ by the” and “ medical 
staff.” 

47. Amendment by NorTH-weEST WALES: That para. (5) 
be reworded as follows— 

The election of not less than one-fifth of members by the 
senior medical and dental staff of the hospital concerned. 
48. Amendment by NortTH GLAMORGAN AND BRECON: That 

in para. (b) for the words “ one-fifth” there be substituted 


“ two-fifths.” 
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RECOMMENDATION 12 
Regional Hospital Boards 


49. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 12: That the Chairman of a regional 
hospital board should be elected by the members, such 
members being elected as follows— 

(a) Not less than one-fifth of the total members should 
be elected by the medical staff of the hospitals in the 
region ; 

(b) persons elected by the hospital management com- 
mittees in the region ; 

(c) persons elected by the boards of governors of 
teaching hospitals in the region ; 

(d) persons elected by the university ; 

(e) persons elected by local executive councils in the 
region ; 

(f) persons elected by local medical committees in 
the region ; 

(g) persons elected by local health authorities in the 
region ; 

(h) persons elected by other interested bodies—e.g.. 
nurses. 

Apart from the overriding consideration of (a), the 
number of persons elected in the various categories 
should be determined by the geographical requirements 
of the region. 

At least one of the members of the board should be 
a person with experience in mental health services, and 
one should be a public health medical officer. 

50. Amendment by NortTH GLAMORGAN AND BRECON: That 
the following be substituted for the Recommendation— 

That the regional hospital boards be abolished, and that 
power be invested in the local hospital management com- 
mittees. 

51. Amendment by LiverPoo.: That the Recommendation 
is impracticable and should be referred back to the Council 
for further consideration. 

52. Amendment by REIGATE: That the Recommendation 
be referred back to the Council for clarification of the pro- 
portion of doctors to others in the regional hospital board. 

53. Amendment by MARYLEBONE: That in para. (a) the 
word “ senior ” be inserted between “ by the ” and “ medical 
staff.” 

54. Amendment by Essex, NORTH-EAST: That in para. (a) 
after the words “ madical ” there be inserted “‘ and dental.” 

55. Amendment by SHEFFIELD: That the Recommendation 
be altered to read— 

That the constitution of each regional hospital board 
should be such that 

(a) not less than one-fifth of the total members of 
the board should be selected from a list of names put 
forward by the medical staff of the hospitals in the 
region ; 

(b) the board should include persons nominated by 
local medical committees in the region. 


56. Amendment by BouRNEMOUTH: That the following 
words be added at the end of para. (a): “under the control 
of the regional hospital board.” 

57. Amendment by City: That the election of one general 
practitioner be assured to each regional hospital board. 

58. Amendment by NortH-west WaALEs: That with refer- 
ence to the last sentence of the Recommendation these two 
members of the board should be over and above one-fifth 
of total members mentioned in para. (a) of the Recommenda- 
tion. * 

59. Motion by NorTH STAFFORDSHIRE: That the nominees 
of the bodies mentioned in the above Recommendation shall 
be accepted by the Minister. 

60. Motion by GREENWICH AND DepTForD: That the direct 
nomination of members by political parties as such is to be 
deplored. _ 


RECOMMENDATION 13 
Boards of Governors 


61. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 13: The chairman of a board of 
governors should be elected by the members of the board, 
such members being elected as follows: 

(a) Not less than one-fifth of the total membership 
should be elected by the medical and dental teaching 
staff of the hospitals ; 

(b) not less than one-fifth elected by the university 
with which the hospital is associated ; 

(c) not less than one-fifth elected by the regional 
hospital board for the area in which the hospital is 
situated ; 

(d) persons elected by the hospital management com- 
mittees in the area ; 

(e) persons elected by the local health authorities in 
the area ; 

(f) persons elected by the local executive councils in 
the area ; 

(g) persons elected by the local medical committees 
in the area ; 

(h) persons elected by the public health medical 
officers in the area ; 

(i) persons representing the matrons of the hospitals 
served. 

Apart from the overriding consideration of (a), the 
number of persons elected in the various categories should 
be determined by the geographical requirements of the 
area. 


62. Amendment by STRATFORD: That the Recommenda- 
tion be not accepted in its present form and that the matter 
be once more reviewed by the Council. 

63. Amendment by LIVERPOOL: That the Recommenda- 
tion is impracticable and should be referred back to the 
Council for further consideration. 

64. Amendment by SHEFFIELD: That the Recommenda- 
tion be altered to read— 


(a) That not less than one-fifth of the total membership 
of the board should be chosen from names put forward 
by the medical and dental teaching staff of the hospital ; 

(b) the board should include persons nominated by the 
local medical committees in the area ; 

(c) the board should include persons nominated by the 
public health medical officers in the area. 


65. Amendment by MARYLEBONE: That in para. (a) the 
word “senior” be inserted between “ by the” and “ medi- 
cal staff.” 

66. Amendment by City: That the election of one general 
practitioner be assured to the boards of governors of teach- 
ing hospitals. 

67. Amendment by SOUTH STAFFORDSHIRE: That after the 
word “ matrons ” in para. (i) there be inserted “ and nursing 
staffs.” 

68. Amendment by WORCESTER AND BROMSGROVE: That 
for the word “matrons” read “ nursing staff.” 

69. Motion by NorTH STAFFORDSHIRE: That the nominees 
of the bodies mentioned in the above Recommendation 
shall be accepted by the Minister. 

70. Motion by GREENWICH AND DeptForD: That tine direct 
nomination of members by political parties as such is to be 
deplored. 


RECOMMENDATION 14 
Hospital Management Committees 
71. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 
Recommendation 14: That the present control exercised 
by regional hospital boards be modified so as to permit 
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to hospital management committees (a) a wider measure of 

executive powers ; and (b) a greater measure of financial 

authority. 

72. Amendment by WILLESDEN: That the Recommenda- 
tion be referred back to the Council in order that a more 
detailed statement may be forthcoming as to the proposed 
reforms in composition and functions of hospital manage- 
ment committees. 

73. Amendment by Wa.es, S.W.: That the primary object 
of the Amending Act should be the strengthening of the 
basis and powers of the hospital management committees 
rather than those of of the regional hospital boards, the 
powers of which would be correspondingly reduced. 

_ 74. Amendment by BaTH: That the Recommendation be 
amended to read— 

That the present control exercised by regional hospital 
boards be modified so as to permit to hospital manage- 
ment committees a greater measure of financial authority ; 
but that the powers of the hospital management com- 
mittees should be closely supervised by the regional hospi- 
tal board, as the meeting feels that the interests of the 
local medical profession would be safeguarded thereby. 
75. Amendment by ENFIELD AND Potters Bar: That the 

following be substituted for the Recommendation— 

That the present control exercised by regional hospital 
boards be modified so as to delegate to hospital manage- 
ment committees (a) a wider measure of the regional 
hospital board’s executive powers, and (b) a greater 
measure of the regional hospital board’s financial 
authority. 

76. Amendment by WORCESTER AND BROMSGROVE: That 
the following be substituted for the Recommendation— 

That the present control exercised by regional hospital 
boards be modified so as to enable them to permit to 
hospital management committees a greater measure of 
financial authority. 

77. Amendment by GREENWICH AND DeptTFoRD: That 
after the word “powers” in line 4 there be inserted 
“including the appointment of registrars.” 

78. Motion by Hastincs: That the Council should 
consider the constitution of local hospital management 
committees on the lines indicated in para. 34 of the Report 
as a matter of urgency. 

79. Motion by PertH: That the following should be added 
to the Recommendation— 

(c) That these committees should enjoy a democratic 
procedure of election, and that not less than one-fifth of 
the total membership should consist of members elected 
by the medical staffs of the hospitals concerned, and, in 
addition, representatives of the general practitioners and 
public health medical officers elected by the profession in 
the area. 

80. Motion by WaLEs, S.W.: That hospital management 
committees, with adequate medical representation, should be 
democratically elected. 

81. Motion by GurLpForD: That the hospital management 
committees should be made statutory and should be demo- 
cratically elected. 

82. Motion by City: That the election of one general 
practitioner be assured to each hospital management com- 
mittee. 

83. Motion by WESTMORLAND: That each hospital manage- 
ment committee should have a medical administrative officer 
to co-ordinate the hospital services with special reference 
to the general-practitioner problems. 

84. Motion by GumLpForD: That house committees should 
be fully recognized and democratically elected. 


RECOMMENDATION 15 
Block Grants 


85. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 


Recommendation 15: That a scheme of block grants, 
similar to the University Grants system, be devised for 
hospital finance, the grants being paid to hospital manage- 
ment committees, with amounts for capital and mainten- 
ance expenditure to cover as long a period as possible, 
surpluses being carried on from year to year. 

86. Amendment by WORCESTER AND BROMSGROVE : That 
the following be substituted for the Recommendation— 

That a scheme of block grants be devised for hospital 
finance, the grants being paid to hospital management 
committees by regional hospital boards with amounts for 
capital and maintenance expenditure to cover as long a 
period as possible, surpluses being carried on from year to 
year. 

87. Amendment by CAMBRIDGE AND HUNTINGDON : That 
for the words “ hospital management committees ” there be 
substituted “ regional hospital boards and boards of gover- 
nors.” 


RECOMMENDATION 16 
Joint Consultation and Medical Staff Advisory Commitiees 


88. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 16: That there should be set up at all 
levels of hospital administration co-ordinating machinery 
between regional hospital boards, boards of governors 
and hospital management committees, local executive 
councils, local medical committees, and local health 
authorities in the form of cross-representation and liaison 
of all branches of medical practice in the medical aspects 
of hospital administration. 

89. Amendment by Bucks : That the Recommendatior be 
referred back to the Council. 

90. Amendment by CAMBRIDGE AND HUNTINGDON : That 
the Recommendation be referred back to Council on the 
ground that it is unnecessary if Recommendations 13, 14. 
and 15 are accepted. 

91. Amendment by NorTH STAFFORDSHIRE: That the 
fundamental causes leading to the need for these co-ordinat- 
ing committees be removed. 


RECOMMENDATION 17 


92. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 17: That Medical Advisory Com- 
mittees to advise boards of governors, regional hospital 
boards, and hospital management committees be elected 
respectively by the medical staff committees of teaching 
hospitals, by the medical staff committees of the non- 
teaching hospitals in the region, and the inedical stafi 
committees of the hospital group, and that statutory 
recognition be given to the committees so elected. These 
advisory committees should include representation from 
the local medical committee and local health committee 
and should elect their own chairman. Local medical 
committees should be recognized as advisory committees 
to hospital management committees on all matters affect- 
ing general practitioners. 

93. Amendment by PerTH : That the following be sub- 
stituted for the Recommendation— 

That medical advisory committees to advise boards of 
governors, regional hospjtal boards, and hospital manage- 
ment committees should be appointed, and should be 
comprised of the medical members of the respective 
board or committee. Local medical committees should 
be recognized as advisory committees to hospital manage- 
ment committees on all matters pertaining to general 
practitioners. 

94. Amendment by ALDERSHOT AND BASINGSTOKE, SOUTH- 
AMPTON AND PORTSMOUTH : That the word “ medical” be 
inserted after the word “include” in line 11. 
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95. Amendment by OxForp: That for the words “ local 
health committee” in lines 9 and 10 there be substituted 
“from public health medical officers in the area.” 
96. Amendment by CHELSFA AND FuLHaM : That for the 
words “local health committee” in lines 9 and 10 there 
be substituted “ medical officer of health.” 
97. Amendment by IsLE oF WiGHT: That the words 
“medical members of” be inserted before “local health 
committee” in lines 9 and 10. 
98. Amendment by LiverPooL: That in the secofd sen- 
tence the underlined words be substituted— 
That these advisory committees should include repre- 
sentation from the local medical committees and repre- 
sentatives of public health medical officers. 
99. Amendment by Harrocate: That for the words 
“local medical committees” in lines 10 and 11 there, be 
substituted “the local B.M.A. executive committee.” 
100. Amendment by GREENWICH AND Deptrorp : That 
the words “and that statutory recognition be given to the 
committees so elected” be deleted. 
101. Amendment by MARYLEBONE : That lines 7 and 8 
should read as foliows— 
Statutory recognition to be given to the committees so 
electing and so elected. 
_ 402. Amendment by Kent, East: That the following 

words be added to the Recommendation—“ in addition. 
statutory recognition should be given to the medical staff 
committees of individual hospitals.” 

103. Amendment by East Herts: That the following 
words be added to the Recommendation— 

The chairman and secretary of the statutory medical 
advisory committee shall be, ex officio, members of the 
governing or administrative body which that committee 
serves. 

104. Motion by SuFFOLK, West : That if Recommenda- 
tion 17 is passed the words “adequate representation” 
should be substituted for “not less than one-fifth” in 
Recommendations 11, 12, and 13. 


RECOMMENDATION 18 


Appointment of Consultants 


105. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 

Recommendation 18: That Section 14(2) of the Act of 

1946 be amended in such a way as to ensure that, before 

making their selection, advisory appointments committees 

should consider any recommendations made by the con- 
sultants then holding appointments at the hospital 
affected. 

106. Amendment by PortsMouTH : That all the words 
after “advisory appointments committees” be deleted and 
that there be substituted “give very great weight to any 
recommendation by medical staffs of hospitals affected and 
by local medical committees.” 

107. Amendment by WORCESTER AND BROMSGROVE : That 
for the words “consultants then holding appointments at 
the hospital affected” the words “ medical staffs of hospital 
concerned ™ be substituted. 

108. Amendment by ALDERSHOT AND BASINGSTOKE : That 
the word “the” be substituted for “ any” in line 4. 

109. Amendment by Eastrourne: That the following 
words be added at the end of the Recommendation : “ and 
by the hospital management committee of the hospital.” 

110. Amendment by Essex, NortH-cast: That the 
following words be added to the Recommendation—*“ and 
that one member of the consultant staff then holding 
appointments at the said hospital shall be elected to sit on 
the committee for this purpose.” 

111. Amendment by BRIGHTON : That in a case where 
the staff of the hospital affected are not satisfied with the 
appointment, they should have the right of appeal. 


112. Rider by BouRNEMOUTH : That the following words 
be added to the Recommendation—“ The composition of 
appointments committees should include representatives of 
the medical advisory committee of the hospital group or of 
the medical staff committee of the hospital concerned.” 

113. Rider by Essex, SoutH : That the following words 
be added to the Recommendation—“ and that hospital] 
medical advisory committees should be allowed the right 
to interview any or all of the applicants for consultant 
posts and be able to defray the applicants’ expenses, before 
forwarding their recommendations.” 

114. Motion by Dersy : That this meeting instructs the 
Council to give the question of the appointment of senior 
hospital staffs its most urgent consideration, and to include 
its recommendations in its next interim report. 


RECOMMENDATION 19 
Private Beds 

115. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council : That the following Recom- 
mendation of the Council be adopted— 

Recommendation 19: That, in order to ensure the 
preservation of adequate facilities for private consultant 
practice, ‘ 

(i) it be made obligatory upon the Minister to set 
aside adequate pay-bed accommodation in all hospitals 
where a need can be shown to exist; 

(ii) the charges for hospital maintenance to a patient 
electing to receive treatment in a private hospital bed 
provided under Section 5(1) be reduced to a reasonable 
level and that the right of the patient to receive free 
hospital accommodation under the Act should be recog- 
nized by allowing him in effect a grant-in-aid for 
accommodation in a private bed (As far as possible 
the charges for maintenance in private beds should be 
Standardized as between one hospital and another in 
each hospital group) ; 

(iii) amenity beds be abolished. 

116. Amendment by East HERTS: That the preamble to 
the Recommendation be deleted. 

117. Amendment by REIGATE AND TUNBRIDGE WELLS: 
That in the preamble the word “ consultant” be deleted. 

118. Amendment by Kent, East: That in the preamble 
the words private patients be substituted for the words 
“ private consultant practice.” 

119. Amendment by SUFFOLK, West : That in the preamble 
to the Recommendation the words “to preserve for the 
patient adequate facilities for private treatment” be sub- 
stituted for “ to ensure the preservation of adequate facilities 
for private consultant practice.” 

120. Amendment by WarrincTON : That in para. (ii) the 
words in lines 6 and 7 “ by allowing him in effect a grant 
in-aid for accommodation in a private bed” be deleted. 

121. Amendment by MaryLesone: That the right of the 
patient to receive free hospital accommodation under the 
Act shall be recognized by allowing him in effect a grant- 
in-aid should he elect to receive treatment from a registered 
medical practitioner in a disclaimed hospital or in a regis- 
tered institution. 

122. Amendment by OxForp: That after the words “ pri- 
vate bed" in line 7 of section (ii), there be added “ whether 
it be in a State hospital, a private hospital, or a registered 
private nursing home,” and that the words in brackets at 
the end of Section (ii) be omitted. 

123. Amendment by REapinG: That after the words 
“ private bed” in line 7 of section (ii), there be added “ in 
a State hospital, a private hospital, or a private nursing 
home.” 

124. Amendment by PLymMouTH: That the words “as far 
as possible” be deleted from lines 7 and 8 of para. (ii). 

125. Amendment by Crry: That the charges under Section 
5 (i) be reduced to actual cost. 

126. Amendment by Harrocate: That the following be 
inserted at the end of para. (ii)—-“‘ by Local Management 
Committee concerned.” 
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127. Rider by KENSINGTON AND HAMMERSMITH: That the 
following new paragraph be added— 

(iv) That a grant-in-aid be also made available to 
persons wishing to receive treatment in private hospitals 
or nursing homes. 

128. Rider by REIGATE: That the following new para. be 
«dded— 

(iv) that in recognition of the principle of freedom 
of choice by the patient and the doctor, and of the right 
of the patient to free hospital accommodation under the 
Act, those who desire private accommodation in an inde- 
pendent hospital or other recognized institution should 
be given.a grant-in-aid towards the cost thereof. 

129. Amendment by KENT, East: That the whole problem 
of amenity beds requires fuller consideration and that the 
question be referred back to the Council for further dis- 
cussion. 

130. Amendment by CorNWALL: That for para. (iii) there 
be substituted the following—‘ amenity beds should be 
retained, but their adequacy and distribution should be 
reviewed.” 

131. Amendment by WARRINGTON: That amenity beds be 
not abolished but reduced in number. 

132. Amendment by SUFFOLK, West: That for para. (iii) 
there be substituted—‘ The number of amenity beds should 
not be increased.” 

133. Amendment by Dorset: That with reference to 
para. (iii) the time is not yet opportune for amenity beds 
to be abolished. 

134. Amendment by HexHM : That if the graded charges 
envisaged in para. (ii) are introduced, there will be no need 
for amenity beds, but, alternatively, if this grading is not 
adopted, amenity beds should be retained. 

135. Amendment by NEWCASTLE-UPON-TYNE : That if 
paras. (i) and (ii) of the Recommendation are agreed by 
the Minister, amenity beds should be reduced in number or 


ibolished. 


LOCAL AUTHORITY SERVICES 


RECOMMENDATION 20 


136. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following 
Recommendation of the Council be adopted— 


Recommendation 20: That the Minister be empowered 
to require local authorities to exercise their powers of 
co-option to secure the inclusion in the statutory health 
committees appointed under Section 19(3) of the Act of 
not fewer than two medical practitioners representative 
of the local medical profession selected from among those 
nominated by the appropriate local medical committee(s). 


137. Amendment by CAMBRIDGE AND HUNTINGDON: That 
the following be substituted for the Recommendation—* It 
should be embodied in the Act that local authorities must 
exercise their powers of co-option to secure the inclusion 
in the statutory health committees appointment under Sec- 
tion 19(3) of the Acts. of not fewer than two medical 
practitioners representative of the local medical profession 
selected from among those nominated by the appropriate 
local medical committee(s). 

138. Amendment by Kent, East: That for the words 
“ That the Minister be empowered to require local authori- 
ties ” there be substituted “That local authorities be 
required.” 

139. Amendment by Stocton : That for the words “ That 
the Minister be empowered to require local authorities ” 
there be substituted “ That local authorities be requested.” 

140. Amendment by Bristot : That the following words 
be inserted after “authorities” in line 2 “to carry out the 
following alternatives 

“ (1) to exercise their powers of co-option to secure the 
inclusion in the stautory health committees appointed 
under Section 19(3) of the Act of not fewer than two 


medical practitioners representative of the local medical 
profession selected from among those nominated by the 
appropriate local medical committee(s). 
“ or (2) to set up medical advisory committees similar to 
those mentioned in Recommendation 17.” 
141. Motion by East Herts: That the following words 
be added to the Recommendation—“ and part-time employ- 
iment by the local authority should not be a bar to co-option.” 


GENERAL MEDICAL SERVICES 
RECOMMENDATION 21 


Remuneration 

142. Motion by the Chairman of the Amending Acts Com 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 21: That the proviso in Section 10 of 
the National Health Service (Amendment) Act, 1949, be 
amended to read as follows: . 

Provided that the remuneration to be paid under 
such arrangements to a practitioner who provides 
general medical services shall, with certain exceptions to 
be agreed with representatives of the profession, be by 
capitation fee and that it shall not be possible to vary 
this arrangement except by amendment of the Act pre- 
ceded by proper consultation with the profession. 

143. Amendment by Bucks: That the Recommendation 
be referred back to the Council. 

144. Amendment by Harrow: That the following be sub. 
stituted for the proviso— 

Provided that the remuneration to be paid under such 
arrangements to a practitioner who provides medical 
services shall not, with certain exceptions to be agreed with 
representatives of the profession, consist wholly or partly 
of a fixed salary and that it shall not be possible to vary 
this arrangement except by amendment of the Act pre- 
ceded by proper consultation with the profession. 

145. Amendment by BRoMLEy: That the wording of the 
Recommendation be altered so as to exclude specifically the 
remuneration of general practitioners by fixed salary except 
with the consent of the profession, but so as to ensure that 
all other methods of remuneration, including capitation fees 
and- payment by item of service, remain open. 

146. Amendment by REIGATE: That after the words 
ree fee” in line 8 there be inserted “or grant-in- 
aid.” 

147. Amendment by LEICESTERSHIRE AND RUTLAND: That 
the following words be added to the Recommendation— 
“; and, in the event of any disagreement, such consultation 
shall be followed by arbitration as laid down in Recommen- 
dations 1 to 4.” 

148. Motion by the Chairman of the Amending Act$ Com- 
mittee: That paragraph 48 of the Council’s Report be 
approved. 4 

149. Amendment by READING: That the word “ profes- 
sional” be inserted between the words “gross” and 
“income” in line 8 of paragraph 48 of the Council’s Report. 


RECOMMENDATION 22 


150. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 22: That provision be made to secure 
that the basic salary of the fixed annual amount is not 
payable to.a new entrant where, in the opinian of the local 
executive council in consultation with the local medical 
committee, he is not needed in the area for provision of 
general medical services. 

151. Amendment by Bucks: That the Recommendation 
be referred back to Council. 

152. Amendment by CAMBRIDGE AND HUNTINGDON: That. 
in view of the fact that the whole question of remuneration 
is now under review, this recommendation be referred back 
to Council. 
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153. Amendment by ALDERSHOT AND BASINGSTOKE, SOUTH- 
AMPTON AND PORTSMOUTH: That for the word “ consulta- 
tion” there be substituted “ agreement.” 

154. Amendment by IsLe oF WiGcHt: That for the words 
“ in consultation with” there be substituted the word “ and.” 


RECOMMENDATION 23 


155. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom- 
mendation of the Council be adopted— 

Recommendation 23 : That in deciding upon any appeal 
from the decision of a local executive council on an appli- 
cation for basic salary, the Minister should be advised by 
an independent panel of medical practitioners. 


156. Amendment by CAMBRIDGE AND HUNTINGDON: That, 
in view of the fact that the whole question of remuneration is 
now under review, this Recommendation be referred back 
to Council. 

157. Amendment by Bucks: That the Recommendation 
be referred back to the Council. 

158. Amendment by BraDForpD: That for the words “an 
independent panel of medical practitioners,” there be 
substituted “‘a panel of medical practitioners who shall be 
selected by the General Medical Services Committee.” 


RECOMMENDATION 24 


Drugs and Appliances for Private Patients 


159. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Reccm- 
mendation of the Council be adopted— 


Recommendation 24: That Section 38 of the N.H.S. 
Act, 1946, be amended to such extent as is necessary to 
entitle patients obtaining their medical care privately to 
obtain drugs and appliances at the public expense on the 
prescription of the attending practitioner on Form E.C.10, 
on the same terms as patients registered in the National 
Health Service. 

160. Amendment by PorTSMOUTH: That the Recommenda- 
tion be referred back to the Council for further consideration. 

161. Amendment by West Herts: That for the words 
“drugs and appliances ” there be substituted “ certain essen- 
tial drugs and appliances on an agreed schedule.” 

162. Amendment by LEICESTERSHIRE AND RUTLAND: That 
‘he word “ spectacles” be inserted after “drugs” in line 4 
ind that the words “and on any other necessary form” be 
included after “ Form E.C.10.” 

163. Amendment by BurNLEY: That after the words “on 
Form E.C.10” there be inserted “or on any other form 
which is applicable.” 

164. Amendment by SouTH STAFFORDSHIRE: That after the 
words “Form E.C.10” there be inserted “and Form 
0.S.C.2.” 

165. Amendment by GREENWICH AND Deptrorp: That 
after the words “ Form E.C.10” there be added “and any 
other hospital services, including pathology, x-rays, and 
physiotherapy.” 

166. Amendment by YORKSHIRE, East: That the follow- 
ing words be added after the word “ practitioner” in line 
5, “ provided he is in contract with an executive council.” 

167. Motion by WINCHESTER AND SOUTHAMPTON: That 
Section 38 of the National Health Service Act should be 
amended to such an extent as is necessary to entitle patients 
requiring surgical appliances of a nature which at present 
can only be supplied through the hospital service by order 
on Form A.O.F.2 of the Ministry of Pensions, to obtain 
such appliances on the prescription of a consultant who 
has seen the patient in private consultation. 

168. Rider by ALDERSHOT AND BASINGSTOKE: That the 
following be added to the Recommendation—‘“and those 
requiring surgical appliances of a nature which can at 
present only be supplied through the hospital service by 
order on Form A.O.F.2 of the ‘Ministry of Pensions, to 


obtain such appliances on prescription of a consultant who 
has seen the patient in private practice. 


DISCIPLINARY PROCEDURE 


RECOMMENDATION 25 


169. Motion by the Chairman of the Amending Acts Com- 
mittee on behalf of the Council: That the following Recom 
mendation of the Council be adopted— 

Recommendation 25: That the N.H.S. Regulations be 
extended so as to provide the same disciplinary arrange- 
ments against a patient as existed in the National Health 
Insurance scheme. 


170. Amendment by Dersv: That the Recommendation 
be referred back to the Council for further consideration 
pending proposals for making the arrangements mentioned 
effective. 

171. Amendment by NORTHAMPTONSHIRE: That the 
following be substituted for the Recommendation: 

That the National Health Service Regulations be 
extended so as to provide disciplinary arrangements 
against a patient. 

172. Amendment by LANCASTER: That the words “the 
same” be omitted. 

173. Amendment by Essex, SoutH: That the following 
be substituted for the Recommendation— 

That the Minister and the Association should draw up 
a code of conduct for patients, and that the Minister 
should take determined steps to bring it to the notice of 
every patient at regular intervals. 


174: Amendment by ISLE oF WicuT: That for the words 
“ against a patient” there be substituted “for patients.” 

175. Motion by RUGBY AND SOUTH WARWICKSHIRE: That 
where it appears that a complaint to a medical services 
subcommittee has been found to be unjustifiable, frivolous. 
vexatious, malicious, or fraudulent, the subcommittee shall 
have the power to recommend, and the Minister to order. 
that the expenses of the subcommittee, respondent. and 
witnesses be defrayed by the complainant. 


RECOMMENDATION 26 


176. Motion by the Chairman of the Amending Acts Com 
mittee on behalf of the Council: That the following Recom 
mendation of the Council be adopted— 


Recommendation 26: That new and more stringent 
rules for patients be formulated by the Ministry in 
consultation with the profession to prevent frivolous 
calls on the services of general practitioners and that 
these rules be printed on the medical card, and made 
enforceable, as suggested in Recommendation 25 above 


177. Amendment by WORCESTER AND BROMSGROVE: That 
the words “and more stringent” be deleted. 

178. Amendment by Essex, Soutu: That the following 
be substituted for the Recommendation: That the Minister 
and the Association should draw up a code of conduct fa: 
patients, and that the Minister should take determined steps 
to bring it to the notice of every patient at regular intervals. 

179. Amendment by ALDERSHOT AND BASINGSTOKE: That 
there be substituted “collaboration” for the word “ con- 
sultation ” in line 2. 

180. Amendment by SouTHAMPTON: That for the word 
“ consultation-” in line 2 there be substituted “ agreement.” 

181. Amendment by LANCASTER: That after “ general 
practitioners” in line 4 there be inserted the words “and 
abuse of the facilities provided by both the general practi- 
tioner and hospital services.” 

182. Amendment by Dersy: That the words “and made 
enforceable, as suggested in Recommendation 25 above,” be 
omitted. : 

183. Motion by WorCESTER AND BROMSGROVE: That 
before making a complaint to a local executive council 
against a practitioner providing general medical services.. 
the complainant shall pay a deposit (of, say, £1 1s.), pro- 














Dec. 1, 1951 


SPECIAL REPRESENTATIVE MEETING 


SUPPLEMENT 10 THE 247 





vided that this shall be returnable unless the local executive 
council considers the complaint frivolous or the complaint 
is withdrawn. 


MATTERS UNDER CONSIDERATION 


184. Motion by GUILDFoRD: That some payment be made 
statutory by in-patients in return for their board while enjoy- 
ing the benefits of medical and/or surgical treatments, and 
that this payment be assessed by almoners. 

185. Motion by CoRNWALL: That the whole problem of 
entrance into general practice under the N.H.S. should be 
reviewed as a matter of urgency, particularly with regard to 
the mode and ease of entry for young practitioners and the 
conditions governing the award of basic salaries. 

186. Motion by Essex, SoutH-west: That the question 
of medical unemployment should be discussed by the Repre- 
sentative Body at an early date. 

187. Motion by East NorFo.tk: That the question of 
right of appeal to the courts should be reopened and re- 
ventilated. 

188. Motion by Batu: That appeals to the courts should 
be allowed against the decision of the Minister in disci- 
plinary cases. 


OTHER MATTERS 


189. Motion by GumLpForD: That some form of part 
payment for drugs and appliances should be introduced 
to give all patients a greater sense of responsibility and 
to reduce the number of prescriptions dispensed, thus saving 
money on both these counts (vide New Zealand or Australian 
method). 

The above to include the provision of spectacles, to be 
supplied on the same terms as to State patients, to private 
patients. ; 

190. Motion by WINCHESTER: That this meeting recom- 
mends that a specific member, or members, of the staff of 
Headquarters of the British Medical Association should be 
responsible for the studying of Orders and Regulations made 
by the Minister of Health and publicizing those necessary 
in the Supplement. 

191. Motion by RuGcBy AND SOUTH WARWICKSHIRE: That 
statutory powers be given to a duly authorized officer to 
arrange admissions to hospital for patients when the circum- 
stances of the case so require. me 

192. Motion by PortsMouTH: That the provision of 
domiciliary visits by consultants should be extended to 
include visits to patients in nursing-homes. 

193. Motion by READING: That Council be instructed to 
explore the ways by which a principal might be financially 
encouraged to take a partner rather than continue with 
an assistant. : 

194. Motion by StocKToN: That the Council be asked to 
consider what steps can be taken to reduce the volume of 
the work of the general practitioner. 

195. Motion by WootwicH: That very inadequate atten- 
tion has hitherto been given to the provisions for superannua- 
tion of general practitioners and that these provisions, based 
as they are at present on the assumption of stability of the 
currency over a period of forty years, are etherially unsub- 
stantial, and that the Amending Acts Committee be requested, 
as a matter of urgency, to set up a subcommittee to define 
changes required in such clauses of the N.H.S. Superannua- 
tion Scheme as are applicable to general practitioners ; the 
membership of this Subcommittee to include a majority of 
general practitioners. ; ; 

196. Motion by CHELSEA AND FULHAM: That this meeting 
deplores the enormous inctease in committee work expected 
by members of the medical profession involved. 

197. Motion by Dartrorp: That among the several 
matters the Council have under consideration there should 
be included the question of decentralization of Part Il 
Services. 

198. Motion by KENSINGTON AND HAMMERSMITH: That the 
powers regarding the Part III services formerly held by the 
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local authorities should be returned to them with the excep- 
tion of the ambulance and mental services. 

199. Motion by SurFoLK, West: That the medical pro- 
fession and nursing staff be entitled to private accommoda- 
tion without charge. 

200. Motion by EasTBourNE: That this meeting welcomes 
the recommendations of the First Interim Report of the 
Council, but considers that the time is now opportune for 
consideration to be given to the amendment of the Acts as 
they now stand, with emphasis on decentralization and 
unification of all the parts of the Service. 

201. Motion by MARYLEBONE: That this meeting congratu- 
lates the Amending Acts Committee for the work it has 
already achieved and welcomes the fact that further con- 
sideration is being given to the several matters listed in 
para. 54, some of which are already the accepted policy of 
the Association. 

202. Motion by DumFrigs aND GALLOWay: That all 
recommendations and amendments passed at this meeting 
should not necessarily be binding as far as the National 
Health Service (Scotland) Act, 1947, is concerned. 


VERBATIM REPORT OF THE PROCEEDINGS 
OF REPRESENTATIVE MEETINGS 


203. Motion by the Chairman of Council on behalf of the 
Council: 

“That Standing Order 30 be suspended to permit of 
consideration of a motion, of which two months’ notice 
has not been given through the Supplement to the British 
Medical Journal, to rescind a resolution of the Repre- 
sentative Body. 

204. Motion by the Chairman of Council on behalf of the 
Council : That the following recommendation of the Council 
be adopted— 

That, in view of the present need for economy in the 
administration of the affairs of the Association, the follow- 
ing Minute of the Annual Representative Meeting, 1950, 
be rescinded : 

Minute 8. Resolved : That in future one copy of the 

Minutes of all Representative Meetings should contain 

a verbatim report, as in Hansard, and this copy should 

be available at Headquarters. 





— 


GOVERNMENT COMMITTEE ON 
GENERAL PRACTICE 


EVIDENCE FROM LOCAL MEDICAL 
COMMITTEES 


The Committee on General Practice set up by the Central 
Health Services Council has invited the B.M.A. to- submit 
evidence. The G.M.S. Committee will play an important 
part in the collection of this evidence, as will the B.M.A.’s 
General Practice Review Committee, which is itself carry- 
ing out an extensive inquiry into the conditions of general 
practice. , . 

Local medical committees are asked to make a start now 
by sending their views on practice in the Health Service to 
the G.M.S. Committee, so that they may be incorporated 
in evidence which will be presented on behalf of general 
practitioners as a whole. 

Executive councils are reported to have been asked by 
their association also to submit their views, and loca! medi- 
cal committees have been asked to co-operate with them in 
this. But the 4.M.S. Committee feels that local medical 
committees s> uld not commit themselves in this way at 
present, but should send their views to the G.M.S. Com- 
mittee, the executive of the Conference of Local Medical 
Committees, so that they may be correlated. 

The Council of the B.M.A. will await the report of its 
General Practice Review Committee, which will probably 
be considered at the A.R.M. next July, before submitting 
evidence to the Central Health Services Council's com- 
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mittee. This will give time for the G.M.S. Committee to 
prepare its own evidence fully. In any case this committee 
is at present heavily engaged preparing the general practi- 
tioners’ case for the forthcoming arbitration. 


Terms of Inquiry 

The Central Health Services Council set up its Com- 
mittee on General Practice in January this year. Its terms 
of reference are to consider and make a report on whether 
the existing arrangements for engaging in general practice 
under the National Health Service are such as to enable 
general practitioners to provide the best possible standard 
of service. 

In particular, it is to advise upon (1) the range of work 
and standards of practice which should be expected from 
the general practitioner by the public and medical profes- 
sion ; (2) types of general practice ; (3) mode of entry into 
general practice ; (4) non-medical help ; (5) equipment and 
environment ; (6) method of remuneration ; (7) liaison with 
hospital and specialist services; (8) liaison with local 
authority services. The committee’s chairman is Sir Henry 
Cohen. 





Association Notices 





PRIZES FOR NURSES 


The Council of the British Medical Association is prepared 
to consider the award in 1952 of prizes of the value of 
20 guineas for the best essay, and 10 guineas for the second 
best essay, submitted in open competition by each of the 
following categories of nurses: (1) student nurses ; (2) State- 
registered nurses working in a hospital ; (3) State-registered 
nurses not working in a hospital (i.e., district nurses, private 
nurses, etc:); (4) State-enrolled assistant nurses. 

The subjects of the essays for 1952 are: 

Category 1.—‘“* Why did you decide to take up nursing ? Why 
do you think some nurses give it up ? ” 

Category 2.—‘* What can be done to make the most efficient use 
of trained nursing staff in hospitals, with special reference to the 
avoidance of wastage ? ” 

Category 3.—*“ Discuss the risks of conveying infection in the 
course of your work and the steps you would take to prevent it.” 
Category 4.—** The nursing care of the incontinent patient.” 

The purpose of these prizes is the promotion of systematic 
observation among nurses. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
essay that has previously appeared in the medical press or 
elsewhere will be considered eligible for a prize. 

Nurses who are undergoing a course of training at a 
hospital are eligible to compete under category (1); nurses 
registered by the General Nursing Council are eligible to 
compete under categories (2), (3), or (4), whichever is appro- 
priate. 

If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the decision 
of the Council of the-British Medical Association shall be 
final. Should the Council decide that no essay entered is of 
sufficient merit, no award shall be made. 

The essay should be typewritten if possible, but a legibly 
written manuscript will receive equal consideration. It must 
be written in the English language, unsigned, and have 
attached to it a note containing the name and address of the 
candidate and the category into which he or she falls. 
Essays, which it is suggested should consist of 2.000 to 5.000 
words, must be forwarded so as to reach the Secretary of 
the British Medical Association not later than March 31, 
1952. 

Preliminary notice of entry for this competition is 
required, and a special form for this purpose is obtainable 
from the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Diary of Central Meetings 


DeceMRER . 
Arbitration on Remuneration of General Practi- 


4 Tues. 
tioners Subcommittee (G.M.S.), 10.30 a.m. 

4 Tues. Assistan s and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m. 

6 Thurs. Central Consultants and Specialists Committee, 
12 noon, 

6 Thurs. Joint Committee of B.M.A. with Pharmaceutical 
Society, 2 p.m. 

7 Fri. Amending Acts Committee, 2 p.m. 

11 Tues. Central Ethical Committee, 2 p.m. 

12 Wed. Special Meeting of Council, 2 p.m. 

13 Thurs. Special Representative Meeting, 10 a.m. 

14. Fri. Ophthalmic Group Commitee, 2 p.m. 

14. Fri. Public Health Committee, 2 p.m. 

14 Fri. Subcommittee on Maladjusted Children, 2 p.m. 

18 Tues. Joint Committee of B.M.A. with Pharmaceutical 
Society, 2.15 p.m. 

19 Wed. Film Committee, 2 p.m. 

20 Thurs. General Medical Services Committee, 11 a.m 


Branch and Division Meetings to be Held 


Coventry Division.—At G.E.C. Ballroom, Stoke, Coventry. 
Thursday, December 6, 7.30 for 8 p.m., ladies’ night. 


DartForD Division.—At Bexley Maternity Hospital, Bexley- 
heath, Wednesday, December 5, 8.45 &=. talk by Dr. R. J 
ee : ‘ The Treatment of Some mmon Dermatological 

sorders.” 


East Herts Division.—At Lister Hospital, Hitchin, Thursday, 


December 6, 8.30 p.m., clinical meeting. 


Exeter Divistion.—At Royal Devon and Exeter Hospital. 
Thursday, December 6, 8.30 p.m., sound films: “ The Haemor- 
trhagic Diathesis’; ‘Thrombosis and Embolism”; and 
“Endarterectomy of the Femoral Artery.” 


HAMPSTEAD Division.—At North Western Fever Hospita! 
(Royal Free Branch), Lawn Road, Hampstead, N.W., Wednesday. 
December 5, 8.30 p.m., talk by Mr. John Hosford: “ Surgical 
Cases 2nd Problems,” illustrated by lantern slides. All medica! 
practitioners in the area of the Division are invited. 


LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital. 
Brook Drive, London, S.E., Sunday, December 2, 11 a.m., clinical 
meeting. 

Lincotn Division.—At Lincoln County Hospital, Monday, 
December 3, 8.30 p.m., general meeting. Consideration of 
Council’s First Interim Report on Reform of National Health 
Service. 

MANCHESTER Division.—At Midland Hotel, Manchester. 
Wednesday, December 5, 7.30 for 8 p.m., annual medical ball: 
9 p.m., dinner. 


NUNEATON AND TAMWORTH Drvision.—At Red Lion Hotel. 
Atherstone, Tuesday, December 4, 8.45 p.m., Dr. Stephen 
Whittaker: “Cortisone and A.C.T.H. im Rheumatoid Arthritis 
and Other Conditions.”” Precéded by informal supper at 8 p.m. 


ReiGate Division.—At Dorking County Hospital, Tuesday. 
December 4, 8.30 p.m., Dr. D. Shaw: “ The Scope and Limita 
tions of Present-day Treatment of Psychoneurosis.” 


SOUTH STAFFORDSHIRE Division.—At The Lecture Hall, Techni- 
cal College, Wulfruna Street, Wolverhampton, Friday, December 
7, 8 p.m., joint meeting with Wolverhampton Law Society and the 
Wolverhampton Society of Applied Science. B.M.A. Lecture by 
Dr. C. Keith Simpson: ‘* Crime and the Doctor.” 


TunsripGe Wetts Division.—At Kent and Sussex Hospital. 
Tunbridge Wells, Saturday, December 8, and Sunday, December 
9, clinical week-end. December 8, 2.30 p.m., Professor R. S 
Pilcher: “* Infections of the Hand,” with B.M.A. film; 4.30 p.m.. 
Sir John Parkinson: “ Angina Pectoris * (cases will be shown): 
8.45 p.m., Brains trust—Sir John Parkinson, Sir Geoffrey Todd, 
Professor V. W. Dix, and others. December 9, 10 a.m., Sir 
Geoffrey Todd: “The Problem of Tuberculosis” (cases wil! 
be shown). 

West Mipp.Lesex Division.—At Ealing Town Hall, London, 
W., Thursday, December 6, 8.30 p.m., general meeting to instruct 
Representatives to Special Representative Meeting. 


’ ESTMINSTER AND HOoOLsorN Division.—At Holborn Town 
Hali, High Holborn, London, W.C., Thursday, December 6, 
7.30 p.m., consideration of agenda of Special Representative 
Meeting to deal with Reform of National Health Service. 

WiLLespDEeN Division.—At Willesden General Hospital (Re- 
habilitation Department), Harlesden Road, London, NW. Friday, 
December 7, 9 p.m., Dr. C. H. C. Toussaint: “* Recent Develop- 
ments in Tuberculosis.” 
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A LOCK-UP SURGERY 


BY 
D. F. ROBB, M.R.C.S., L.R.C.P. 


it is thought that this account of the planning and working 
ef a recently built “lock-up” surgery may be of interest to 
other general practitioners who, like myself, welcome the 
idea of living away from the surgery premises, but shrink 
from the difficult and expensive problem of finding a suitable 
caretaker. 


The practice which makes use of this surgery is centred in 
a small seaside town on the south-west coast, and embraces 
a fairly extensive farming district inland. Prior to July, 1948, 
it had for many years been conducted by two partners, each 
of whom had surgeries in his own house, and each of whom 
had more or less his own list of patients. Almost immedi- 
ately after the inception of the National Health Service the 
senior partner died very suddenly. The surviving partner 
came to the conclusion that, under the very different circum- 
stances which now applied, it would be both more efficient 
and more economical to amalgamate the two sides of the 
practice and weld them into one. An assistant was engaged 
immediately, and he has now entergd into partnership. 


There was in the town no house available which could 
provide both adequate accommodation for this larger prac- 
tice and living quarters for either of the doctors. It was 
therefore decided that the only solution was to erect surgeries 
in a separate building, and plans were accordingly prepared. 
It is only fair to say that from the start full co-operation was 
received from the various licensing authorities, and the build- 
ing (Fig. 1) was completed in six months and occupied in the 
autumn of 1949; it has now therefore been in use for about 
two years. One partner lives within a few hundred yards 
of the building; the other is shortly moving to a house 
about a mile away. 

The nearest hospital is in a town nine miles inlahd, and, as 
at all times, and more especially during the influx of summer 
visitors, there is a considerable amount of accident work 
to be attended to, it was necessary that patients should, at 
any time of the day or night, be able to contact immediately 
one or other of the doctors. (Incidentally, no other general 
practitioner is resident in the town.) It was felt from the 
start that it must be made clear to patients that even in 
emergencies they should attend at the surgery and not at 





Fic, 1 thea of the building, by Studio St. Ives, Comuall. 


the doctors’ private residences. At the same time the extra 
expense of providing living quarters for a resident care- 
taker. together with a salary for him, was greater than could 
be faced, and this problem—the crux of the whole matter— 
had to be met and solved. 

From Fig. 2 it can be seen that there is an entrance lobby 
to the building. The front door to this is never locked, and 
during the hours of darkness there is in the lobby a light, 
linked with another outside light and controlled by a time- 
switch. Fixed to the wall in this lobby is a private telephone, 
installed hy the G.P.O., which connects directly with the 
house of the doctor on duty. A switch in the secretary's 
office decides which house shall be connected with this 
telephone, and all the patient has to do is to obey the 
instructions posted over the telephone: “If you wish to 
speak to the doctor, lift the receiver, turn the handle briskly, 
and wait until you receive an answer.” 


Thus any patient who presents himself at the surgery when 
it is unoccupied can be in instant contact with the residence 
of one of the doctors. A wall-seat is available so that he 
can wait in relative comfort until the doctor arrives at the 
surgery. 

The main telephone system consists of a small exchange 
unit in the secretary’s office, from which are extensions to 

2446 
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Fic. 2.—Ground plan. 


both consulting-rooms and to the two houses. Two consecu- 
tive numbers have been allotted to the practice—2255 and 
2256—but the patients are informed only of the first number. 
The doctor whose week “on duty” it is has 2255 put 
through to his house whenever the secretary is not in her 


. office—at lunch-time, after 5 p.m., and all Sunday—while the 


other number, 2256, is put through to the partner, or, if the 
partner’s house is likely to be unoccupied, is “ blocked ” at 
the switchboard. 

In this way, with the co-operation of the patients, an 
arrangement has been contrived whereby the residences do 
retain a reasonable amount of privacy, and yet the patients 
have access to a doctor (or his responsible representative) 
at a-y hour of the day or night. 


The Design of the Building 

A few words relating to the actual- planning of the build- 
ing may be of interest. The spaces at each end of the 
surgeries are occupied, on the one side by a covered-in park 
for prams and bicycles, and on the other side by an open 
park which takes three cars and has an outside tap available 
for washing them. 

Accommodation has been provided in the building for the 
two doctors and a dental surgeon. At the inner door is a 
bell, and patients who wish to see the dentist ring this. His 
receptionist then admits them, and ushers them into the 
waiting-room, which is shared by both practices. 

Patients who wish to see the doctors walk down the 
corridor to the secretary’s office, where there is a hatch open 
during surgery hours, and are there asked for, their names. 
Their cards are then removed from the filing cabinets and 
placed on a shelf inside the office in their correct order of 
appearance, and the patients are directed into the waiting- 
room. From there they can be summoned by the doctor 
as required. , 

Opposite the front door is a small casualty-room. This 
has double doors to permit of a stretcher being taken in, and 
has innumerable uses—from the syringing of ears to the 
performance of minor operations. It.further serves as a 
recovery-room for dental gas cases. In short, it is the room 
wherein the dirty work is done, enabling the consult:ng-rooms 
to be carpeted and made altogether more comfortable and 
less alarming to the nervous patient. 


The waiting-room has padded leather seats round three of 
the walls and individual chairs along the fourth. It is 
warmed by two batteries of electric strip-heaters, thermo- 
statically controlled and switched on from the office, where 
there are two large tell-tale lights which avoid any risk 
of the heating being left on at night. The filing cabinets for 
the record cards are built into the wall on each side of the 
office, and here, too, are facilities for minor pathological 
investigations—E.S.R.s, haemoglobin estimations, etc. The 
basins in the two doctors’ consulting-rooms and in the 
secretary’s office are supplied from a_ thermostatically 
controlled water-heater: in the dentist’s surgery and in the 
casualty-room there are small electric geysers. 

In each consulting-room is a smal] wall-cupboard, the door 
of which is hinged at the bottom so that when let down it 
forms a convenient shelf. The cubicle is formed by two 
curtains, suspended from the ceiling, which can be pulled 
back when not required. This arrangement is not nearly as 
satisfactory as the provision of entirely separate examination- 
rooms, but the high cost of building made this an unattain- 
able ideal. It is at least better than the somewhat precarious 
balancing of screens, which is so often the alternative. 


All in all, these surgeries have worked very well for over 
a year now, and the relationships between the doctors and 
dentist, and between their patients amd themselves, have been 
most happy. The dentist finds it convenient at times to have 
an anaesthetist near at hand, and he has on a number of 
occasions provided most helpful x-ray films in minor accident 
cases, as well as making his anaesthetic apparatus available 
for use in minor operations, etc. It is, moreover, surprising 
what an amount of equipment useful to a doctor is to be 
found in a dentist’s workshop: the mechanics most willingly 
contrive splints and other apparatus, and we are constantly 
sustained by the comforting thought that, if an électricity cut 
renders our kettle useless, tea can be brewed over their 
gas-ring. 

An ex-Army pensioner has performed miracles by coming 
to the building early each day and cleaning it and polishing 
it before the morning surgery opens. He has also managed 
to maintain a flower border in front of the tiled pathway, 
and is planning a lawn at the back. All this he does for a 
very modest salary, and includes invaluable advice on the 
filling of football pool coupons. 
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The relief obtained from working under these conditions, 
from having one’s private house really private and one’s 
consulting-rooms really adequate, and from being able to 
count on one’s off-duty time as really off duty, is beyond 
description, and can be appreciated only by those who have 
known what it is to “live over the shop” and be at the 
mercy of their patients 24 hours a day. One finds a renewed 
interest in one’s work, and a fresh vigour and enthusiasm for 
what is still, I believe, the most enjoyable, if one of the 
most exacting, branches of medicine. 

From the very beginning the architect, Mr. Rundle, who 
designed the building, showed a remarkable grasp of all 
our requirements, and I should like again to express my 
thanks to kim for his help, and for his kindness in providing 
Fig. 2. 








THE POWERS OF THE MINISTER 
AN ASSURANCE GIVEN 


Fresh powers conferred on the Minister of Health by Statu- 
tory Instrument No. 1373 have caused some anxiety in the 
profession. Cosrespondence on the matter has passed 
between the Secretary of the B.M.A. and the Minister of 
Health, and it will be discussed by the Council at its meeting 
on December 12. If the Council should decide to seek 
annulment of the Order by prayer, there will be time for 
this when Parliament reassembles after the Christmas recess. 


Inadequate Safeguard 


According to an opinion obtained from counsel by the 
B.M.A., the Minister has power under this Statutory Instru- 
ment to vary the professional remuneration and other con- 
ditions of service of the medical staff of hospitals without 
reference to the Whitley machinery or to Parliament. The 
Minister could also enforce remuneration and conditions 
of service inconsistent with a Whitley recommendation, 
although he would be bound to “consider” the recom- 
mendation before doing so. And counsel pointed out that 
“the duty to ‘consider’ is obviously an inadequate safe- 
guard.” 


Explanation Sought 


The Secretary of the B.M.A. has therefore asked the 
Minister to explain the intentions of this Statutory Instru- 
ment and to give certain assurances. He began by saying : 
“‘T understand that it was the intention of your predecessor, 
in making these regulations, to give a more solid legal 
foundation to national rates of pay and other conditions of 
service, and to ensure the application of such rates and 
conditions by hospital authorities, and that it was not his 
intention that the regulations should supersede in any way 
_the work of the Whitley Councils in regard to remuneration 
and conditions of service in the National Health Service.” 


Somewhat Alarming 


After drawing attention to‘ the powers that these regula- 
tions seem to confer, the Secretary continued : “ The posi- 
tion as expounded by counsel seems, at first sight, some- 
what alarming, but we do not wish to allow ourselves to be 
unnecessarily disturbed by a Statutory Instrument which 
may be wholly beneficent in intention. We are anxious 
to have some further clarification of the matter. It has 
occurred to us, for example, that the real object of section 
(3) of Regulation 3 may be to enable the Minister to allow, 
in particular cases, more generous remuneration and condi- 
tions of service than are laid down in negotiated agreements 
when there are special circumstances which would warrant 
such action.” 

He concluded by asking the Minister to send any assur- 
ances that he could. 

Paragraph 3 of Regulation 3, which is the crucial regulation 
referred to in this correspondence, is as follows: “ The Minister 
may, if he thinks fit, authorize a board or committee to vary the 


remuneration or other conditions of service approved as aforesaid 
in the case of an individual officer or officers of a particular 
description.” 


The Minister’s Assurances 


Captain Crookshank, the Minister of Health, gave the 
assurances as follows: “I readily give you full assurance 
that the regulations do not in any way supersede the work 
of the Whitley Councils in regard to remuneration and con- 
ditions of service in the National Health Service. I can 
also assure you that there is no intention that paragraph 3 
of Regulation 3 should be used to vary approved remunera- 
tion or other conditions of service in a way that would 
be less favourable than the approved remuneration or 
conditions.” 


Whitley Councils not Superseded 


Enclosed with the Minister’s letter was a full explanation 
of the purpose of these regulations. It reads as follows : 


“These regulations enable the Minister of Health to 
ensure that rates of remuneration and other conditions of 
service which have been laid down nationally for hospital 
staffs in the National Health Service shall be observed by 
the hospital boards and committees. Without the regula- 
tions, the Minister has no power to ensure the applica- 
tion of such rates and conditions, and attention has recently 
been drawn by the Public Accounts Committee to certain 
results of this situation. As the letter from the British 
Medica! Association says, the purpose of the regulations 
has been stated to be to enable a more solid legal founda- 
tion to be given to national rates of pay and other condi- | 
tions of service, and they do not in any way supersede the 
work of the Whitley Councils in the Health Service. 

“The letter refers particularly to Regulation 3. This 
regulation relates to remuneration and other conditions of 
service which have been the subject of negotiations by a 
recognized negotiating body; in these cases the Minister 
approves the remuneration, etc., to be adopted. Other 
cases—e.g., where there have been no such negotiations— 
come under Regulation 4, and the procedure there is for 
the remuneration, etc., to be subject to direction by the 
Minister.” 

[Regulation 4 reads as follows: ‘“ Subject to the provisions 
of any Act or any Order having statutory effect, the remuneration 
(whether or not paid out of moneys provided by Parliament) and 
other conditions of service of any officer shall, except so far as 
they are determined in accordance with the provisions of Regula- 
tion 3, be such as the board or committee may determine subject 
to any directions in writing which the Minister may give to the 
board or committee.’’] 


“The letter refers to the terms and conditions of service 
of hospital medical staff, and it ought perhaps to be stated 
how these have been dealt with. These terms and conditions 
of service were settled before negotiating machinery in the 
form of the Medical Whitley Council was set up and were 
issued by the Ministry; they have therefore been treated 
as coming under Regulation 4 and their observance has been 
secured by the general directions that have been issued under 
this regulation to hospital boards and committees. (The 
reference is R.H.B. (51) 96, paragraph 3 of the enclosure.) 

“The letter asks about paragraph (3) of Regulation 3. 
This paragraph would not be appropriate for making general 
amendments in approved remuneration and conditions of 
service. It is not for the general case but for the parti- 
cular case or circumstances which may not be fully covered 
in agreements. For instance, paragraph (3) has been used 
in certain cases where the remuneration had been determined 
before the authorities were notified of the appropriate rates 
which were later approved under the regulations ; in these 
cases the positicn of the staff, if more favourable, was pre- 
served, notwithstanding the ‘absence of provision in the 
agreements. Without paragraph (3) it would not be possible 
to deal with exceptional cases, and fresh regulations 
would need to be laid for each separate .case or set of 
circumstances.” 
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THE PROBLEM OF ARBITRATION 


DEPUTATION TO THE MINISTRY OF LABOUR 


On November 28 a deputation from the B.M.A., consist- 
ing of the Chairman of Council, the Chairman of the Repre- 
sentative Body (and of the General Medical Services Com- 
mittee), and the chairmen of the Central Consultants and 
Specialists and Amending Acts Committees, accompanied 
by members of the Secretariat, discussed with Sir Robert 
Gould, Chief Industrial Commissioner at the Ministry of 
Labour and National Service, the problem of arbitration 
machinery for the settlement of disputes about the remunera- 
tion or conditions of service of medical practitioners engaged 
in the work of the National Health Service. 


Serious Defect 


The Chairman of Council opened the discussion by 
explaining that efforts to obtain an agreed arbitration 
procedure in connexion with the Whitley Councils for the 
Health Services had so far been unsuccessful; that the 
British Medical Association, not being a trade union, was 
not in a position to report a dispute to the Minister of 
Labour under the Industrial Disputes Order, 1951 (S.1. 1376) : 
and that the Association had no wish to be brought within 
the scope of this Order, since the Industrial Disputes 
Tribunal was not suitably constituted to deal with medical 
affairs. Besides, the Order had the serious defect, from 
the point of view of the Association, that it made no pro- 
vision for dealing with a dispute affecting a single employee. 
Dr. Gregg asked what the Minister of Labour was pre- 
pared to do for the profession in these circumstances. 


Professional Workers Left Out 


Sir Robert Gould explained that S.I. 1376, which had the 
general agreement of both sides of industry, was designed to 
meet the needs of the great mass of industrial workers. He 
referred to section 13 of the National Health Service (Amend- 
ment) Act, 1949, under which any difference or dispute 
about remuneration or conditions of service of persons 
employed or engaged in the provision of services under the 
Act of 1946 or the Act of 1947 is deemed to be a difference 
or dispute to which the Conciliation Act,’ 1896, applies, and 
a trade dispute within the meaning of the Industrial Courts 
Act, 1919. Because of this legislation, he said, the Associa- 
tion was entitled to bring the present position of the pro- 
fession to the notice of the Minister of Labour, and the 
Minister could consider the representations of the Associa- 
tion and explore, in consultation with the Minister of 
Health, the means of providing a suitable arbitration 
procedure for settlement of disputes in which members 
of the profession working in the Health Services were 
involved. 

Sir Robert added that it was possible at any time—either 
before or after the expiry of 40 days from the date on which 
S.I, 1376 was laid before Parliament—for the Minister of 
Labour to amend the Order, but if there were any ques- 
tion of doing this he would first wish to consult the National 
Joint Advisory Council. 


Separate and Appropriate Machinery 


The period of 40 days within which S.I. 1376 may be 
annulled as a result of a Prayer in Parliament will not 
expire until a few days after the House reassembles at the 
end of January. Meantime an official request has been 
made to the Minister of Labour that he will immediately 
assist in the establishment of separate and appropriate 
arbitration machinery for the medical profession. The 
position will receive further* consideration by the Council 
on December 12 and by the Representative Body on Decem- 
ber 13. Pending the decision of the Representative Body, 
no detailed proposals have been submitted to the Ministry 
of Labour. 


CASE BEFORE TRIBUNAL 
DOCTOR TAKEN OFF GLASGOW LIST 


Glasgow Executive Council brought a complaint: against a 
general practitioner on its list before the disciplinary 
Tribunal (set up under the Scottish Act) on December 20-21, 
1950. One of the charges complained of by the executive 
council was that a Dr. X carried out a scheme to become 
the successor of another doctor’s practice and “to appro- 
priate illegally ” that practice to himself; part of the scheme 
being carried out in conjunction with the other doctor. The 
executive council also alleged that Dr. X broke the law in 
that by his own hand or by the hand of his receptionist, for 
whom he was responsible, he signed various medical cards 
with the signatures of the patients to whom the cards 
belonged. 
Dr. X wholly disputed these allegations. 


Creation of Vacancy 

The Tribunal found the following facts: 

The doctor, who qualified in 1943, had practised in 
Glasgow since November, 1944, and had been a general 
practitioner on the Health Service list since July, 1948. For 
some years Dr. X had been friendly with a Dr. A, who was 
a general practitioner on the Health Service list in Glasgow 
until April 30, 1950. Dr. X had about 1,600 patients on his 
list and Dr. A had 3,368. 

At the beginning of 1950 Dr. A notified the executive 
council that he was retiring from practice on April 30. The 
Council therefore advertised the vacancy. There were a 
number of applicants, including Dr. X. Two of the appli- 
cants withdrew their applications after hearing that Dr. X 
was to take over Dr: A’s surgery. Dr. X's application was 
dated March 29, 1950, and on the same day Dr. A sought 
the executive council’s approval to his employing Dr. X as 
a locumtenent for the month of April. Approval was 
refused. On April 12 Dr. X sought the executive council’s 
approval to the employment by him of a part-time assistant. 
Approval for this was refused. 


Vacancy Filled 

On April 27 the executive council appointed another 
doctor (Dr. B) to the vacancy. The Council then sent the 
usual circular letter to Dr. A’s patients telling them that Dr. 
B had been appointed to the vacancy. 

About the end of March, 1950, according to the Tribunal, 
Dr. X came to an-agreement with Dr. A whereby he was to 
take over the lease of Dr. A’s surgery as from May 1, 1950. 
His admitted purpose was to attract to his own list as many 
as possible of Dr. A’s patients. It was not suggested that 
he made Dr. A any payment for goodwill. , 


Introductions to Patients 

At various times during April Dr. X was with Dr. A in 
his surgery when patients were treated by one or other of 
them, and Dr. A. introduced him to a considerable number 
of patients as the doctor who was taking over the surgery. 
Apart from one witness who was uncorroborated there was 
no evidence that during these visits to the surgery Dr. X 
himself made any statements to patients to the effect that he 
was taking over the practice or the surgery. According to 
the Tribunal, Dr. X was aware that the impression likely to 
be given to some of the patients by the introductions was 
that he was taking over Dr. A’s practice, and some of the 
patients did receive that impression. 


Medical Cards Handed In 

During April a “ substantial number ” of Dr. A’s patients 
handed in their medical cards at his surgery. Some were 
handed in at Dr. A’s request to enable the patients to transfer 
to Dr. X, some were handed in voluntarily by patients who 
had heard that Dr. X was taking over, and some were 
handed in by patients who had no clear idea why they did 
so, except that other patients were doing the same thing. 
Dr. A’s purpose, which was acquiesced in by Dr. X, was to 
ensure that the patients were transferred to Dr. X’s list. 
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Signing the Cards 


Some of the cards were not signed by the patients. Dr. X 
or his receptionist signed these cards with the patient’s names, 
and after April 30 they were sent to the executive council 
for the purpose of transferring the patients to Dr. X’s list. 
Dr. X took over the surgery on May 1. 

In the next few weeks many hundreds of patients handed 
in their cards at the surgery, most if not all of them wishing 
to transfer to Dr. X’s list. The bulk of these cards were 
also unsigned, and Dr. X or his receptionist signed them 
with the patient’s names, then sending them to the executive 
council. The doctor and his receptionist had made no 
attempt to imitate the patient’s signatures. 

Dr. X took the view that if an unsigned card was handed 
in by a patient he was entitled to complete it on behalf of 
the patient. The Tribunal states that this procedure is 
sometimes adopted by medical practitioners, but only in 
isolated cases. 

On taking over the surgery, a card with Dr. X’s name and 
address and telephone number, together with the word 
“successor,” was put in a window above Dr. A’s name. 


The Signatures 


The Tribunal found that, if the question of the completion 
by Dr. X of patients’ medical cards be left out of account, 
there was nothing in his conduct which was “illegal” or 
which amounted to a contravention of any of the statutory 
provisions or of any of the regulations by which the National 
Health Service Scheme is regulated. It was maintained on 
his behalf that even the completion of the patients’ cards 
was not a breach of any statutory provision or regulation. 
But the Tribunal considered that the completion of cards by 
persons other than the patients may be carried out only in 
the case of children and persons suffering from incapacity 
and only by parents, relatives, etc. But, according to the 
Tribunal, “ having regard to the fact that the completion of 
medical cards for their patients by medical practitioners is 
by no means unknown, and even allowing for the very large 
number which were completed by the respondent and his 
receptionist in the present case, we should be unwilling to 
found a decision adverse to the Respondent on this ground 
alone.” 

The Tribunal’s judgment continues: “It is accordingly 
necessary to consider whether the Respondent’s other actings 
which were not ‘illegal’ were such that, either taken by 
themselves or taken along with the Respondent's completion 
of the patient’s medical cards, they show clearly that the 
Respondent’s continuance on the complainers’ medical list 
would be prejudicial to the efficiency of the general medical 
services. A tribunal would be slow to hold that actings 
which are in themselves legal are such as to be prejudicial 
to the efficiency of the medical services and to justify striking 
a practitioner off the medical list. It is impossible, however, 
to legislate by Act of Parliament and regulation against every 
act by a medical practitioner which may be prejudicial to 
the medical services, and much must necessarily be left to 
the good sense, morality, and honesty of practitioners. The 
matter is one of circumstances and degree, and each case 
must be considered on its merits and the facts examined as a 
whole. 

Not a Complete Defence 


“‘ After carefully considering the whole circumstances here, 
we have come to the conclusion that the fact that the 
Respondent's actings were to a large extent lawful is not 
in itself a apmplete defence to the complaint now made 
against him. The mere taking over of the surgery by the 
Respondent would not in itself justify a finding against him. 
But that was only one part of a scheme whereby the Respon- 
dent hoped to get, and succeeded in getting, a very large 
proportion of Dr. A’s patients to transfer to his own list. 
Looking at the transfer of the surgery along with the Respon- 
dent’s frequent attendance there in April, 1950, his intro- 
duction to patients by Dr.’ A, the collection of cards from 
patients by Dr. A with the Respondent's full knowledge, the 
leaving up of Dr. A’s name in the surgery for some time 


after May 1, 1950, and the posting up of the ‘ successor” 
card, and finally the completion of the many hundreds of 
cards in the manner already referred to, we are of opinion 
that the Respondent’s conduct went far beyond anything 
which he was entitled to do and was such as seriously to 
prejudice the medical services. 

“ An argument was advanced on behalf of the Respondent 
that his conduct at the worst could only prejudice the 
* medical service’ and not the ‘ medical services ’"—i.e., that it 
could affect only the general administration but could have 
no adverse result on the actual services and treatment 
received by the patients. That view is, in our opinion, un- 
sound, inasmuch as the difficulty in filling vacancies which 
such conduct would inevitably entail would be bound to 
have repercussions on the efficiency of the treatment which 
patients receive.” 

Tribunal’s Conclusion 


The Tribunal found that Dr. X’s continued inclusion on 
the National Health Service list of general practitioners was 
prejudicial to the efficiency of the National Health Service 
general medical services. It directed that his name be 
removed from the Glasgow list, and also from the corre- 
sponding lists of the executive councils of the Counties of 
Renfrew and Lanark. 


Decision on Appeal 


Dr. X appealed to the Secretary of State, who confirmed 
his name should be removed from the medical list of Glas- 
gow Executive Council, but revoked that part of the 
direction ordering Dr. X’s name to be removed from the 
medical lists of the executive councils for the counties of 
Renfrew and Lanark. 








REVIEW OF THE HEALTH SERVICE 


Apart from a general increase of the numbers of surgery 
consultations, the character of the average general practice 
is much the same as it was before July, 1948, according to 
the Report (Part 1) of the Ministry of Health for the year 
ending March 31, 1950. The report comments that the 
increased demand for medical advice has not necessarily 
been unreasonable, and only a “ limited number ” of reports 
were received showing that the Service had been abused. 
The report questions whether it is in the general interest that 
more people should be taking their trivial ailments to the 
doctor with perhaps the risk of developing “a disease- 
conscious frame of mind,” but it points out that ever since 
treatment has been placed on a scientific basis “ the cry has 
been for early diagnosis.” 


Changes in Prescribing 


It has been estimated that before the Health Service 80% 
of general practitioners in England dispensed for their private 
patients. The Ministry consicers that much of this must 
have disappeared, at least in towns. Scottish doctors are said 
to have been more enlightened, it being estimated that only 
12% used to dispense for their private patients. 

During the year an important factor in the cost of prescrib- 
ing was found to be the increasing use of proprietary prepara- 
tions. Under N.H.I. before the war about 3% of prescrip- 
tions were for proprietary preparations. This figure rose to 
7% in 1947, to about 12% in the first year of the N.H.S., and 
to 19% by the end of 1949. Doctors said that patients 
treated with proprietary preparations when they were private 
patients before the Act expected to be given the identical 
prescription under the N.H.S., and patients who had of their 
own accord been in the habit of taking proprietary medicines 
expected to obtain them under the N.H.S. The doctor was 
looked upon as a means for obtaining free supplies rather 
than for deciding what, if anything, was required. Advice 
from specialists also often included the recommendation that 
some proprietary preparation be given. 
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Compensation 
By March 31, 1950, a total of 4,146 claims for compensa- 
tion had been allowed, and about £8.25m. had been paid, 
including £1.29m. in respect of doctors who had died or 


retired. 
General Practitioners and Hospitals 

The dangers of an increasing divorce between general prac- 
titioners and hospitals “ became a matter of growing concern 
during the year.” Some general practitioners who had been 
doing specialist work were necessarily replaced by fully 
trained specialists, according to the report. Clinical assistant- 
ships went some way to redress the balance, and diagnostic 
and other facilities were made available to~ general practi- 
tioners in some areas where they were not before. The 
report points out that it may be an attractive proposition 
to convert small cottage hospitals into specialist units, but 
this may result in lowering the quality of general practice 
in the area. 

Hospitals 

The total number of in-patients who were discharged from 
hospitals or died in them was 2.94m., as compared with 
2.87m. in 1948. There were 6.15m. new out-patients, but 
comparable figures for the previous year ave not available. 

There were 1,296 whole-time medical consultants employed 
and 12,022 part-time; and there were 659 whole-time 
S.H.M.O.s and 1,983 part-time. Administrative and clerical 
staff, including transport staff, numbered 49,907. The total 
nursing and midwifery staff in hospitals at March 31, 1950, 
was 134,019 full-time and 24,593 part-time—increases of 
about 9,000 full-time and 2,000 part-time since March 31 the 
previous year. The supply of domestic staff also improved 
during the year. 

[For further information about this report, see Journal, 
p. 1399] 





— 





REGIONAL WHITLEY APPEALS 


Two appeals of importance in the public health service have 
recently been heard. The first concerned a county medical 
officer of health and his deputy. The county council employ- 
ing them had implemented the awards of the Industrial 
Court for all subordinate medical staff but not for the 
county medical officer of health. It contended that to do so 
would upset the balance between the remuneration of the 
«county medical officer and the clerk of the county council, 
the treasurer, the surveyor, and the chief education officer. 
Failure to fix the salary of the county medical officer meant 
that the salary of his deputy was also left in abeyance, 
because under the award it is two-thirds that of the county 
medical officer. These two officers were offered their current 
remuneration, but as this did not implement the awards of 
the Industrial Court they both appealed, first through the 
normal procedure to the county council. The council dis- 
allowed the appeal but recommended that the decision should 
be left with the Regional Whitley Appeals Committee. 


Appeal Conducted by B.M.A. 
Representations were made by the B.M.A. on behalf of 
both the officers, and the. county council's case was’ put by 
the chairman of its finance committee. Evidence was brought 
giving population figures, previous remuneration under the 
Askwith agreement, length of service of the officers, and so 


on. 
Not Agreed to Whitley Method 
The county council’s defence lay principally in the con- 
tention that the council had not itself agreed to the Whitley 
method of settling such disputes, and consequently had no 
opportunity of stating its own case. 


Claim Allowed 
After hearing the facts and discussion, the Appeals Com- 
mittee allowed the claim and specified the salary scale for 
the two officers concerned. This scale has now been agreed 
by the county council. 


Committee Fails to Agree 


The second case concerned the medical officer of health of 
a county borough. In this case the Regional Appeals Com- 
mittee failed to reach agreement, and under the procedure 
laid down the appeal will now be heard by Committee C of 
the Whitley Council. 








RADIOLOGISTS GROUP COMMITTEE 


At the meeting of the Radiologists Group Committee on 
October 18 Professor B. W. WINDEYER was appointed 
chairman for 1951-2 and also the Group Committee’s 
representative on the Central Consultants and Specialists 
Committee. 

A cordial welcome was extended to four new members— 
Drs. D. Forbes Lawson, Hugh Davies, W. Tennent, and 
Hugh Morris. To redress to some extent the imbalance 
between radiodiagnosis and radiotherapy in the personnel 
of the committee Drs. A. A. Charteris and F. E. Chester- 
Williams were again co-opted, and it was decided to co-opt 
a third additional member. 


Shortage of X-ray Films 


In the course of a discussion on the shortage of x-ray 
films and photographic materials it was explained that this 
difficulty was not one created by the Ministry of Health 
as an economy measure. Among the reasons for the 
shortage were an increased demand for films and export 
requirements, while two of the largest manufacturers in 
the country had building extensions in progress. The com- 
mittee discussed ways in which economies in the use of 
film could be achieved so that the shortage would be eased, 
and the following suggestions were put forward: the use 
of a smaller size film, which would be practicable with a 
new type of camera expected to be available soon ; more 
use of miniature apparatus ; less frequent routine examina- 
tions except where this would be undesirable (e.g., of 
nurses); measures in hospital for ensuring the judicious 
use of film. A further suggestion was that an equitable 
method should be devised for the allocation of films to 
hospitals. 

The above suggestions have been forwarded to the 
Ministry. 


Within or Without N.H.S. 


The committee considered whether there was need for a 
pronouncement to remove doubt about the items of service 
which could properly be said to fall into category I of 
paragraph 14 of the Terms and Conditions of Service, and 
those which should be in category II (outside the scope of 
the N.H.S. and for which therefore a fee could be charged). 
Members pointed out that there was no uniformity in this 
matter ; examinations which in some areas attracted fees 
were in others regarded as within the service. Members 
were asked to send in examples of difficulties which had 
arisen in their experience so that further consideration could 
be given to the matter at the next meeting. 

The Group Commitiee decided to support the Tubercu- 
losis and Diseases of the Chest Group Committee in its 
request that the staff side of Whitley Committee B should 
continue to press for allowances for whole-time officers 
towards car and telephone expenses, subscriptions to learned 
societies, and cost of purchasing medical. téxtbooks and 
periodicals, and, if necessary, to refer the matter to 
arbitration. 


Record Sheet for Diagnostic X-ray Departments 


As reported in the Supplement of September | (p. 98), the 
Group Committee has drawn up a suggested standard form 
for recording the statistics of diagnostic x-ray departments. 
This is being given a trial through the Nuffield Provincial 
Hospitals Trust and elsewhere, and it is hoped to report on 
the experiment in 12 months’ time. 
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ECONOMY IN THE USE OF X-RAY FILM 


The following letter has been issued to medical practitioners 
by the Chief,Medical Officer, the Ministry of Health: 


“There is a serious world shortage of x-ray films, due to 
increasing usage in_all countries. In this country, usage 
during the first six months of 1951 was 16% greater than 
in the corresponding period of 1950 and was.at a rate about 
60% greater than in 1947. Production has been expanded 
and manufacturers have greatly improved their productivity. 
Nevertheless, it has not been possible recently to satisfy all 
hospital demands. New plant is shortly to be installed by 
manufacturers and should afford some measure of relief. 
Meanwhile, the present difficulties can be eased if all 
hospitals will exercise strict economy in the use of films and 
eliminate waste, particularly in processing. 

“Economy in film consumption should not take prece- 
dence over the efficient examination of the patient, but it 
should be found possible to achieve economy in two ways 
which have been suggested by my advisers : 


“(i) By the clinicians’ exercising more than usual care in 
requesting x-ray examinations. A saving can be achieved by: 
(a) spegifying in detail the problem to be elucidated and the part 
to be examined ; (5) spacing the re-examination of a patient at 
slightly longer intervals ; (c) ensuring that requests for x-ray 
examinations are made by experienced clinicians. It is recom- 
mended that, casualties excepted, requests should not be made 
by officers below the rank of registrar (or its equivalent). In 
view of the medico-legal aspect of many fractures the desire to 
economize in films should mot deter the clinician from asking 
for x-ray examination of any case in which he has a reasonable 
suspicion of a fracture. 

** (ii) By the radiological staff exercising the greatest economy in 
films consistent with efficiency. In most 
routine techniques have in the past been established with the 
object of ensuring that not only the-common or suspected lesion 
is detected or excluded, but also that the examination will reveal 
the rare or unexpected lesion. This omnibus technique has often 
been necessary because of the lack of precise clinical data avail- 
able to the radiologist Given the active and intelligent co-opera- 
tion of the clinician as outlined above, many of these techniques 
could be pruned without risk to the patient.” 








TOO MANY PATIENTS 
SOME SCOTTISH CRITICISMS 


The third report of the Scottish Medical Practices Com-- 


mittee criticizes the maximum number of patients allowed 
on a general practitioner’s list under the National Health 
Service. Pointing out how the family doctor in the past 
gave advice not only on ill-health but also of a preventive 
kind, and even on matters which might have seemed outside 
the realm of medicine, the committee comments that the 
permitted maximum does not allow time for this‘type of 
practice—-if statistical evidence on the number of attendances 
required per person can be relied on. The committee also 
thinks that appreciation of the value inherent in past tradi- 
tions and methods may be declining. 

The M.P.C. believes that if preventive medicine is to be 
adequately carried out the family doctor must have more 
time. “While many doctors are giving heed to this aspect 
of practice, their doing so may result in difficult economic 
circumstances or unfair physical and mental strain.” 


Where More Doctors are Needed “ 


In the following executive council areas additional medical 
strength is required, according to the Scottish M.P.C. : 


Table I. Executive council areas, or parts thereof, where the 
need for additional doctors would appear to be established.— 
County of Dunbarton: Dumbarton, Alexandria, Renton. County 
of Fife: Cowdenbeath, Lochgelly, Lochore, Glencraig, Kelty, 
Cardenden, Crossgates. County of Lanark: Airdrie, Bellshill, 
Larkhall, Shotts. Stirling and Clackmannan: Falkirk. 

Table II. Executive council areas, or parts thereof, where 


additional doctors would appear to be desirable.—Banff, Moray, 


x-ray departments : 


and Nairn. Keith. County of Caithness: Wick. County of 
Dunbarton: Clydebank. County of Fife: Buckhavea, Methil, 
Leven and East Wemyss, Dunfermline, Rosyth and Inverkeithing. 
County of Inverness: Beauly. County of Lanark: Motherwell, 
Harthill, Coatbridge. Lothians and Peebles: Bathgate. County 
of Orkney: Kirkwall. County of Renfrew: Johnstone. Rox- 
burgh, Berwick, and ‘Selkirk: Galashiels. Stirling and Clack- 
mannan: Cowie, Plean, and Bannockburn. 








GENERAL MEDICAL COUNCH. 
182nd SESSION 


The winter session of the General Medical Council opened 
on November 27 under the presidency of Professor Davip 
CAMPBELL. 

Two new members were introduced—namely, Professor 
T. N. A. Jeffcoate as representative of the University of 
Liverpool for a term of five years, and Dr. Walter Schlapp 
as representative of the Victoria University, Manchester, also 
for a term of five years. They were introduced by Dame 
Hilda Lloyd and Dr. Brocklehurst respectively. 

It was intimated that Miss Horsbrugh, M.P., had resigned 
her membership of the Council on becoming Minister of 
Education. 

President’s Address 


The PRESIDENT opened his address to the Council by refer- 
ring with great regret to the deaths of two former members 
—Dr. J. W. Bigger and Dr. C. G. Lowry—and the retire- 
ment of two others, Dr. H. S. Raper and Mr. J. T. Morrison. 

He said that further progress had been made in bringing 
into operation the provisions of the Medical Act of 1950. 
The disciplinary provisions were now complete. On Novem- 
ber 5 the Lord Chancellor had made the Medical Disciplin- 
ary Committee (Legal Assessor) Rules, 1951. These were 
laid before Parliament on November 7 and came into opera- 
tion on November 10. In accordance with the provisions 
of the Act and of the Rules it shall be the duty of the 
Legal Assessor to be present at all proceedings before the 
Committee, and to advise the Committee on questions of 
law arising therein which may be referred to him by the 
Committee. It shall also be his duty to inform the Com- 
mittee forthwith of any irregularity in the conduct of pro- 
ceedings before the Committee which may come to his 
knowledge, and to advise them of his own motion where 
it appears to him that, but for such advice, there i is a possi- 
bility of a mistake in law being made. 

In view of these rules, the President thought it desirable to 
invite the Council to consider at this session the question of 
appointing a second Legal Assessor to the Medical Disci- 
plinary Committee. [Mr. T. Elder, barrister-at-law, was 
subsequently appointed to this office.] 


The House-officer Period 


Discussing the important provision about serving as 
house-officer in an approved hospital or institution before 
full registration, the President said that regulations had been 
made prescribing the required period of employment as 12 
months. During this period the house-officer was to be 
engaged (a) in medicine for six months and (b) in surgery for 
six months unless either (1) he elected to spend not more 
than six months in midwifery, which might be counted as 
time spent in medicine or in surgery, or (2) he was allowed 
to reckon towards the completion of the time to be spent 
either in medicine or in surgery any time not exceeding six 
months spent in a health centre. 

The Act had given new powers to the Council to appoint 
persons who were "1! members to visit (subject to any 
directions given by ue Privy Council) places where instruc- 
tion was given to medical students under the direction of 
licensing bodies. But the universities and other licensing 
bodies need have no fears that these new powers of visitation 
would be used to cover any trespass upon their independence. 
The new powers exercised wisely and with discretion might 
well have the effect of stimulating emulation between the 
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teaching institutions by providing each of them as well as 
the Council with information regarding the facilities for 
training and the nature of the training given in ail the 
medical schools of the country. The Council had appointed 
a special committee to consider how the power of visitation 
could best be exercised. 


Correctness of Register 


Section 14 of the Medical Act, 1858, provided that, ‘in 
order to enable the respective registrars of the General 
Council and of the Branch Councils to fulfil their duties 
of keeping their registers correct, it shall be lawful to write 
a letter to any registered person, addressed to him accord- 
ing to his address on the Register, to inquire whether he has 
ceased to practise, or has changed his residence. If no 
answer shall be returned to such letter within a period of 
six months from the sending of the letter, it shall be lawful 
to erase the name of such person from the Register. 


During the war the regular dispatch of letters was sus- 


pended, but had recently been resumed. In the first instance, 
letters had been sent to those practitioners originally regis- 
tered by the registrar of the English Branch Council or 
registered by the registrar of the General Council as Com- 
monwealth or foreign practitioners whose voting papers sent 
to them in connexion with the election of direct represen- 
tatives in April, 1951, were returned through the dead letter 
post. It was a matter of concern that nearly 3,000 letters 
were thus returned. 

In the interests of the public and in particular of the 
practitioners themselves, it was much to be desired that every 
registered medical practitioner should make sure that the 
address with which his name appeared in the Register still 
afforded a regular and trustworthy means of communication 
with him. 

On the motion of Sir SYDNEY SMITH, seconded by Dr. J. P. 
HeEDLey, a vote of thanks was accorded to the President for 
his address. 


‘ 


Disciplinary Business 


On a report from the Dental Board, and after deliberation 
in camera, the Council instructed the Registrar of the Board 
to erase from the Dentists Register the name of Malcolm 
Lloyd Williams, registered as of Walsall, against whom it 
was found proved that he had accepted sums for certain 
services from two patients whom he was treating under the 
National Health Service Act. 

The Council also instructed the Registrar of the Dental 
Board to restore to the Dentists Register the name of Eric 
Hargreaves Swan. 

The Council considered certain cases against medical 
practitioners in which it had at previous sessions found the 
facts proved but had postponed judgment for a period. Dr. 
Geoffrey Roderick Richards, registered as of Sketty Road, 
Swansea, against whom it had been found that he was con- 
victed in 1946 on charges of failing to keep a drugs register 
in proper form, and in 1949 on charges of unlawfully pro- 
curing drugs, now appeared and produced testimonials 
of his excellent character and conduct. The President 
announced that the Council did not see fit to instruct the 
Registrar to erase Dr. Richards’s name, and that closed the 
case. Dr. Eric Leonard Neil Shoeten Sack, registered as 
of Trinity Court, Gray’s Inn Road, London, had been found 
to have been convicted in March, 1950, on a charge of 
receiving. He was represented by Mr. Leigh Taylor, of 
Hempsons, solicitors, on behalf of the Medical Defence 
Union, who read a number of testimonials. In this case 
also the Council did not see fit to instruct the Registrar to 
erase the name, and declared the case closed. 

' Dr. Garden Hepburn Swapp, registered as of Stonehaven, 
Kincardineshire, against whom the Council had previously 
found that three convictions had been recorded (one in 
1945. and two in 1949) of being in charge of or driving a 
motor-car while under the influence of drink to such an 
extent. as to be incapable of having proper control of the 
vehicle, appeared. for judgment. He was represented by Mr. 


Leigh Taylor, of Hempsons, solicitors, on behalf of the 
Medical Defence Union. The Council's solicitor stated that 
since the first hearing another conviction of a similar offence 
had been recorded on January 31, 1951, and Dr. Swapp had 
been sent to prison for 30 days and had been disqualified 
from holding a driving licence for five years. He had 
appealed to the High Court, and the appeal had been dis- 
missed. Mr. Leigh Taylor narrated the circumstances of this 
last conviction and argued that the evidence for the prosecu* 
tion was so slight that it might be inferred that if it had not 
been for the previous convictions, which were known to the 
police, no police action would have been taken in this case. 
He read testimonials to Dr. Swapp’s excellent character and 
his ability as a doctor and stressed his fine military record. 

After the Council had deliberated in camera the President 
said, addressing Dr. Swapp, that they had learned with 
much concern that since this case was postponed Dr. Swapp 
had been again convicted. They had decided, however, to 
give him one more opportunity, and for this purpose had 
postponed judgment until the session of May, 1953, when he 
would be expected to appear before the Council. But he 
would also be expected to appear in May, 1952, and produce 
testimonials from his professional brethren of his habits 
and conduct in the interval. ® 


Removal of Name at Practitioner’s Request 


An application had been made under standing orders on 
behalf of Mrs. Isabel Anderson Johnston (formerly Hislop), 
registered as of Main Street, Bothwell, Lancs, for the removal 
of her name from the Register. The University of Glasgow, 
which granted the diplomas held by the applicant, had indi- 
cated that it had no objection. The Council:acceded to the 
request. 

The British Pharmacopoeia 


Dr. H. G. Dain presented to the Council the report of 
the Pharmacopoeia Committee, which embodied the seventh 
report of the British Pharmacopoeia Commission, 1948-53. 
This gave the titles of new monographs it is proposed to 
include in ‘the British Pharmacopoeia, 1953, and the mono- 
graphs it is proposed to omit. It has also been decided that 
in the new edition doses shall be expressed only in the metric 
system except for those substances commonly prescribed or 
used in Imperial quantities. Arrangements have been made 
with the Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association for the interchange of information 
on proposed approved names, with the object of ensuring 
that, so far as possible, identical titles for new medicinal 
substances shall be adopted in both countries. 

The Pharmacopoeia Committee has approved the. issue 
of a revised list of approved names for certain medicinal 
substances. This is the eleventh such list since the practice 
of issuing such names was instituted in 1940. 

The President of the Council was reappointed a member 
of the Poisons Board established under the Pharmacy and 
Poisons Act, 1933. 


The Declaration of Geneva 


The English Conjoint Board had forwarded to the Council 
the Declaration of Geneva which has been drawn up by the 
World Medical Association. It had been submitted to the 
Board by the British Medical Association, with a recommen- 
dation that it should be declared by all medical students on 
qualification. The Conjoint Board, however, felt that it was 
a matter which could not be adopted by an individual 
licensing body, and asked the views of the Council on what 
steps should be taken to introduce it as a formality applic- 
able to all medical students. re 

Dr. Dain said that the Conjoint Board had not fully 
appreciated the position. This was not the business of the 
Council at ali, but that of the qualifying bodies whether 
they should require from their students a declaration of 
this kind. The old oath was modified by this new wording 
and brought up to date so that it was made acceptable in 
other countries where the standards were not the same as 
those obtaining in the British profession. A number of 
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licensing bodies did not use any form at all. After the 
experience of the last war in which the German medical pro- 
fession were used in a way of which they all disapproved, 
and of which the Germans now disapproved, the World 
Medical Association felt it desirable to strengthen the 
position of medicine in refusal to accept instructions from 
a Government which were against their principles as doctors. 
The declaration had been accepted by representatives of 
medical associations corresponding to the British Medical 
Association in other countries. The penultimate clause— 


“T will maintain the utmost respect for human life from the 
time of conception; even under threat I will not use my medical 
knowledge contrary to the laws of humanity ”— 


was not arrived at until after a good many months spent in 
trying to feconcile different views. He suggested that the 
Conjoint Board be asked to get on with it. 

Dr. Russecy Brain asked in what way this differed from 
the Hippocratic oath. He took exception to the last sen- 
tence: “I make these promises solemnly, freely, and upon 
my honour.” He doubted whether that really would achieve 
more than a formal object in many cases. If it was not 
really effective it might do more harm than good. 

Dr. RALPH PICKEN said that when he graduated in the 
University of Glasgow 43 years ago something of the nature 
of the Hippocratic oath had come in, but he could not 
remember what it was, and on inquiring of some younger 
Scottish students he found that they had no idea of having 
subscribed to anything of the kind. He thought it useful 
that those entering the medig¢al profession should have their 
attention drawn to such a declaration.. Sir SYDNEY SMITH 
said that whether or not they took an oath Scottish medical 

,graduates had for generations observed a high ethical 
standard. 

After some further discussion the PRESIDENT said that there 
was no reason why licensing bodies should not consider the 
matter and improve on the declaration if they could. 

No resolution was taken. 


Visitation of Medical Schools 


Dr. R. J. BROCKLEHURST, chairman of the special com- 
mittee on the subject, reported on the visitation of medical 
schools. The Council by virtue of the Medical Act, 1950, 
had the power to appoint visitors, but it had in fact carried 
out visitations and inspections during the last 20 years. The 
last visitation (of pathology and bacteriology) was in 1937-9, 
but in 1942 the Council undertook inspections, under the Act 
of 1886, of the final-year qualifying examination, and these 
inspections went on until 1946. 

The committee at its meeting on the previous day had felt 
that it was desirable to split up the medical curriculum for 
this purpose into the extra-curriculum or premedical group 
of subjects, the preclinical subjects, the three main medical 
subjects (medicine, surgery, and midwifery), and the group of 
subjects which were taken during the clinical period (patho- 
logy, bacteriology, pharmacology, forensic medicine, social 
medicine, and public health). With regard to the clinical 
subjects, it was felt that as an inspection had recently been 
carried out it was not necessary in the immediate future to 
appoint visitors for that purpose. As the premedical sub- 
jects were outside the medical curriculum, and as there was 
considerable variation among the licensing bodies in the 
recognition. of examinations in chemistry, physics, and 
biology, it was felt that these subjects also should be left over 
for the time being. But it was recommended that visitations 
should be instituted in the very near future first of all in 
the preclinical subjects. (anatomy and physiology) and in 
the group of subjects taken during the clinical period as 
distinct from medicine, surgery, and midwifery. He was not 
in a position at the moment to make nominations of visitors. 
It was felt that at the same time as the schools were being 
visited in respect of these subjects a visitation of examina- 
tions in them should be carried out. It would give the 
Council a much better general picture of the education of the 
medical student if the courses of study, the conditions under 


which the courses were taken, and the examinations in the 
respective subjects were considered by the same visitors, and 
he proposed a recommendation to that effect. 

The recommendation was agreed to. 


Certification of Causes of Death 


A letter was read from the Registrar-General stating that 
he understood that there was no adequate instruction of 
registered medical practitioners in the certification of the 
causes of death. 

The PRESIDENT Said that he did not know on what grounds 
the Registrar-General had based this opinion. He was con- 
fident from personal knowledge of a number of schools that 
adequate instruction on this matter was in fact given to 
students. He did not think that more could be done than 
draw the attention of members of Council who represented 
medical schools to what the Registrar-General had said. 

Dr. O. C. CARTER said that while there might be very little 
difficulty in the case of patients who died in hospital, and 
who presumably were all labelled, it was sometimes very 
difficult in general practice to certify the cause of death, and 
he thought it would have been useful had the committee 
concerned with the classification of causes of death con- 
tained one or more general practitioners. 

The subject was then dropped. 


Other Council Business 


The Council had before it a document from the Common- 
wealth Relations Office, but not made public, concerning the 
experience to be required of persons who claimed registra- 
tion by virtue of (a) qualifying diplomas other than Com- 
monwealth or foreign diplomas or (6) Commonwealth or 
foreign diplomas. After a short discussion, on the motion of 
Dr. PICKEN, the matter was referred to a special committee. 
The CHAIRMAN suggested that a general practitioner should 
be appointed to the committee, and Dr. Dain’s name was 
added. 


Re-election of President 


The final act of the Council was to re-elect the President, 
Dr. David Campbell, for a period of five years. 








GENERAL PRACTITIONERS’ ADJUDICATION 


The counsel retained to present the case on behalf of the 
general practitioners are Mr. J. Miliard Tucker, K.C., Mr. 
H. B. H. Hylton Foster, K.C., M.P., and Mr. S. B. R. 
Cooke. 








TRADE UNION MEMBERSHIP 


The following is a list of-:local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils ——Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 
Non-County Borough Councils.—Crewe, Dartford. 
Urban District Councils —Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 





The National Association of Local Government Officers has 
won a case against Durham County Council before the Industrial 
Disputes Tribunal. A joint negotiating committee for chief 
officers of local authorities had made certain recommendations in 
respect of salary scales. Durham County Council has refused to 
adopt the recommendations for the salaries of county treasurer, 
county engineer and surveyor, county architect, and director of 
education. The Minister of Labour referred the dispute to the 
Industrial Disputes Tribunal under the Industrial Disputes Order, 
1951. The dispute had been referred to him by N.A.L.G.O. The 
salary of these officers has been raised from £1,660-£2,060 to 
£2,700-£3 ,000. 
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Correspondence 








Tracing Patients 


Sir,—1 feel that somebody should answer the letters from 
Drs. D. M. Bladon and C. Shepherd (Supplement, November 
24, p. 231), if only to forestall an outburst of indignation 
based on the false arguments that they present and a lot of 
correspondence for Divisional secretaries, of which I happen 
to be one. 

It is patently obvious that the time for such a revision of 
lists is long overdue. In some areas lists are grossly swoilen 
by names of persons who have long ceased to be at risk for 
the doctors with whom they were once registered. The 
number of these varies greatly from area to area and, 
within these, from doctor to doctor. Thus, in general, areas 
which have become depopulated owing to war damage and 
other causes have been receiving an unduly large share of 
the central pool, and doctors whose lists were large before 
these shifts of population took place are receiving shares of 
the pool for large numbers of patients for whom they are 
no longer at risk. Other doctors, with recently established 
practices, have few of these “easy money” cases, but stii 
have their share of the “chronics who need constant and 
regular attention ” for whom Dr. Bladon considers he should 
have some compensation. 

One can, I hope, take it that the executive councils have 
done their best to trace all the missing patients. One 
must realize; however, that before the war patients were 
identified only by their insurance numbers, and presumably 
these were not noted by the registrars when they died, so 
that it becomes very difficult to identify persons in this way. 
In the same way it must have been very difficult during the 
war to avoid a tremendous amount of duplicate signing-on 
by persons who moved about the country and had lost their 
cards. Under war conditions it is a miracle that far more 
confusion did not occur, and Dr. Bladon gives, in my 
opinion, less than justice to the authorities in this respect. 

Dr. Bladon contends that when the untraced patients are 
removed from the lists the capitation fee will need to be 
very much higher. In fact this is, of course, exactly 
what will happen, but the maximum benefit will be felt by 
those who had the fewest untraced cases on their lists. Dr. 
Shepherd complains that he will still be at risk for many 
people who have moved away from the centre of his town 
and who may turn up at any time and require treatment. Has 
he in fact looked up a few of his cases to see what sort of 
people they are? From a perusal of my own small list of 
untraced patients I find that at least half would now be 
octogenarians or older and are probably long since deceased, 

and that most of the others have not attended at the surgery 
for many years. There would not be much point in my 
trying to trace any of these, and, assuming that Dr. Shepherd 
will find the same thing when he gets out the cards, he will 
be immediately relieved of most of his anticipated problems 
of “ chasing-up.” 

Furthermore, the war having-been over for six years, if any 
of his dispersed patients still consider him to be their doctor 
they will in all probability have visited him since they moved 
and he will have a record of their present address on their 
cards. In only a small number of cases will there be any 
point in his trying to contact the patient concerned, and the 
chances of his remaining at risk for persons who have been 
removed from his list will be negligible. 

One has every sympathy for doctors with old-established 
practices who may find their income cut as a result of this 
purge. Surely, however, they will be able to appreciate the 


essential justice of the step, which will ensure that every 
practitioner gets his fair share of the money paid by the 
Government to general practitioners for the medical care 
of the population as a whole. Perhaps by now their indigna- 
tion will have cooled and they will not object to spending an 
hour or two putting into practice or avowed determination 


to do everything in our power to improve the Service.— 
I am, etc., 


Margate. M. CURWEN. 


Freedom from Party Politics 


Sir,—Over three years have passed since the National 
Health Service was inaugurated, and it would appear beyond 
doubt that, not only has the scheme left unfulfilled the hopes 
and ideals envisaged at its inception, but there seems little 
chance under present conditions of improving the Service 


‘in such a way as to satisfy all the different professional and 


political bodies associated in its management. 

That there is dissatisfaction both in Parliament and out- 
side it cannot be questioned when the mounting cost of the 
Service is constantly before us, where there is angry argument 
over the imposition of charges for teeth and spectacles, 
where the number of administrators is constantly increasing, 
and when the Select Committee on Estimates is critical of 
the present system of financial estimates as not tending 
towards economy. And now the British Medical Associa- 
tion is seeking to amend the Act. Although much is discussed 
in the preparation of the amending Act it is obviously the 
main contention of the medical profession that the powers 
granted to the Minister of Health are too sweeping, and 
these powers it seeks to curtail. 

It would seem to me fairly obvious that this proposed 
araending Act, worthy though it may be, is bound to fail 
if only for two reasons. First, the British Medical.Associa- 
tion is only one of many professional organizations involved 
in the National Health Servicé. and should it be successful 
other bodies such as the chemists and dentists may be stimu- 
latec to prepare further amending Acts ; and secondly, and to 
my mind much more important, no political party will readily 
curtail the powers of the Minister so long as the National 
Health Service remains, as it does now, such a powerful 
factor in party politics, 

In that last phrase lies the fundamental cause of the failure 
of the National Health Service to fulfil its expectations. It is 
simply because it has become one of the cornerstones of © 
party politics and a vote-catcher of the highest order. This, 
of course, was never intended originally, since the idea of 
the National Health Service was formulated by a National 
Government embracing all parties. When, however, one 
political party was instrumental in bringing the Act into 
being and was criticized by the other party as part of the 
normal duties of an Opposition, it was inevitable, but none 
the less a tragedy, that the new Health Service should become 
the pawn of party politics. 

But does the Health Service have to continue to be a 
matter of party politics ? Let us remember that an ‘efficient 
and economical health service is of equal interest to us all 
and has little to do with our political affiliations. Let us 
reflect also that politically the National Health Service as it 
stands is fast becoming a boomerang to both major political 
parties. They see little of the efficiency and ideals originally 
aimed at and at the same time the expenses running away 
into astronomical figures, yet each is afraid of effecting 
improvements and economies because it may yield political 
capital to their opponents. Would not the politicians be glad 
to see the Service made a non-political matter ? 

Therefore, Sir, I suggest that the British Medical Associa- 
tion, instead of preparing an amending Act, seek a round- 
table conference at the highest level with both the Govern- 
ment and Opposition parties to see whether Parliamentary 
sanction can be obtained for the purpose of formulating a 
charter for a Healtt Executive Council on parallel lines to 
the charter granted to the B.B.C. 

The B.B.C., though provided with a grant from the 
Treasury, is not subject directly to Ministerial control, and 
its charter is only debated in Parliament every five years, the 
object of this being to ensure that no one political party 
shall influence it unduly. Here is a worthy example for the 
Health Service. Free it from political interference, and then, 
like the B.B.C., we shall see an efficient and economical 
service run by people who know their job, and consequently 

















Dec. 8, 1951 


CORRESPONDENCE SUPPLEMENT 10 te 259 








_— onthapetans 


&@ greater measure’ of satisfaction not only among those who 
work for the Service but also among those who are entitled 
to its benefits —I am, etc., 

Tunbridge Wells, Kent. I. LANGDALE GREGORY. 


Method of Remuneration 

Sir,—For years the medical profession, through the 
B.M.A., has resisted a whole-time salaried State medical 
service, and has opposed any measures which it thought 
would ultimately lead to such a service. It appears that 
Recommendation 21 of the First Interim Report on the 
Reform of the N.H.S. (Supplement, October 13, p. 147), 
which makes a proviso that the method of remuneration 
for practitioners providing general medical services must be 
by capitation fee, is made with the object of preventing a 
whole-time salaried service except by Act of Parliament. 

At the moment there is unhappiness in the profession 
because some doctors have very large lists and others very 
small ones, while some are assistants and cannot get going 
at all as principals. Hence there is a desire on the part of 
some to see a severe limitation in the number of patients 
on these lists, thereby enabling every doctor who desires 
to do so to give general medical services under the Act as 
a principal. 

This limitation might be secured by regulation, or by so 
tapering the capitation fee that it is uneconomic for a 
doctor to have more than a certain number of patients on 
his list. In any case the result would be that all doctors 
would have approximately the same number of patients and 
would have the same pay, however much or little they did 
for their patients for the 24 hours of the day and night. 
Under these conditions one can imagine it would not be 
long before the doctors themselves asked for a salaried 
service in which they had perhaps an eight-hour day, a 
five-day or six-day week, and holidays with pay. At any 
rate, if that happened, the doctors who are now looking 
for jobs would very soon be absorbed. But would our 
patients like such a service ? And would the doctors really 
enjoy it? Some no doubt would: some like the present 
Service. 

Sir, I submit that the time is ripe for a thorough con- 
sideration of the methods of remuneration for both general 
practitioners and consultants. Many of us are extremely 
unhappy and feel that we have lost that independence which 
produced one of the most energetic, sympathetic, and un- 
commercialized professions. Surely it is quite unnecessary 
to lay down that the method of remuneration must be one 
and the same for all. Why not a choice of salary, capita- 
tion fee, or grant-in-aid for item of service according to the 
desire of the doctor concerned ? 

There are three parties in this National Health Service— 
patient, Government, and doctor—but the doctors have to 
do the work, and I cannot believe that the other two parties 
would wish them to be anythi::g but contented. In New 
Zealand all three methods have been open to the profession, 
but I understand that the grant-in-aid system is now the one 
of choice. 

Recently some 200 of us were honoured by an address 
from a New Zealand colleague, and he assured us that the 
system was not abused, nor is it “administratively impos- 
sible.” There is no need for a host of inspectors. If the 
patient pays a portion of the fee he is the controller, and if 
he does not think he is getting good value he will soon 
change his doctor. The doctor has the right to assess the 
value of, and be rewarded for, his services. Some prefer 
to see a few patients a day, but the type of treatment they 
give their patients requires considerable time and experi- 
ence, while others may choose to see many patients a day 
but refer many elsewhere for more specialized treatment. 
In these circumstances a cavitation fee is quite unfair, but 
a grant-in-aid fits the situation. 

We all pay heavy taxation for the present Nationai Health 
Service—a fact which is not quite fair pn those patients and 
doctors who dislike its methods and do not use it.—I am, 


etc., 
Dorking. Surrey. Cyrit E. BEARE. 


Civil Service Doctors 

Sir,—The total rejection by the Howitt Committee of the 
claim of the Civil Service doctors (Journal, November 17, 
p. 1206) is yet another step towards final repudiation of the 
Spens Report by the Government. Their.claim was rightly 
based upon it. 

There is perhaps no need to dwell on the advantage to 
the profession of Mr. Bevan’s formal acceptance of that 
report, with its betterment factor to offset rising prices ; nor 
upon the inconvenience of that to a Government bent on 
economies at the expense of the public well-being. 

The vast majority of our profession are shortly to test 
further this Government’s attitude to the Spens Report at 
arbitration. We need to seize every opportunity of defend- 
ing its vital principle. It is not yet too late to insist that 
salaries for doctors in the Civil Service shall be based upon 
these principles, and thereby greatly to strengthen the case 
of the general practitioners in the battle that is opening out. 
—I am, etc., 

Civit Service M.O. 
~ 
Registrars and General Practice 


Sir,—I feel that somebody should make a protest against 
the smug and unctuous letter from “ Principal ” (Supplement, 
November 10, p. 207) on the subject of registrars. He calmly 
suggests that after taking their higher qualifications these 
men might easily get posts as assistants in general practice 
if their wives would also hire thems-ives out to the principals’ 
wives for domestic service. At first I thought it was a leg- 
pull, but obviously “ Principal ” means every word he writes. 
Words fail me to express my contempt adequately. I only 
hope that he is a solitary crank, and that there are no more 
such-like folk in our profession. 

Your correspondent also claims that the present method 
of entering general practice is superior to the old method 
of borrowing money and gradually acquiring a substantial 
asset in capital. At any rate under the old method one 
could get a practice that suited one. in a pleasing locality of 
one’s choice. “Principal's” pious advice about the 
intangible rewards of knowledge not included in textbooks 
betrays a complete self-satisfaction that I find perfectly dis- 
gusting. I can only hope that our unemvloyed registrars 
retain enough sense of humour to laugh, and that they will 
never have the misfortune to become assistants to 
“Principal” or any others of the same type, if such 
unhappily exist. As an older retired gencral practitioner | 
apologize to the young men for this smug effusion of a 
colleague and also for the insulting advice about the employ- 
ment of their wives.—I am, etc., 

Torquay, Devon. 


POINTS FROM LETTERS 


Large Lists 

Dr. H. J. Pratap (Liverpool) writes: . . . Regarding the cold 
reception Dr. R. A. A. R. Lawrence (Supplement, October 27, 
p. 186) received from the practitioners in his area, I think the 
central authority—and that is the Medical Practices Committee— 
has to be blamed to a certain extent. Is it possible that that 
particular area is already adequately served by the six existing 
practices ? And, if that is so, where are the patients on Dr. 
Lawrence’s steadily growing list coming from? The system of 
deciding an area open or closed on an average of so many 
patients per doctor is wrong and arbitrary. It should be decided 
on the merit of each particular area—for instance, density of 
population. . So far as assistantship goes, Dr. Lawrence will 
find the answer in my letter in the Supplement of October 6 
(p. 140) . . 


Expense of Travelling to Interviews 

Dr. JoHn Tupor (Blackburn) writes: With reference to the 
letter from Dr. A. G. Richards (Suppivnent, November 17, p. 222), 
I also was put to the expense of travelling from Yorkshire to 
London ex-R.A.M.C. (late 1946) for interview. I was told to 
produce my wife for inspection. After travelling back overnight 
we were told that the principal would phone his decision to our 
hotel at 9 p.m. We are still waiting for the sound of his voice 
er a cheque for the two train fares... . 


JoHN V. MAINPRISE. 
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Association Notices 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships, as follows: 
An Ernest Hart Memorial Scholarship, of the value of £250. 

A Walter Dxxon Scholarship, of the value of £250. 

Four Research Scholarships, each of the value of £200. 

These scholarships are given to candidates whom the 
Science Committee of the Association recommends as 
qualified to undertake research in any subject (including 
State medicine) relating to the causation, prevention, or 
treatment of disease. 

Each scholarship is tenable for one year, commencing on 
October 1, 1952. A scholar may be reappointed for not 
more than two additional terms. A scholar is not neces- 
sarily required to devote the whole of his or her time to 
the work of research, but may be a member of H.M. Forces 
or may hold a junior appointment at a university, medical 
school, or hospital, provided the duties of such appoint- 
ment will not, in the opinion of the Science Committee, 
interfere with his or her work as a scholar. 

Applications for scholarships must be made not later 
than March 3], 1952, on the prescribed form, a copy of 
which will be supplied on application to the Secretary, 
B.M.A. House, Tavistock Square, London, W.C.1. Appli- 
cants are required to furnish the names of three referees 
who are competent to speak as to their capacity for the 
research contemplated. 





Diary of Central Meetings 
DECEMBER 

11 Tues. Central Ethical Committee, 2 p.m. 
12 Wed. Special Meeting of Council, 2 p.m. 
13 Thurs. Special Representative Meeting, 10 a.m. 
14 Fri. Ophthalmic Group Committee, 2 p.m. 
14 Fri. Public Health Committee, 2 p.m. 
14 ‘Fri. Subcommittee on Maladjusted Children, 2 p.m. 


18 Tues. Joint Committee of B.M.A. with Pharmaceutical 
Society, 2.15 p.m. 
19 Wed. Film Committee, 2 p.m. 


20 Thurs. General Medical Services Committee, 11 a.m. 


20 Thurs. Or Committee on Marriage and Divorce, 
p.m. 


JANUARY 
2 Wed. Private Practice Committee, 2 p.m. 


3 Thurs. ese Committee on Marriage and Divorce. 
p.m 


16 Wed. General Practice Review Committee, 11 a.m 
22 Tues. Staff Side of Committee C, 10 a.m. 
22 Tues. Whitley Committee C (at 1, Richmond Terrace, 


Whitehall, S.W.), 12 noon. 


Branch and Division Meetings to be Held 


BROMLEY a s Bape | Hospital, Friday, December 
14, 8.30 p.m., Dr. Parish : reventive Inoculations.”’ 


CAMBERWELL it —At Dulwich ‘omy East Dulwich 
Grove, London, S.E., Tuesday. »,,8.45 p.m., lecture 
by Dr. D. D. Towle: “ Atonac War Tajuries’” Illustrated by a 
filmstrip. 

ney Division.—At Coventry, Thursday, December 13 
Dr. W. G. Macdonald: “ Soil Fertility and Hea th.™ Meeting of 
Central Counties Branch of British Dental Association to which 
members of Coventry Division are invited. 

Crorpon Division.—At Croydon General Hospital. Tuesday, 
December 11, 8.30 p.m., general meeting. Address by Dr. Robert 
Forbes: “ The Doctor in Court.” 


Dorset Division.—At King’s Arms Hotel, Dorchester, Friday, 
December 14, 8.30 p.m., lecture by Dr. E. S. Foote: “ Some 
Aspects of Psychiatry in General Practice.” 


East Kent Division.—At St. George’s Hotel, Eastern Esplan- ~ 
ade, Margate, Thursday, December 13, 7.30 p.m., dinner, 
8.45 p.m., address by Dr. John Taylor: “ Some Cases of Médico- 
Legal Interest.” 

ENFIELD AND Porters Bar Drivision.—At St. Michael’s 
Hospital, Chase Side Crescent, Enfield, Friday, December 14, 
8.30 p.m., clinical papers will be read as follows: Dr. H. R. 
Shepherd, “‘ Backache’; Dr. R. L. Ridge, ‘* Reminiscences ” 
Dr. S. Jones, “‘ Headache”; Dr. J. Smallpeice, “ Ophthalmic 
Dos and Don’ts.” 

GuitpForp Division.—At Royal Surrey County Hospital, 
Guildford, Thursday, December 13, 8.30 p.m., address by Pro- 
fessor A. M. Boyd: “ Surgery of the Sympathetic Nervous 
System.” 

Hastincs Division.— At Bexhill Hospital, Tuesday, December 
11, 8.15 p.m., clinical meeting 


Henpon Drvision.—At Hendon Hall Hotel, London, N.W.., 
Tose December 11, 8.45 p.m., Dr. Michael Kremer: “ Head- 
ache.” 

Iste oF WiGcHt Division.—At St. Mary’s Hospital, Newport 
Sunday, December 16, 3 p.m., general practitioners’ clini 
meeting 

LeicH Division.—At Boar’s Head Hotel, Leigh, Tuesday, 
December 11, 8.30 p.m., mecting. Address by Dr. W. Dickson: 
“Neonatal Disorders.” 

LewisHaM Dtviston.—({1) At Lewisham Hospital, 390. High 
Street, Lewisham, S.E., Friday, December 7, 8.30 p m., Dr. Stanley 
Banks: “ Some Practical Aspects of Poliomyelitis; (2) At St. 
John’s Hospital, Morden Hill, Lewisham, S.E., Sunday, December 
9, 11 a.m., clinical meeting. 


ROCHDALE Division.—At Red Lion Hotel, Lord Street, Roch- 
dale, Monday, December 10, 8.30 p.m., meeting to discuss the 
inflation of National Health Service lists, ‘the regulations to correct 
it, and their effect on the general practitioners’ work and income. 


St. Pancras Division.—At Old Library, B.M.A. House, Tavi- 
stock panes, London, W.C., Tuesday, December 11, 8.30 p.m., 
Dr. Wiiliam Evans: “ Cardiological Problems Met With in 
General Practice.” 


ScuntHorPe Division.—At Blue Bell Hotel, Scunthorpe. Satur- 
day, December 15, 8 for 8.30 p.m., annual dinner. 


SoutH Essex Division.—A: Nurses Lecture Theatre, Old- 
one deny a Romford, Friday. December 14, 9 v.m., meeting. 
ce Cardew, General Secretary, M.P.U.. will speak. Dr. 

D PP tivaasen, Deputy Secretary, B.M.A., will attend. 


SouTH-west Essex Drvision.— At Clinic Hall, Thorpe Coombe 
Maternity Hospital, Walthamstow, E., Wednesday, December 12, 
8.30 p.m., address by Dr Philip Addison (Assistant Secretary, 
= "Defence Union): “Legal Difficulties in General 

ctice.” 


WanpDswortH Division—At South London Hospital for 
Women and roy South Side, Clapham Common; S.W., 
Sunday, December 9 10.30 a.m. Clinical demonstration and dis- 
cussion on “ Closer Co-operation Between Hospital Doctors and 
the General Practitioner.” 


Wiacan Division.—At The Hollies, Wigan Lane, Wigan. Thurs- 
day, December 13, 8.15 p.m., clinical meeting. Dr. W. Dickson : 
“ Neonatal C onditions— Diagnosis and Treatment.” 


Meetings of Branches and Divisions 
BIRKENHEAD AND WIRRAL DIVISION 

The Annual Genera! Meeting was held at Birkenhead on 
October 27 and was preceded by dinner. Dr. J. A. Elliot (chair- 
man) presided, and thirteen other members were present. The 
chairman, in reviewing the proceedines of the year, expressed his 
pleasure and interest in having held office, and thanked the execu- 
tive committee and members for their support. He congratulated 
the secretary on being chosen as president-elect of the Merseyside 
Branch. Four meetings of the Division had been held in the 12 
months, the average attendance having been 27. or about 11%. 
The membership of the Division had risen from 232 in December, 
1949, to 245 in December, 1950, and 255 to date. 

Dr. David Wilkie was unanimously elected chairman for the 
ensuing year. Dr. A. V. J. Russell was unanimously e'ected vice- 
chairman for the same period. The following officers were 
elected: hon. secretary and eg Dr. R. W. L. Pearson; hon. 
assistant secretary, Dr. H. C. W. Baker. 

It was resolved that the executive committee should use its 
powers: of _co-option to cover as wide a field of interests as 
possible. The following recommendations were accented by the 
executive committee for the forthcoming session: a film show on 
November 17, a “ Triple Bill ” meeting, and a B.M.A. Lecture. 

A hearty vote of thanks to the retiring chairman, Dr. J. A. 
Elliot, was proposed by the chairman, seconded by Dr. A. J. 
O’Friel. and carried unanimously. 











Published by the Proprictors, the British Medical Association, Tavistock Square, London. W C.1, and printed by Fisher, ._— & Co., Led., 
The Gainsborough Press, St. Albans. Printed in Great Britain. Entered as Second Class at New York, U.S.A., Post Office. 














UNIVERSITy 
OF MICHIGAN. 


JAN & 19592 


MEDICAL 
LIBRARY 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY DECEMBER 15 1951 


— 





CONTENTS 


Health Centres in Hospitals. Maurice Mitman, M.D., 


F.R.C.P. - - ~ - - - - - 261 
College of General Practice - - . - - - 262 
Doctors’ Telephone Centre - - . - - = 262 

- 263 


Coal Board Salaries Up - - - . ° 


Judge Appointed to Adjudicate - - - - - 263 
Heard at Headquarters . - - - . + 263 
General Medical Council - - - - . - 264 
Correspondence - - - © - - 266 

- 268 


Association Notices - - - - - - 





HEALTH CENTRES IN HOSPITALS* 


BY 
MAURICE MITMAN, M.D., F.R.C.P. 


There is no immediate prospect of new health centres 
being built, though there is a possibility of spurious 
health centres being set up in existing unsatisfactory 
places. 

I would suggest that health centres should be set up 
in hospitals—in existing out-patient departments, or in 
enlarged out-patient departments, or even in new out- 
patient departments, but in hospitals. I am convinced 
that this is immediately practicable in many instances. 
It would do four important things : 

(1) It would integrate the general enue with the 
hospital service. 

(2) It would improve his status. 

(3) It would provide him immediately with many of his 
requirements, such as accommodation for group practice, 
ancillary services, and secretarial help. 

(4) It would integrate two important branches of the 
N.H:S. 

Out-patient departments are here, and are very little 
used at night. It is therefore practicable to use them 
for evening sessions, and in many instances they would 
be immediately available. Accommodation and equip- 
ment would be available, as well as nurses, secretaries, 
telephone operators, laboratory technicians, radio- 
graphers, pharmacists, porters, and supervisory staff. 
The organization and the administration would be 
there : it might be—it would be—necessary to extend 
the department and increase the staff, but it is easier 
and cheaper to extend than to set up an entirely new 
organization of the same type. Some hospitals are 
already committed to the extension of their out-patient 
department. Where this is being done its possible use 
as a health centre should be envisaged. -On the other 


*A speech delivered before the Kent Branch of the B.M.A. 





hand there may actually be spare accommodation in 
a hospital with large waiting-halls which are no longer 
required because of the introduction of an appointment 
system. 
Ancillary Services 

’ Even if this arrangement means no greater volume of 
pathological, radiological, and physiotherapeutic ser- 
vices, general practitioners would get them directly 
instead of having to submit their requests through 
several channels. This must result in economy and will 
ultimately allow more work to be done. The economy 
will be in the time of the patient, the consultant, the 
hospital staff, and the secretarial staff, and the result 
would -be diversion of staff to the general erase 
without an increase in numbers, 

Moreover, there might be an actual economy in the 
request for ancillary services. At present, for patients 
admitted to hospital for investigation, it is often the 
house officer or registrar who orders the investigation 
in preparation for his chief. In my: view an experienced 
G.P. investigating such a case in an out-patient depart- 
ment is more competent to decide what investigations 
need be done, and is more reasonable and more econo- 
mical in his requests than a recently qualified house 
officer. 

If ever health centres are built there will be a replica- 
tion not only of buildings, equipment, and staff, but of 
services. It is likely. that investigations conducted in a 
health centre may prove unacceptable to consultants 
admitting patients to hospital and they would be 
repeated. Here the investigations are conducted for 
the consultant and the general practitioner by the same 
staff. 

If this proposal works, consider the enormous 
economy in building, equipment, and staff. Apart from 
being easier and cheaper to extend than to set up 
de novo, the staff of a hospital are likely to be more 
efficient, the quality of the work done is likely to 
be better, there would be supervision that is 
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impossible in a health centre, the equipment would be 
better, and a wider range of investigations could be 
undertaken at the direct request of the general practi- 
tioner. 

Moreover, the convenience to the patient would be 
better served. Facilities for investigations and ancillary 
services after working hours are badly needed to allow 
patients to remain at work pending investigation. 

‘ I need not labour the advantages to be gained by the 
easy access of the G.P. to the consultant—who indeed 
would be his colleague. 


Co-ordination of Services 


The scheme would bring into closer co-operation two 
important divisions of the National Health Service—the 
local health authority responsible for the health centre 
and the regional hospital board or board of governors. 
In so far as G.P.s are servants of the third division— 
the executive council—there would be a link with this 
too. 
Lastly, if the G.P. gains entry to the hospital he will 
take his place by the side of his specialist colleague. 
Immediately his status will rise and his integration into 
the hospital service will be automatic. Once the G.P. 
is in the out-patient department many of his require- 
ments will be met, including a G.P. bed. Moreover, 
the services of a trainee G.P. or house officer who wants 
to become a G.P. would incidentally be available for 
night calls. One of the reliefs the G.P. has the right 
to expect in middle life is the relief from night calls, 
which should be undertaken by the young. 

I believe that, with the G.P. in hospital as well as in 
the patient’s home, the life of the G.P. will’ be one of 
the most interesting and most valuable in medicine. 
General practice will become the choice of many of the 
recently qualified. The “surgery” will be taken out 
of the home of the G.P. and this will reiieve his wife of 
many of her drudgeries. 








COLLEGE OF GENERAL PRACTICE 
MORE EVIDENCE COLLECTED 


Addressing the St. Marylebone Division of the B.M.A. on 
November 19, Dr. J. H. Hunt referred to suggestions sent 
by general practitioners to him and Dr. F. M. Rose after 
the publication of their letter in the medical press (see 
Journal, October 12, p. 908). They hoped to collect still 
more evidence from Divisional meetings of the B.M.A., 
from the Royal Colleges, the Society of Apothecaries, the 
Postgraduate Federation. and from the Academy of General 
Practice in the U.S.A. What they had obtained‘so far indi- 
cated that many general practitioners. felt there were at least 
nine ways in which they could be helped by a college or 
academy of general practice.- He thought that “academy ” 
might be the most suitable title in harmony with the 
Academy of their American colleagues. The nine points 
which he went on to discuss were as follows: 


Leadership and Guidance 


(1) The college would provide an academic headquarters, 
run by practitioners for practitioners, which could speak 
authoritatively for general practice, both within the profes- 
sion and outside it. It must be academic and educational, 
not political; and it must supplement the work of the 
Royal Colleges and the B.M.A. rather than compete with 
them in any way. 





(2) Such a college or academy would provide for gener=1 
practice some sort of recognized leadership, which had been 
lacking for so long. 

(3) It would be able to follow a planned and. agreed policy 
about many matters concerned with general practice, 
co-ordinating and assisting the work of the many different 
committees trying to help practitioners now. 

(4) It would have a say in undergraduate medical training. 

(5) Postgraduate teaching, even more than undergraduate 
teaching, could be helped considerably by such a college, 
which could act as a forum for exchange of views, and 
sponsor lectures and discussions and perhaps exchanges of 
visits with colleagues overseas. 

(6) Research in general practice: the encouragement, guid- 
ance, and publication of ideas that occurred to general prac- 
titioners would be a major responsibility of such a college 
or academy, together with the collection of clinical data and 
statistics and the publication of surveys. 

(7) The college would act as a repository for the traditions 
and ethics of general practice—traditions which seemed fast 
to be dying out. 

(8) It could improve the status a .2 wrestige of practitioners. 

(9) Such a body might later on be able to improve the 
quality of general practice, to set a high standard and seek 
to maintain it, perhaps with a higher diploma (obtained by 
election or examination, or both). Dr. Hunt felt that such 
a body should prove its worth for several years before such 
a diploma was considered. 








DOCTORS’ TELEPHONE CENTRE 
GLASGOW SCHEME 


The Glasgow Local Medical Committee opened on Decem- 
ber 1 a telephone message centre, BEL 1212, with day and 
night attendance. It allows doctors with automatic tele- 
phones in the Glasgow area to leave their houses un- 
attended. Before going out the doctor telephones to the 
centre and leaves with the clerk there details of his depu- 
tizing arrangements for the time he will be away; or he 
may give a telephone number where he will be personally 
available. When a patient telephones to a doctor's house 
and obtains no reply he may now ring BEL 1212, and he 
will be told who is acting for his own doctor for urgent 
cases. He then makes direct contact with the deputy’s 
house. 

It is expected that the greatest use will be made of the 
centre on the doctor’s half-holiday and at week-ends ; ‘the 
normal Post Office diversion will continue to be used for 
holiday times. Doctors with manual telephones will not 
use the centre. 

The centre is accommodated and staffed free of charge 
by the Scottish Western Regional Hospital Board. All 
expenses connected with the administration and the hire 
of the telephones from the Post Office are met from the 
funds of the Glasgow Local Medical Committee, which 
is financed by a voluntary levy from general practitioners. 

Consultants can use the service on the same ‘terms, and 
also doctors in the area of the Glasgow automatic telephone 
system who are not on the list of the executive council for 
Glasgow. Before using the service they should apply to 
the Glasgow Local Medical Committee at 257, West George 
Street, Glasgow, C.2. 


Administrative Details 

There are at present three lines obtainable by dialling BEL 1212, 
and a fourth line, BEL 1211, used only by doctors ringing the 
centre to advise their arrangements. 

Near this telephone there is a filing cabinet containing a card 
for each general practitioner on the list of the executive council 
for Glasgow, and for each consultant and general practitioner 
outside the city who has said he will use the centre. Each 
card bears the name and address (or addresses) and telephone 
number (or numbers) of the doctor, with a note of his partner(s) 
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an@® any “standing” deputizing arrangement’ he may have 
previously intimated to the committee. If he is a member of a 
group which operates a rota for off-duty time, this is stated. 

The doctor must telephone to the centre before leaving his 
house unattended, and the clerk then removes his card, marks the 
appropriate deputy or notes the telephone number at which 
the doctor may be found and the expected time of his return, 
and places the card in a Small file beside the telephones. 

When an inquiry is received the clerk can say in a few seconds 
whether the doctor is indeed off duty and give the necessary 
information, or can tell the inquirer that he has no information 
about the doctor in question and advise him to try again, in case 
he has been ringing a wrong number. By this system it is 
hoped to avoid the transference to a deputy of calls intended for 
a doctor whose telephone is dttended, with subsequent irritation 
to both practitioners, 

When the doctor returns home he notifies the centre accord- 
ingly, and his card is replaced in the filing cabinet. 

The record of doctors will be kept up to date, and new and 
altered deputizing arrangements will be noted as they are inti- 
mated to the committee. This will reduce the time spent on the 
telephone by the doctor when notifying the centre of his pro- 
posed sbsence, and increase the volume of traffic which can be 
handled with the available number of lines. 








COAL BOARD SALARIES UP 


The National Coal Board, after discussion and in agreement 
with the B.M.A., has decided to introduce increased rates of 
pay for full-time medical officers employed by the Board. 
The new salary ranges, which take effect from December 1, 
are as follows: 

Medical officers—i.e., colliery, group, and area medical officers : 
£1,250 to £1,900. 

Divisional -medical officers (except South-eastern Division): 
£1,700 to £2,300, with provision for salaries up to £2,500 in 
exceptional circumstances. 








JUDGE APPOINTED TO ADJUDICATE 


Mr. Justice Danckwerts has 
accepted an invitation of the 
Lord Chancellor to act as 
adjudicator on the remunera- 
tion of general practitioners. 
Announcing this in Parlia- 
ment on December 6, the 
Minister of Health, Mr. 
Crookshank, added, “It will 
be for him to determine 
with the parties to the 
adjudication whether the 
evidence should be made 
public.” 

Mr. Justice Danckwerts, 
who is aged 64, was called 
to the Bar in 1913, and has 
been a judge of the High 
Court in the Chancery Divi- 
sion since 1949. From 1941 to 1949 he was Junior Counsel 
to the Treasury and Board of Trade in Chancery matters and 
Junior Counsel to the Attorney-General in Charity matters. 


Eliott and Fry} 





The Ministry of Health has prepared a new leaflet (SDK) to 
explain superannuation to people who leave National Health 
Service employment. Copies have been issued to employers in the 
National Health Service to give them a ready means of answer- 
ing similar questions from employees. It is not intended that 
copies shall be automatically given to everyone who leaves the 
Service, but the Ministry has suggested that copies should be 
placed on notice boards and in staff common rooms, and that 
any officer who may be leaving the Service should be able to 


borrow a copy. 


Heard at Headquarters 








Distinguished Service 

A member of the B.M.A. with a distinguished record of 
service to the profession is Dr. Charles Frier, of Grantham. 
On November 22 members ; 

of the Kesteven Divjsion 
gave him a complimentary 
luncheon and presented him 
with a pair of silver candle- 
sticks. Dr. Frier, who is 
aged 83, qualified in 1892 
and became a member of 
the B.M.A. in 1900. For 
over 30 years he has been 
a member of the Representa- 
tive Body ; he has also been 
a member of the Conference 
of Local Medical and Panel 
Committees since its in- 
auguration. -A member uf 
the Midland Branch Cow:cil 
since 1914, he became the 
first president of the Lincolnshire Branch when it was 
formed in 1932, and he has also been honorary secretary 
and chairman of the Kesteven Division. 


Complimentary Luncheon 


At the luncheon given in honour of Dr. Frier, Dr. R. E. 
Crockatt, chairman of the Lincolnshire Branch, welcomed 
their chief guest as one to whom they had always looked 
for guidance in affairs of state and of the medical world. 
Dr. L. S. Potter, representing B.M.A. Headquarters, bore a 
letter of congratulation from the Chairman of Council, and 
reflected the opinion of many when he said that there had 
never been a stauncher friend of the B.M.A. than Dr. Frier. 
Dr. J. H. C. Clarke, M.O.H. of Kesteven, also paid tribute 
to his long and valued services to the profession and to 
the Association. Dr. J. R. Munro then presented the candle- 
sticks to him, and the company drank to Dr. Frier’s good 
health. Dr. Frier in response said he was very much touched 
by all that had been said ; and he then reviewed some of the 
changes in practice during the first half of the century, speak- 
ing particularly of contract practice, with which he had been 
intimately associated over many years. He said he had ‘been 
referred to as a specialist, which was not true unless as a 
general practitioner he could regard himself as a specialist 
in general medicine. It was often said that the consultant 
knew more and more about less and less. He had faith and 
hope that in spite of the modern trends the converse would 
never be said about general practitioners. He concluded by 
thanking the assembled company for the honour they had 
done him and for the beautiful gift they had found fit to 
bestow upon him. 


No Fooling Her 


Mr. Basil Henriques, who presides over an East End 
juvenile court, told a London audience the other day that he 
had before him a smallish girl about whose mental state he 
was uncertain. He turned to an officer and asked, “Is this 
an M.D. case ?” whereupon the gir! herself piped up, “ No, 
sir, I’m not mentally deficient, I’m educationally subnormal.” 


Are Doctors Really Necessary ? 


When a doctor visited a child the other day he was 
presented with the note reproduced below. Apparently the 
author of the note was not present, but in the course of a 
long and varied career he had been a male nurse. 

“This patient, aged 9 years, has had diarrhoea from Sunday 
p.m. and has expelled large numbers of threadworms. Could 
the patient possibly have tabs. butolan for the latter and S- 
succidine tabs. for the diarrhoea and kaolin pulv.” 
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GENERAL MEDICAL COUNCIL 
MEDICAL DISCIPLINARY COMMITTEE 


The second session of the Medical Disciplinary Com- 
mittee, set up under the Medical Act, 1950, opened in Lon- 
dion on November 28 under the chairmanship of Professor 
Davip CAMPBELL. The programme of business contained 
four applications for the restoration of names to the Register 
and complaints against thirteen practitioners. 


Restorations 


The Committee, after hearing the applicants in public and 
perusing the testimonials submitted, instructed the Registrar 
to restore to the Register the names of Donald Gordon 
Coutts and Michael Anse] Wiseman. It was unable to 
accede to an application by Stewart Quarterman Servante. 

An application was made by Mr. Illtyd Gwyn Williams, 
of Barry, Glam., whose name was erased from the Register 
at the November, 1950, session of the Committee. A petition 
was presented on Mr. Williams’s behalf containing 14,997 
signatures which had been collected in Barry in eight days 
and represented various sections of the population, including 
clergymen and ministers, nurses and pharmacists, and 
organized workers. It was stated that the organization of 
the petition was entirely spontaneous and that the applicant 
had had nothing to do with it. Testimonials to Mr. 
Williams’s character were also read from prominent local 
persons, and two members of Parliament gave evidence in his 
favour, 

Notwithstanding this, however, the Committee found itself 
unable to direct the Registrar to restore Mr. Williams’s 
name. 


Adultery During Professional Relationship 


The Committee considered the case of Arthur James Daly, 
registezed as of BM/FTLC, London, who appeared on the 
charge that he had committed adultery with Agnes Halliday, 
a married woman, of which adultery he had been found 
guilty by decree of the Divorce Division dated December 11, 
1950, and made absolute on January 23, 1951, in the case 
of Halliday v. Halliday and Daly, in which he was the co- 
respondent, and that he stood in professional relationship 
with the said Agnes Halliday at all material times. 

Mr. Gerald Howard, K.C., M.P., presented the facts to 
the Committee, and Dr. Daly was defended by Mr. Leigh 
Taylor, of Hempsons, on behalf of the Medical Defence 


Union. 


Mr. Howard said that, quite briefly, the history of the matter 
was that Mr. and Mrs. Halliday were married in 1941, and lived 
at Nelson, Lancashire. In the early part of 1947 Dr. Daly bought 
a practice in that town, Mrs. Halliday became a patient of his 
in the early part of that year, and in June, 1947, when she was 
operated on for appendicitis, he made arrangements for the 
operation. He treated her later in that year and at various times 
in the early part of 1948, and in July, 1948, with the coming 
into operation of the National Health Service Act, both she and 
her husband went on Dr. Daly’s list. In April, 1950, he was 
responsible for sending her for some form of x-ray examination. 
There was no doubt also that during these years there was social 
intercourse between Dr. Daly and Mr. and Mrs. Halliday, and 
a certain number of social visits were paid to each other’s houses. 
Adultery took place in July, 1950, at a hotel in London. 

Dr. Daly’s defence was that the first professional attendance 
was quite casual. After this he was introduced to her socially 
and friendship developed with both her and her husband. They 
lived in a comparatively small industrial town and in their own 
little circle they met frequently. It was contended on his behalf, 
therefore, that the adultery grew out of social relationship and 
was not infamous conduct in a professional respect. 

Mr. Howard suggested that it was straining the meaning of 


terms to claim that, because the two relationships, professional 


and social, existed side by side, therefore adultery must not be 
described as professional misconduct on the ground that although 
the lady was a patient she was a friend as well. 

Evidence was given by Mr. Halliday in support of the com- 
plaint, and Dr. Daly gave evidence on his own behalf and was 
supported by Mrs. Halliday and by certain evidence as to 


character. It was stated that Dr. Daly and Mrs. Halliday were 
living together and wished to marry, but the doctor’s wife had 
Not instituted divorce proceedings. 

The Committee found the facts proved, judged Dr. Daly 
to have been guilty of infamous conduct in a professional 
respect, and instructed the Registrar to erase his name from 
the. Medical Register. The decision is subject to appeal. 


Charges of Canvassing 


The Committee next considered the case of Adam Wensley, 
registered as of London Road, Retford, Nottinghamshire, 
against whom it was alleged that he had canvassed the 
patients of Dr. Kool Want, of Retford, with a view to induc- 
ing them to become patients of his for the purpose of the 
National Health Service Act, 1946. Dr. Wensley appeared 
and was legally represented by Mr. Leigh Taylor, of 
Hempsons, solicitors, on behalf of the Medical Defence 
Union. The complainants were the Medical Protection 
Society, represented by Mr. Norman Richards, counsei, 
instructed by Le Brasseur and Oakley. 


Eleven charges were set out, but one was withdrawn because 
the witness was not present and a statutory declaration was 
deemed inadmissible. In each of the cases the allegation was the 
same—namely, that Dr. Wensley had canvassed certain persons 
with a view to inducing them to transfer themselves, and in some 
cases their families, from the National Health Service list of Dr. 
Kool Want, his former partner, to his own. About ten witnesses, 
all of them Dr. Kool Waat’s patients, went into the box and 
told a similar story, that they had called at the partnership surgery 
or that Dr. Wensley had called upon them, and had said that if 
they wished to remain under !:is care they should take the neces- 
sary action with regard to their cards. One witness said that 
she understood that Dr. Kool Want was giving up practice. 

After the evidence of these witnesses Mr. Leigh Taylor submitted 
that in respect of five of the ten charges, according to the evidence 
given by the witnesses, he had no case to answer. In certain of 
these cases Dr. Wensi!ey was alleged to have said, “If you want 
me to carry on attending you, you will have to let me have your 
card.” His submission was that that was no evidence of canvass- 
ing; it was simply the statement of a fact, and there was no 
inducement offered to transfer. He had merely told these people 
what they had to do, on the dissolution of the partnership, if 
they. and their families wished to remain as his patients. No 
attempt was made to persuade them to change their doctor. In 
one of the cases the witness called at the surgery and was told 
by Dr. Wensley that the doctors were parting, and that if he 
wanted him to go on treating him he should let him have his 
card, but if he did not so want him, he need not do anything; the 
clear option was offered, and there was no inducement. 

Mr. Norman Richards, on behalf of the complainants, said that 
Dr. Wensley had stated to the various witnesses that if they wanted 
to have him as their doctor they must let him have their cards; 
there could not be a clearer case of canvassing. 


The Committee went in camera to consider these submis- 
sions and afterwards the Chairman announced that in two 
of the five cases mentioned by Mr. Taylor they had found 
that Dr. Wensley had not been guilty of infamous conduct 
in a professional respect. The other charges remained to 
be argued. 


The Case for the Responient 


* Dr. Adam Wensley, in ‘he witness stand, said that he was 
a Pole, born in 1904. He was mobilized on the outbreak of 
hostilities, and went with sections of the Polish army to 
Rumania and afterwards to France. When France fell he 
came to England and served with the Polish army here. In 
1942 he went to the Polish School of Medicine at Edinburgh 
University and qualified M.B., Ch.B. in 1946. He served 
in a hospital appointment until 1949 and was then invited 
into partnership with Dr. Kool Want, an Indian, at Retford. 
The partnership was begun in February, 1950, but no partner- 
ship agreement was ever signed. 

Dr. Want at that time was a sick man, suffering from myo- 
cardial failure, and Dr. Wensley at first did most of the work of 
the partnership. On May 11, 1951, he received a letter from 
Dr. Want’s solicitors giving a month’s notice of termination of 
the partnership. Apart from one incident there had been no 
disagreement between the parties, and the notice came to him as 
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2 complete surprise. Meanwhile he had bought a house in 
Retford, with Dr. Want’s knowledge. At the time the partnership 
ended Dr. Want had a National Health Service list of about 
3,000 and he had one of about 200. All the ais were treated 
as patients of the partnership. 

He then decided to open his own practice in Retford and 
obtained the approval of the executive council. The premises he 
ultimately obtained were away from Dr. Want’s, on the other 
side of the main centre of the town. Asked what steps were 
taken to make known to patients the dissolution of the partner- 
ship, he said that the news spread quickly through the small 
town ; he informed his own patients. A lot of Dr. Want’s patients 
asked him what they should do about changing their card. At no 
time did he invite or encourage anyone to come over to him, nor 
did. he ever intentionally suggest that Dr. Want was too ill to 
carry on practice. In the month following the dissolution of 
partnership about 500 patients—in the main those whom he had 
been treating, or members of their families—changed over td him. 
He said that some of the witnésses had misapprehended his words. 
He denied having said the things they attributed to him. For 
instance, one of the witnesses had said that he had spoken of his 

* panel ” 5 it was a word he never used. 

Asked in cross-examination whether all the witnesses were lying, 
he said that the story they had told was a complete fabrication— 
a lie. Only when patients asked him how they should proceed 
to transfer did he tell them what.to do with their cards. 

Mr. Leigh Taylor, in the course of a final speech on behalf 
of the respondent, commented on the fact thatthe aggrieved 
—_ (Dr. Want) had not been called as a witness; It would 

have been interesting to have’ heard more’ about this partnership. 

Mr. Norman Richards said that it was not just a question’ of 
partnership. The charges were in respect of canvassing, and the 
only people who could give evidence as to canvassing were those 
who were canvassed. 


After the Committee had considered the case in camera, 
the Chairman announced that it had found that none of the 
facts alleged against Dr. Wensley in the charge had been 
proved to its satisfaction. It had accordingly judged that 
he had not beer: guilty of infamous conduct in a professional 
respect in regard to any of the facts mentioned. That com- 
pleted the case. 


Alleged Adultery During Professional Relationship 


The Committee considered a charge against Griffith John 
Griffiths, F.R.C.S., registered as of De Parys Avenue, Bed- 
ford, who appeared on the charge that he had committed 
adultery with Gertrude Evelyne Hills, a married woman, of 
which adultery he had been found guilty by the decree of the 
Divorce Division of the High Court of Justice dated Febru- 
ary 2, 1950, and made absolute on March 23; 1950, in the 
case of Hills v. Hills and Griffiths, in which he was the co- 
respondent, and that he had stood in professional relationship 
with the said Gertrude Evelyne Hills at the material times. 


Mr. Griffiths was represented by Mr. Leigh Taylor, of Hemp- 
sons, solicitors, on behalf of the Medical Defence Union. The 
facts were placed before the Committee by Mr. Gerald Howard, 
K.C., M.P., on behalf of the Council’s solicitors, Messrs. Water- 
house and Co. 

Mr. Howard said that the adultery in this case continued from 
1935 to 1942. Mr. Griffiths, who at the beginning of that time 
was in general practice in Bedford, first attended Mrs. Hilis 
or her child in/ a professional capacity in 1935, and familiarity 
developed. Evidence in support of the charge was given by 
Mrs. Hills. 

Mr. Griffiths, in the witness box, said that he deeply and 
sincerely regretted this conduct, and added that long before any 
divorce proceedings were undertaken he had made 4 clean breast 
of it to his wife, who had forgiven him. 

The Committee found that the facts alleged against him in the 
charge had been proved to its satisfaction, and ‘hen asked whether 
there was any p’ea in mitigation or evidence as to character. 

Sir Gordon Gordon-Taylor said that he had known Mr. 
Griffiths, who was formerly his house-surgeon, for about 20 years. 
He was very much respected and everybody spoke well of him. 
He had the greatest regard for him, alike for his personality and 
for his keenness and ability as a surgical specialist. He was a 
member of the Council of the Section of Proctology of the Royal 
Society of Medicine. 

Mr. Edward Naggier Graham, F.R.C.S., of Bedford, also said 
that he had known Mr. Griffiths for 20 years. He was a very 
likeable type of man, kind to his patients, and held in high 
esteem in the surgical world. 





Mr. Leigh Taylor, after putting in other. testimonials, said that 
this adultery, which had ceased nine:years-ago-and for-wnich Mr. 
Griffiths had suffered deeply, was one lamentable lapse in an 
otherwise most honourable career. For fif.een years. Mr. Griffiths 
had lived in the shadow of these proceedings, and in 1949,-when 
he was beginning to think that the past was forgotten, the divorce 
proceedings relating to incidents so long ago were started. 


After the Committee had deliberated in camera the Chair- 
man announced that it had judged Mr. Griffiths to have been 
guilty of infamous conduct in a professional respect in rela- 
tion to the facts set out in the charge, but it had not seen 
fit to direct the Registrar to erase his name from the Register, 
and this closed the case. 


Cases Arising from Convictions 


The Committee considered the case of Henry WJharles 
Coutts Hackney, registered as of Kelvedon Common, Brent- 
wood, who appeared on the charge that in July last he was 
convicted at the Central Criminal Court on an indictment 
that he had conspired with other persons to cheat and 
defraud by false pretences and that with intent to defraud 
he had obtained from one Jack Lawrence Wood £100, and 
had been ordered to be imprisoned for nine months. The 
conviction was admitted, and particulars were given of some 
previous convictions: In May, 1944, his name had been 
erased from the Register and was restored in December, 1950. 
A solicitor gave evidence for Dr.- Hackney, whom he had 
known for more than 20 years. He had never heard a word 
against his professional reputation, but he was foolish in 
some other matters. He had been misled and had got into 
bad company. The Committee instructed the Registrar to 
erase the name from the Registe>. 

The case next considered was that of Patrick Joseph 
Conlin, registered as of Mardy, Ferndale, Glamorgan, against 
whom it was alleged that in September, 1950, he had been 
convicted at Chesterfield of being in charge of a motor-car 
while under the influence of drink. It was stated that there 
had been previous convictions for similar offences, and his 
name was erased from the Register in 1942, but restored in 
1945. The Committee decided to give Dr. Conlin one further 
opportunity, and postponed judgment until November, 1952, 
when he will be required to appear with testimonials. 

The Committee considered the case of William Allan, 
registered as of Burnley Road, Sowerby Bridge, Yorkshire, 
who appeared on the charge that he had been convicted on 
April 12, 1951, at Todmorden of driving a motor-car while 
under the influence of drink. There had been previous con- 
victions for similar offences and Dr. Allan had appéared 
before the General Medical Council in 1946, when judgment 
was postponed. There were various subsequent adjourn- 
ments of the case in view of the fact that Dr. Allan was in 
hospital receiving treatment. It was stated that he was now 
again receiving treatment, which was having satisfactory 
results. Dr. Allan said that he had mastered his tendency to 
alcoholism, and only broke down on the occasion which 
led to this last conviction owing to overwork. The Chairman 
said that this was not the first time that Dr. Allan had 
appeared before them, and the Committee took a serious 
view of such’cases. To give him one more opportunity they 
would postpone judgment until November, 1952, when he 
would be required to appear with testimonials. 

The next case was that of Patrick Kennedy, registered as 
of East Dulwich Road, London, 'S.E., who appeared on the 
charge that he had been convicted at Birmingham in 1949 
and at Bow Street in 1951 of being drunk. It was stated that 
Dr. Kennedy was before the General Medical Council in 
1941 after similar convictions and judgment was postponed 
until 1943, when the Council did not see fit to erase his name. 
The Chairman said that here again they would give the 
doctor a further opportunity and postpone judgment until 
November, 1952. 

The last case was that of Hugh McNicholl, registered as of 
High Road, Mottingham, who appeared on the charge that 
he had been convicted at the Maidstone quarter sessions in 
March, 1951, of being in charge of a motor vehicle while 
under the influence of drink and had been ordered to be 
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imprisoned for six calendar months and disqualified from 
holding a driving licence for seven years: It was stated that 
there had been similar convictions in 1939 and 1942, and 
an inquiry before the General Medical Council in November, 
1942, when judgment was postponed until November, 1943, 
and then it was decided not to erase the name. Testimonials 
as to Dr. McNicholl’s high character in his profession were 
read from Mr. E. Hesketh Roberts, F.R.C.S., and otherss,7In 
the witness box Dr. McNicholl said that at the time of this 
occurrence he was suffering severely from influenza, and in 
fact had just installed a locumtenent (who also gave evidence) 
in his practice to take over until his recovery. He had taken 
very little alcohol, and was prepared to give an undertaking 
not to take any. In this case also the Committee postponed 
judgment until November, 1952, when Dr. McNicholl would 
be required to appear and furnish testimonials from his pro- 
fessional brethren or others. 





Correspondence 








Discipline in the N.H.S. 


§ir,— You have once again raised the matter of disciplinary 
action against doctors (Journal, November 24, p. 1267). It 
seems to me that there is a fundamental principle involved 
here of the widest application. The tribunal before which 
cases are brought has not the power of life and death, but 
it has the power of something not very far from it—the 
power to prevent a doctor from earning his living. It has 
also the power to inflict heavy fines. 

The independence of the judiciary from the executive is 
the strongest safeguard of liberty we possess. Destroy that 
independence and dictatorship is at hand. Yet here we have 
a body, the tribunal, existing side by side with the judiciary, 
wielding similar powers, but lacking entirely in the proce- 
dures and safeguards which represent the accumulated legal 
wisdom of centuries. Such a dilution can only result in a 
weakening of the judiciary, with disastrous possibilities. If 
the machinery set up by the Minister of Health is accepted 
as a precedent, what is to prevent other Ministries setting up 
similar machinery? The Ministry of Food might set up 
a tribunal to deal with offences against food regulations, the 
Ministry of Fuel one to deal with offences against fuel 
regulations. These are not exact parallels but they are near 
enough. 

The Ministries are at present sufficiently powerful in all 
conscience. Add to their powers to regulate the details of 
our daily lives the power to supplant the courts of law, and 
the liberty of the citizen, already lopped and pruned, will 
be cut off at the root.—I am, etc., 

Peebles. 


W. A. S. THom. 


Deplorable Interference 


Sim,—This is a serious letter of protest on behalf of the 
medical staff of the Torbay Hospital in connexion with the 
decision of the South-western Regional Board to take over 
the septic beds for the housing of tuberculous cases. These 
wards consist of seven or eight beds in three rooms, in a 
block off a main corridor, a few yards from the children’s 
ward and maternity block. 

The Torbay Hospital, an acute area hospital of some 170 
beds, was considered during a survey in 1947 as being too 
small in alkdepartments for the demands made on it. We on 
the staff know only too well how true this is, in common, 
I am sure, with similar conditions in most busy hospitals. 
The demands on our beds have been increasing yearly and 
even more so since the appointment of new specialists, all 
of whom would like a bed here and there. 

It is a serious business to lose the septic block, for it 
means that the infected, unpleasant, noisy, and otherwise 
exceptional cases from any departments will not be able to 
be isolated. The local public have been told this by the Press 


and there is much indignation. Through the Fellowship for 
Freedom in Medicine the matter has also “been raised in 
the national press. 

Alternative accommodation for these tuberculous cases 
was swept aside on various pretexts, and it seems that the 
main object of the planners was to save expense—another 
example of cheapening medicine, using the word in both 
senses ; a deplorable interference which we have to waste 
time fighting; a senseless bureaucratic ordering about, in 
ignorance of local affairs, to fit some prearranged pattern. 

So far the difficulties confronting the matron, the protests 
of the medical staff and management, and the indignant press 
have had no visible effect: the decision to deprive the 
hospital and the public of these precious beds still exists. It 
might be helpful if similar problems threatening other 
hospitals were ventilated in your correspondence columas.— 
I am. etc., 


Torquay. W. ETHERINGTON-WILSON. 


Government Committee on General Practice 


Sir,—I am perturbed at the apparently short-sighted recep- 
tion, as reported in your columns, given by the Conference 
of Local Medical Committees (Supplement, November 10, 
p. 197) and the members of Council (Supplement, Novem- 
ber 17, p. 209) in regard to the evidence to be given before 
the Government Committee on General Practice. 

The questionary circulated by this Government committee 
is a tricky document. Most of the questions are of the 
“Have you stopped beating your wife yet?” variety. 
Nevertheless, there is little doubt that the report, if ever 
published, will be the guiding star for future administrators 
of general practice for many years to come. 

General practitioners hope that the B.M.A. is capable of 
rising to the occasion with more success than in 1948. The 
proposal that the B.M.A. should co-operate with the numer- 
ous other medical bodies who are at present quietly and 
busily submitting evidence on their own, by submitting a 
unified report, appears to me to be sound and statesmanlike. 

Your report that Council “ decided to let the matter go 
on for the time being” is a fair reflection on the present- 
day attitude of the B.M.A. towards general practice. I 
trust that other G.P.s will watch carefully all future state- 
ments made regarding the submission of evidence to this 
committee:—I am, etc., 

Batley, Yorks. James A. Warp. 


Civil Service Doctors 


Sir,—The unanimous verdict of the medical press on the 
Howitt report may be summarized in the words of the 
Medical Officer of November 24 (p. 208): “If ever a com- 
mittee has miscalculated the law of supply and demand in 
relation to material that should be of the best quality, here 
is the example of it.” My purpose in adding my small 
contribution to the clamour is to stress how urgent is the 
need for action and to indicate the type of action required. 

Urgency is indicated because of danger to the Government 
doctors, to the profession as a whole, and to the country. It 
might be said that men who have waited three and a half 
years for their increases can wait a little longer, and that 
a man should be able to live on a provincial maximum of 
£1,625. But Government doctors ‘with pre-war salaries of 
£1,150 or £1,200 naturally entered into commitments which 
they can no longer meet, and some of them already have 
substantial overdrafts. The danger to other members of the 
profession is not only that the Howitt proposals “ wil! 
obviously be used as a focal point for an attack on the 
remuneration of consultants and general practitioners ” (and 
on that of university staffs, local-government doctors, etc.),- 
but also that these proposals, unless vigorously resisted, will 
enable the Treasury to carry out the policy of divide and 
conquer. For example, it does not take much imagination 
to see that, if the consultants take no interest in the welfare 
of the doctors in the Ministry of Health, the latter might in 
retaliation suggest to their poiitical head that a substantial 
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saving could be achieved by reducing distinction awards. A 
situation in which 25 doctors have,left the Ministry of Health 
within three years, and inf which*the Ministry and Depart- 
ment of Health have advertised vacancies in England and 
Scotland respectively but have been unable to fill them, is 
manifestly dangerous to the country, and might be disastrous 
in the event of war or of~a major epidemic; and to fill 
responsible posts with doctors of inferior quality would 
be akin to sabotage. 

The B.M.A. and the appropriate Civil Service associations 
submitted a claim for increased remuneration of Government 
doctors in 1949. The then Chancellor declined to negotiate, 
but in 1950—faced with a complete ban on advertisements— 
he adopted the stalling device of seeking the opinions of a 
committee of his owh nominees ; and that committee, which 
was in no sense an arbitration tribunal, has now given its 
advice. I understand that at the beginning of November 
the Chancellor was informed in writing that negotiations on 
the 1949 claim had not yet taken place. Since then one 
month has already elapsed. 

I suggest, Sir, that if negotiations have not made sub- 
stantial progress before the next meeting of the Council of 
the Association, the Council should forthwith impose a ban 
on advertisements for all medical posts in Government 
employment, full-time or part-time, permanent or temporary. 
Such drastic action will not only ensure more rapid con- 
sideration of the claim, it will also avert the very real 


danger of responsible posts being filled by third-raters.—I 


am, etc., 
GOVERNMENT M.O. 


History at a Glance 


Sir,—Since the initiation of the National Health Service 
I have felt the need of a condensed previous history of my 
patients. For the past two and a half years I have been 
using a rubber stamp which fits into the upper right-hand 
corner of the record envelopes, Forms E.C. 5 and 6. The 
stamp measures 2 in. by 3 in. and is set out as follows: 
Pert /Mea/SF/Mum 
GM/CP/Dip/Glas......... 


ee 


The following diseases are thus represented: pertussis, 
measles, scarlet fever, mumps, german measles, chicken-pox, 
diphtheria. Form O.S.C.1, if issued, is entered against 
“ Glas,” and the entries against “ Blood” are the Rh factor 
and other blood groups. The free space beneath is left for 
other important illnesses relevant to the patient’s history. 
If the patient has had, or develops, a disease shown on the 
stamp, that disease is crossed out. ; 

The use of this stamp rules out the necessity of going 
through all the patient’s records in search of previous history. 
I can turn to the back of the envelope and see at a glance 
what I want to know. I suggest that something similar 
could be incorporated in future issues of Forms E.C. 5 
and 6.—I am, etc, 

Bristol. P. S. SINCLAIR. 


Payment of Dispensing Doctors 


Sir,—At this time, when so many aspects of general prac- 
tice are under review, may I plead the cause of that hard- 
worked individual, the dispensing doctor ? 

Few rural practices will support a secretary-dispenser, and 
for the vast majority the system whereby prescriptions are 
dispensed against Forms E.C.10, which are then sorted and 
sent to the pricing bureau, is far too time-consuming. . If 
the doctor dispenses on a capitation fee, there will often be 
occasions when he wishes to provide a drug which does not 
figure on the arbitrary list of “specially expensive drugs ” 
but which will absorb his dispensing fees for many patients 


for several years at one stroke. It is surely asking too much | 


of the doctor to make him undertake the extra burden of 
dispensing, with the prospect of being actually out of packet 
on this part of his work. 


The remedy is simple. Let it be recognized that in certain 
areas, where the services of a retail pharmacist afe not avail- 
able, the doctor undertakes to dispense for his patients. For 
this service he should receive a small capitation fee of, say, 
2s. 6d. per annum. Let him obtain his stock of drugs either 
from the manufacturers or from wholesale chemists free— 
possibly on special order forms provided by the executive 
councils—and let these order forms, duly certified by the 
doctor, be presented by the suppliers for payment. In this _ 
way no doctor need worry about a prospective loss in his 
dispensary account ; fluctuations in drug costs will not affect 
methods of payment; and prescribing costs will be more 
easily checked by executive councils.—I am, etc., 


Newbury, Berks, JOHN RICHARDS. 


Off School 


Sm,—I would like to draw your attention to a practice 
which is becoming increasingly prevalent in my area and 
which I feel is unnecessarily wasting the valuable time of 
the general practitioners—namely, the increasing demand of 
school-masters for a medical certificate when a child is away — 
from school for even a short time. Previously, when a child 
had a minor upset necessitating a short absence from school 
a note from the mother to the school was considered 
adequate. Now not a small proportion of the children 
who attend my surgery do so only for a medical certificate. 

Could not general practitioners in areas where this prac- 
tice is frequent combine in refusing to give certificates to 
schoolchildren, thus allowing ourselves to devote more time 
to the children whose mothers need our advice as doctors ? 
—I am, etc., 


London, S.E.16. JOSEPH ARMSTRONG. 


Compulsory Retirement 


Sir,—Reference the letters appearing in the Supplement on | 
this subject, I wish to support the views expressed. As one 
who has been hit financially in two world wars, I have 
endeavoured to find employment on medical boards, but find 
G.P.s with maximum panel practices preferred to retired 
doctors. I appeal to the B.M.A. to take up the plight of 


retired doctors.—I am, etc., 
Southport. S. THeo. BecGcs. 


POINTS FROM LETTERS 


Tracing Patients 

Dr. D. LeiGu (Wantage, Berks) writes: Drs. D. M. Bladon and 
C. §S. Shepherd complain bitterly of the purging of their lists 
(Supplement, November 24, p. 231). I should like to say that I 
consider the executive council’s action definitely in the best 
interest of the Coventry doctors. Dr. Bladon admits that the old 
practices are much harder hit than the new ones. This is the 
crux of the matter. New doctors have to do something actively 
for practically every patient that signs on. Their lists are com- 
posed very largely of living patients that are or have been recently 
in need of care. The older a practice gets, the more patients 
will there be on the list that have been missed by the council 
when they should have been removed. One can assert that, as a 
general rule, the younger the practice the more work is done per 
1,000 patients on the list. It is utterly immoral that old-established 
practices with huge numbers of defunct patients should keep the 
capitation rate down for the active young -practices. .. . 


Declining Capitation Fee 

Dr. Dents P. FitzGeratp (London, E.10) writes: May I 
endorse whole-heartedly the opinions expressed by Dr. P. P. 
Slater (Supplement, November 24, p. 231)? I think the medical 
profession, particularly the general practitioner, has been’ more 
than disgracefully treated by an incompetent body of administra- 
tors, even though I have had the good fortune of being appointed 
to a practice under the N.H.S. Why cannot we have leaders 
with the spirit of women like Dr. Slater ? Surely our profession 
must have a few thousand with her point of view, and must this 
“vicious exploitation,’ as she so aptly puts it, go.on and on 
with an occasional irate practitioner writing a letter in the 
Supplement when the spirit moves him ? 
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H.M. Forces Appointments 











ROYAL NAVY 


Acting Interim Surgeon Lieutenant-Commander T. C. Barras 
has been transferred to the Permanent List of the R.N., in the 
rank of Acting Interim Surgeon Lieutenant-Commander. 

Acting Interim Surgeon Lieutenant-Commander (Emergency) 
J.P. Griffiths to be Surgeon Lieutenant-Commander (Emergency). 


ARMY 


Major-General K. A. M. Tomory, C.B., O.B.E., K.H.P., late 
R.A.M.C., has retired on retired pay. : 

Brigadier (Temporary Major-Genera!) A. J. Beveridge, O.B.E.., 
M.C., K.H.P., late R.A.M.C., to be Major-General. 

Brigadier F. K_ Escritt, O.B.E., late R.A.M.C., has been 
appointed a Deputy Director, Medical Services, and has been 
granted the temporary rank of Major-General. teed 

Colonel F. C. Hilton-Sergeant, late R.A.M.C., to be Brigadier. 

Colonels W. C. MacKinnon and T. H. Twigg, late R.A.M.C., 
have retired on retired pay. : 

Colonel J. W. Hyatt, late R.A:M.C.,, having completed four 
years in the rank, is retained on the Active List supernumerary to 
establishment. 

Lieutenant-Colonels A. N. B. Odbert, O.B.E., and S. W. K 
Arundel, from R.A.M.C., to be Colonels. 


HouseHOLD CAVALRY 


R.H.G.—Surgeon Major H. A. Ledgard to be Surgeon 
Lieutenant-Colonel 


ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel W. H. Hargreaves, O.B.E., has been 
seconded under the Foreign Office. 

Majors K. P. Brown, M.B.E., and J. C. Watts, M.C., to be 
Lieutenant-Colone!'s. 

Majo: F. McKibbin, O.B.E. (Retired and Re-employed), has 
reverted to retired pay and has been restored to the rank of 
Colonel on ceasing to be re-employed. _ Pag 
woe A. R. Laing, from Short Service Commission, to be 

ajor. 

Captain M. G. Jackson-Smyth to be Maior. 

Short Service Commission, Type “ B.”"—Major W. S. Angus has 
retired, receiving a gratuity. P 

Short Service (Specialist) Commission —Mayjor D. G. Milne has 
+ lg having received a gratuity. Captain M. M. Munro to be 

ajor. 

Short Service Commissions.—Captains C. A. G. Duffy, L. F. 
Jeffcoat, T.D., P. K. Murphy, and V. O. G. Smyth to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 


Major-General O. W. McSheehy, C.B., D.S.O., O.B.E., late 
R.A.M.C., having attained the age limit of liability to recall, has 
ceased to belong to the Reserve of Officers. 

Colonels (Honorary st rag? E. M.. Townsend, M.C., G. S. 
Dongins, A. R. Oram, O.B.E., M.C., and J. S. K. Boyd, O.B.E., 
late R.A.M.C., having attained the age limit of liability to recall, 
have ceased to belong to the Reserve of Officers. 

Colone! T. H. Sarsfield, O.B.E., late R.A.M.C., having attained 
the age limit of liability to recall, has ceased to belong to the 
Reserve of Officers. 


Roya, Army MEDICAL Corps 


Major (Honorary Colonel) B. E. Schlesinger, O.B.E., having 
attained the age limit of liability to recall, has ceased to belong 
to the Reserve of ‘ 

Major (Honorary Lieutenant-Colonel) I. Buchanan, having 
attained the age limit of liability to recall, has ceased to belong 
to the Reserve of Officers. 

Major (Honorary ‘Lieutenant-Colonel) J. W. Crofton has ceased 
to belong to the Reserve of Officers. , 

Majors I. C. Thomson and E. W. Vincent have ceased to belong 
to the Reserve of Officers. __ 

Captain (War Substantive Lieutenant-Colonel) J. C. McGrath, 
M.C., having attained the age limit of liability to recall, has 
ceased to belong to the Reserve of Officers, and has been granted 
the honorary rank of Colonel. 

Captain (Honorary Major) C. G. O’Driscoll has ceased to 
belong to the Reserve of Officers. 

Captain J. H. T. Challis, having attained the age limit of liability 
to recall, has ceased to belong to the Reserve of Officers, and has 
been granted the honorary rank of Major. 


COLONIAL MEDICAL SERVICE 


The followin 
M.B., Ch.B., M. Officer, Grade B. Health Depart- 
ment, Trinidad; F. G. Domaingue, M.B., B.S:, D.T.M.&H.., D.A., 
Specialist (Anaesthetist), Mauritius; M. A. Fawkes, M.B., D.P.H., 

enereal Diseases Spec 
Ch.B., Alienist Specialist, Gold Coast; S. C. Kuo, M.B.. BS., 
M.P.H., Medice| Officer, Hong Kong; R. F. Payne, M.R.C.S., 


ge have been announced: M. A. Byer, , 
P.H., Medi 


pecialist, Trinidad; E. F. B. Forster, M.B.,° 





L.R.C.P., Medical Officer, Fiji; J. G. Grounds, M.B., Ch.B., and 
D. O'Keefe, F.R.C.S., Medical Officers, Kenya; D. M. Cassidy, 
M.B., Ch.B., and.P. G. W..A. Lorhmerse. M.B., Ch.B., Medical 
Officers, Tanganyika ; P. I. Franks, M.R.C S., L.R.C.P., D.O.M.S., 
Medical Officer, Federation of Malaya; W. A. S. George, M.B., 
Ch.B., Medical Officer, British Honduras; J. D. Macgregor, 
M.B., Ch.B., Medical Officer, Sierra Leone; C. J. Berry, M.B., 
Ch.B., Temporary Medical Officer (Pathologist). Nigeria ; Miss 
K. M. Ellis, M.B., Medical Officer, Nigeria; J. A. Mahoney, 
M.R.C.S., L.R.C.P., Medical Officer, Gambia; K. M. Mehta, 
MB. B.Ch., Surgeon, North Borneo. 


Association Notices 


Diary of Central Meetings 
DECEMBER 








14. ‘Fri. Ophthalmic Qualifications Committee, 1 p.m. 

14 ‘Fri. Ophthalmic Group Committee, 2 p.m. 

14 Fri. Public Health Committee, 2 p.m. 

18 Tues. Building Committee, 2 p.m. 

18 Tues. Join: Committee of B.M.A. with Pharmaceutical 
Society, 2.15 p.m. 

19 Wed. Education Conference Subcommittee, [nter- 
national Relations Committee, 11.15 a.m. 

19 Wed. Film Committee, 2 p.m. 

20 Thurs. General Medical Services Committee, 11 a.m. 

20 Thurs. rr Committee on Marriage and Divorce, 

vom JANUARY 
2. Wed Private Practice Committee, 2 p.m. 
3 Thurs. eeeae Committee on Marriage and Divorce, 
p.m. 

7 Mon. Armed Forces Commitfee, 2 p.m. 

16 Wed. General Practice Review Committee, 11 a.m. 

22 Tues. Staff Side of Committee C, 10 a.m. 

22 Tues. Whitley Committee C (at 1, Richmond Terrace, 
Whitehall, S.W.), 12 noon. 

FEBRUARY 
6 Wed. General Practice Review Committee, 11 a.m. 


Branch and Division Meetings to be Held 


SUTHERLAND Division.—At Sutherland Arms Hotel, Lairg, 
Wednesday, December 19, 6 p.m., B.M.A. Lecture by Professor 
Stanley Alstead: “ The Medical Knowledge of William Shake- 
speare.” A dinner will follow. 


Meetings of Branches and Divisions 
West BROMWICH AND SMETHWICK DIVISION 

At the Annual General Meeting of the Division, held on 
November 18, the following officers were elected for the 1951-2 
session: chairman, Dr. G. J. Garratt; deputy chairman, Dr. E. 
Condon; hon. secretary and treasurer, Dr. C. E. Matthews; 
Asst. hon. secretary and treasurer, Dr. L. T. H. Mills; representa- 
tive on the Representative Body, Dr. D. Sak!atvala ; representative 
on the Branch Council, Dr. L. T. H. Mills; Executive and Ethical 
Committee, Dr. Clyde McKenzie, Dr. J. H. Mitchell, Dr.» A. M. 
Stevens, Mr. W. E. Wimberger. 

On vacating the chair and installing the new chairman, Mr. 
W. E. Wimberger thanked the members for the support they had 
given him during his year.of office, during which he thought they 
had achieved a very useful year’s work. He expressed his wishes 
to Dr. Garratt for a happy year as chairman of the Division. 

In reply, Dr. Garratt expressed his thanks and appreciation to 
the Division for electing him chairman, an office which he would 
do his utmost to fill with efficiency and dignity. He thanked 
Mr. Wimberger for his services during the year. Mr. Wimberger 
suitably replied. 

The chairman also expressed, on behalf of the Division, thanks 
to the retiring hon. secretary, Dr. Lewis, and the assistant hon. 
secretary, Dr. Mills, for their work during the year. He also 
expressed, on behalf of the Division, congratulations and good 
wishes to Dr. Lewis on his new appointment, to which Dr. Lewis 


replied. 
: HOLLAND Division 

A meeting of the Division was held at Spalding on November 
2. There was a very good attendance, and after supper the 
meeting was addressed on “ Backache” by Mr. H. E. Harding 
(Dean of Westminster Hospital Medical School). He stressed 
the imporiance of real team-work between general practitioners 
and consultants in the investigation and subsequent treatment of 
this common and often intractable complaint. He kept his 
audience keenly attentive until a late hour. On the motion of 
the chairman, Dr G. Walker, he was most ‘cordially thanked 
~ address and for his kindness in journeying from London 
to deliver it. 
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REFORM OF THE NATIONAL HEALTH SERVICE 
SPECIAL REPRESENTATIVE MEETING 


A Special Representative Meeting of the Association was 
held in the Great Hall of B.M.A. House,- London, on 
Thursday, December 13. The meeting, which was held 
on the requisition of the Council, was called to consider 
the First Interim Report of the Council on the Reform 
of the National Health Service. This report was published 
in the Supplement of October 13. Dr. S. Wanp (Birming- 
ham) was in the chair, supported by the CHAIRMAN OF 
Councit (Dr. E. A. Gregg). The recomméndations, which 
numbered 26, were introduced by Dr. H. H. D. SUTHER- 
LAND, chairman of the Amending Acts Committee. The 
total number of motions and amendments on the paper was 
over 200, and it was intimated that only by sitting late and 
by the closest attention to business could the task before 
the meeting be completed in one day. 


Agenda of Annual Representative Meetings 


Before the main business was reached a proposal was 
made by the Agenda Committee that the time-table for 
the publication of the Council’s report and submission of 
motions for the Annual Representative Meeting should be 
altered so as to meet a desire that the actual agenda of the 
meeting, as distinguished from a list of motjons and amend- 
ments received, should be published in the Journal a week 
or so before the meeting so that Divisions and «Branches 
might have time to instruct representatives. This would be 
met by a rearrangement of the time-table for the.meeting of 
1952 by which the publication of the agenda would be in 
the Supplement of June 21, the meeting beginning on July 3. 
An alteration in standing orders was therefore necessary 
whereby motions must be received three weeks before the 
meeting and not, as at present, two weeks. A motion to 


this effect was carried. 


THE AMENDMENT OF THE ACT 


Dr. H. H. D. SUTHERLAND moved on behalf of the Council 
the reception of the First Interim Report on the Reform 


of the National Health Service. He said that in present-. 


ing this report they were conscious of the magnitude of 
the task. This was a great constructive effort of the 
Association on behalf of the country. The National Health 
Service was now in action and was not working nearly as 
well as it should. It did not at present give the best service 
to the community and it caused anxieties and frustrations 
among all sections of the medical profession. At its meet- 
ing in Southport in 1950 the Representative Body set up a 
new Amending Acts Committee. That Committee produced 
its first report to the Council, which requested the observa- 
tions of the three Stahding Committees concerned with the 
Service. They were grateful to those three Committees for 
their considerable effort to help the Amending Acts Com- 
mittee. The object of the report was to make the Service 
not only more harmonious but one in which all sections 
of the profession might co-operate with good will for the 
benefit of the others. They wished to make the National 
Health Service a great success. Before they got down to 
details it was only proper to acknowledge with gratitude 
the service of the Secretary, Dr. Stevenson. They were 
grateful also to Dr. Macrae, the Association Secretary, and 
Dr. Clegg, the Editor of the Journal. The number of 
motions and amendments on the paper bore testimony to 
the excellent work of the Divisions all over the country. 
Let it be clearly understood that none of them were seek- 
ing any sectional interest nor any unfair and invidious 
advantage. 
Motion for Postponement 

Dr. G. M. IRELAND (Lothians) moved: 

That, as the general practitioner must be given a pivotal place 
in the National Health Service and as policy directed to this 
end cannot be framed until the General Practice Review Com- 
mittee reports, this meeting take no firm decisions, at this stage, 
relating to the amendment of any part of the Act, but concern 
itself with consideration of the arbitration recommendations. 


The Division had tabled this motion because it felt that 
the present policy of the Amending Acts Committee might 
tend to make things worse rather than better. All of them 
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believed that some form of arbitration must be devised, and 
at that Conference they should go carefully into the arbitra- 
tion proposals. All were agreed that the general practi- 
tioner held a central place in the Health Service, though 
that did not mean that other branches were unimportant. 
All were agreed that things were not right in general prac- 
tice. The first step was to find out what was wrong. The 
Council took that view when it appointed the General 
Practice Review Committee, which hoped to complete its 
remit in about three months. 
sion would have ample material on which to form an 
opinion, but even at that stage it was premature to embark 
on amending the Act. All this would take time, and two 
years was surely a very short time in view of the magnitude 
of the task. If their aim was to improve the Service the 
time spent would not be wasted. Might not something be 
left to the mellowing influences of time, which existed in 
human affairs as they did in nature? His Division dis- 
approved of a patchwork policy. They thought the best 
way to do things was to do them better than they had been 
done before, and this could not be done until the General 
Practice Review Committee had reported. 

Dr. T. MILLING (Bristol) said that many of them were 
disappointed to find that the bulk of the interim report 
seemed to be devoted to hospital and consultant ‘practice and 
very little of it to general practice. No consultants were 
starving, some general practitioners and newly qualified men 
were starving—they were starved of hope, and some of them 
were starved of food. The motion by the Lothians was a 
go-slow and wait-and-see motion and he hoped it would be 
turned down so that the Amending Acts Committee would 
be stimulated to get on with the general-practitioner side 
of the job. 

Dr. C. P. WaLtace (Guildford) also strongly opposed the 
motion for postponement. 

Dr. G. M. IRELAND, in reply, said that the Association 
would find itself in very great difficulty unless it defined its 
policy, and if it was going to define its policy it must do 
so in an atmosphere of quietness and study. That was why 
he regarded the General Practice Review Committee as of 
fundamental importance. Having heard what that Com- 
mittee had to say, the members might find that many of 
the things they decided to-day would be difficult to carry 
into effect. He earnestly asked the meeting to support the 
motion. 

The motion for postponement was lost. 


THE SERVICE AS A WHOLE 
Proposed Court of Arbitration 


Dr. SUTHERLAND proceeded to move the first of the 
Council’s recommendations : 

That an Amending Act should provide for the establishment of 
a National Health Service Court of Arbitration to which could be 
referred by the Ministers or representatives of the management 
or staff side of Whitley Council disputes on the terms of service, 
including remuneration, whether existing terms or new terms 
affecting any section of the profession. 

An amendment by North Glamorgan and Brecon, that 
the words “ without the consent of either party ” be inserted 
after the word “ remuneration” was adopted. It was also 
agreed that the words “ or individual member” be inserted 
after the word “section,” and that the following words be 
added at the end of the recommendation: “ But that the 
proposed arbitration on remuneration should be carried to 
a conclusion without waiting for the passing of any amend- 
ing Act.” The meeting agreed that under no circumstances 
would it be prepared to accept a postponement of arbitra- 
tion on remuneration. 

The recommendation as amended was adopted. 

Dr. SUTHERLAND next moved: “That the Court should 
have power to settle such disputes.” 

This motion was carried. 

The next recommendation of Council was, “That the 
terms of service settled by the Court should be legally 
binding and enforceable.” 


SPECIAL REPRESENTATIVE MEETING 


When it did so the profes- - 
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This recommendation was adopted, with the amendment, 
proposed by Aldershot and Basingstoke, Southampton and 
Portsmouth, that the words “on both sides” be added after 
the word “ enforceable.” 


Composition of Arbitration Court 


Dr. SUTHERLAND next moved: 

That the Court of Arbitration should be composed of a 
legally qualified, independent president appointed by the Lord 
Chancellor on a permanent basis, with other members having 
special knowledge of the subject matter and being selected, in 
equal numbers, by the Lord Chancellor from panels nominated 
respectively by the management side and the staff side of the 
appropriate committees of the Medical Functional Council. 


The Council, he said, had great respect for the Lord 
Chancellor as the head of the judiciary of this country and 
believed that he would appoint an independent and suitable 
president of the court. It was important that the other 
members should have a special knowledge of thé subject 
matter with which the court would deal and should not be 
merely ordinary assessors. With regard to the staff side 
of the court, if the matter dealt with concerned consultants 
the persons appointed to the staff side would be consultants, 
and if the matter concerned general practitioners or public 
health the persons appointed to the staff side would be 
general practitioners or public health medical officers. 

Dr. H. F. Morrit (North Glamorgan and Brecon) moved 
as an amendment that the court of arbitration should be 
composed of a chairman and two other members, who 
should be a lawyer and an actuary. 

Dr. SUTHERLAND, in opposing the amendment, said that 
neither the lawyer nor the actuary appointed might have any 
knowledge of the matters dealt with by the arbitration court. 

Dr. J. A. Gorsky (Westminster and Holborn) said that the 
Council was asking for a court of arbitration on the lines set 
out in various other Acts, particularly the Transport Act, 
where it was laid down that the chairman should be indepen- 
dent and that all the members should be elected because 
they had a special knowledge of transport and railway work. 
What was conceded to the transport and railway workers 
must be conceded to the medical profession. It was essential 
that the members of the court of arbitration should have a 
complete knowledge of medical and pharmaceutical matters. 

The amendment was lost. 

Harrow desired the insertion of the words after “ Lord 
Chancellor” “in consultation and agreement with the pro- 
fession and the Minister of Health.” Dr. J. B. W. Rowe 
said that the Council appeared to envisage the Lord 
Chancellor appointing the president of the court on his own 
unaided initiative. The only qualifications for the president 
were that he should be legally qualified and independent. 
It would be comparatively easy to secure a person with legal 
qualifications, but it might not be so easy to ensure that 
he had a completely independent outlook. Even the Lord 
Chancellor could not be quite certain that such a person 
did not possess a little bias for either the Government on 
the one hand or the medical profession on the other. It 
should be remembered that the Lord Chancellor was a 
member-of the Cabinet of the day and the Government 
spokesman in the House of Lords. It was as important that 
a balance should be preserved in the choice of the president 
as in the choice of .the members of the court, and that was 
more likely to be ensured if all parties concerned had a 
say in the appointment of the president. 

Dr. SUTHERLAND said he had a great sympathy for the 
Harrow motion. But they still had a constitution and 
must respect the arrangement whereby persons who were 
appointed to office by the King on the representation of his 
First Minister or the Lord Chancellor should have the confi- 
dence and respect of ail concerned. But he believed the 
Harrow words were unnecessary and that they might be 
misunderstood. 

Dr. Rowe said that Lord Chancellors were only human. 
This motion did not impugn the integrity of the Lord 
Chancellor. 

The Harrow motion was lost. 
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Dr. C. L. Mason (St. Pancras) moved that the words “ on 
a permanent basis” be deleted from the recommendation. 

Dr. A. C. E. Breacn (Council) said that it was the very 
essence of this proposal that the set-up should be permanent, 
and he hoped this amendment would be rejected. 

The amendment was lost and the recommendation carried. 


- 


The Powers of the Minister 
Dr. SUTHERLAND moved the next recommendation: 


That the Minister’s powers to make changes by regulation in 
the remuneration or conditions of service of any section of the 
profession be restricted to those conditions which are either agreed 
by the medical profession or determined by arbitration. 


Marylebone proposed a rewording of the recommenda- 
tion, so that it would read: “ That the Minister’s powers to 
make changes by regulation in the conditions of service 
(including remuneration),” etc., and substituting the words 
“items” for “conditions”? where the word occurred the 
second time. Dr. R. Cove-SMITH, in moving, said that this 
was purely an attempt at clarification. 

Dr. SUTHERLAND accepted the rewording, and it was also 
accepted by the meeting. 

Bath moved to add to the recommendation the words: 
‘“‘and that the Minister be asked to take steps to amend the 
relevant section of the Act forthwith.” Dr. A. SUTHERLAND 
said that what they had to do was to see that a dangerous 
weapon should be removed as soon as possible. Section 66 
of the Act ought to be amended with no delay. 

After some brief discussion the Bath amendment was with- 
drawn. 

Dr. G. BARWELL (Wembley) moved that the following 
words be added to sect. 5 of the Act: “That the general 
practitioner may charge fees for professional attendance on 
any patient on his N.H.S. list while in hospital who may 
elect to obtain private treatment in a private ward.” 

He said that any general practitioner whose N.HLS. patients 
elected to have treatment in private wards in a hospital 
was not allowed to charge a fee. The consultant who was 
being paid for attendance and therefore was virtually equally 
at risk for the patient but was at the hospital nevertheless 
was in a position to draw fees for patients who elected to 
have private treatment. The general practitioner in a similar 
position should also be privileged to charge that patient a 
fee. 
Dr. SUTHERLAND said that the corollary was that the 
general practitioner must have an appointment ig the 
hospital. He was prepared to accept the amendment as a 
reference to the Council for their further deliberation. 

The amendment was carried in that sense. 

The next recommendation was to replace the words “ may 
set aside ” and “ may allow ” in sect. 5 of the Act by “ shall 
provide ” and “ shall allow” respectively. Dr. SUTHERLAND 
said that in Section 5 as it stood at present the Mirister 
might “set aside” in any hospital providing such services 
special accommodation for patients who undertook to pav 
the determined charges, and “ may allow” any practitioner 
on the staff of the hospital to make drrangements for the 


treatment of his private patients. 

This recommendation with certain verbal amendments 
was carried. 

Section 5 (2) of the Act lays it down that regulations may 
prescribe the maximum charges to be made and recovered 
by a practitioner in respect of the treatment of his private 
patients in hospital. Dr. SUTHERLAND moved that these 
maximum charges should be laid down on!y in consultation 
and agreement with representatives of the profession. 

Dr. P. A. McCatLum (Torquay) moved that the recom- 
mendation should be amended to read: “That with refer- 
ence to Section 5 (2) of the N.H.S. Act, 1946, all maximum 
charges should be abolished.” He said that many controls 
were still necessary, as for instance in the case of essential 
commodities where there was no alternative source of 
supply, but here there were alternative sources. Surgeons 
had always been very willing to suit their fees to the ability 
of the patient to pay. This was an unnecessary control. 


Dr. R. M. S. McConaGHey (Torquay), in supporting the 
amendment, said that he had never heard of a consultant 
who was unwilling to modify his fees according to the 
means of his patients. 

The Torquay amendment was cutlets and the recom- 
mendation amended accordingly. 

The next recommendation called for the repeal of the 
power of the Minister to acquire compulsorily equipment 
privately owned and to pay for it at a rate to be decided by 
the Treasury. 

Dr. ELsiz WARREN (Kensington and Hammersmith) had an 
amendment to include in the proposed repeal the power of 
the Minister compulsorily to acquire professional premises. 
This amendment, which Kensington appeared to be desirous 
of withdrawing, was supported by Dr. A. C. E. Breacu 
and other speakers and was accepted by Dr. SUTHERLAND, 
and the recommendation was amended accordingly. 

Under Section 20 of the Act the Minister may accept or 
alter schemes submitted by Idcal health authorities under 
Part III, may require a fresh submission, or may substitute 
his own schemes. The recommendation next proposed was 
that this power should be limited so that the Minister should 
be required either to accept such schemes as were submitted 
or refer them back to the local authority for reconsideration. 

This having been moved by Dr. SUTHERLAND, Dr. J. A. 
PRIDHAM (Dorset) moved that it be referred back to the 
Council for consideration. It was quite obvious that this 
recommendation might cut in two ways. The power might 
be put somewhere else where they did not want it. On the 
whole he thought it best to ask the Committee to look at it 
again and to find a form of words with more precise 
meaning. : 

Dr. A. E. J. ETHERIDGE (Hampstead) opposed the amend- 
ment. They wished this recommendation to go through 
straight away. The amendment meant a policy of dilly-dally. 

Dr. F. A. BeLaM (Guildford) asked why the Minister 
should beable to foist a scheme on an authority which the 
authority did not want. He urged, with a considerable know- 
ledge of local authority affairs, the acceptance of the reeom- 
mendation of the Council. 

Dr. BARBARA WoopHousE (Harrow) urged more decen- 
tralization. 

Dr. H. J. PETERS (Stockton) thought that at all events the 
latter part of the recommendation should be omitted. 

Dr. METCALFE BROWN (Council) said that as the recom- 
mendation stood the Minister must either accept or send 
back, and if there was continued disagreement between the 
local authority and the Minister this proposal would be 
floating backwards and forwards. He was quite sure that 
the Council could produce something better than this. 

Dr. SUTHERLAND expressed his willingness to take the 
recommendation back, and this course was agreed to. 

Dr. SUTHERLAND went on to move the next recommenda- 
tion: 

That the power of the Minister to prescribe by regulation the 
terms of service of general practitioners and to make provision 
for the issue of an unlimited number of certificates without pay- 
ment should be repealed. 


The recommendation further proposed to substitute for 
this the procedure set out in the first five recommendations 
already agreed to—namely, those relating to arbitration. 

Dr. W. SmitH (Greenwich and Deptford) moved an amend- 
ment that, instead of the Minister making provision for the 
issue of an unlimited number of certificates without pay- 
ment, this should be limited to the issue of certificates re- 
quired by statute only, to be furnished free of charge. 

Dr. Smith said that they thought in their area that the 
problem of certificates was too complicated. What they 
desired was that the issue of certificates by the profession 
should be restricted to certificates required by statute only, 
among which he included certificates enabling individuals to 
claim their sickness benefit from the National Exchequer. It 
was undesirable that medical practitioners should be com- 
pelled to issue any certificates other than these, and that was 
the object of the amendment. 
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Dr. J. C. ARTHUR (Gateshead) said that if this amendment 
was passed a step back would be taken in respect of cer- 
tification. They were giving Parliament the power to decide 
which certificates practitioners should give for nothing. He 
advised the meeting to leave the recommendation as it stood 
and not to “stick their necks out.” 

The amendment was withdrawn and the recommendation 
carried. 


HOSPITAL AND SPECIALIST SERVICES 
Hospital Boards and Committees 


Dr. SUTHERLAND next moved on behalf of the Council a 
series of recommendations dealing with hospitals. The first 
was: 

That the Third Schedule of the Act, dealing with the con- 
stitution of regional hospital boards, hospital management com- 
mittees, and boards of governors of teaching hospitals, be amended 
so as to ensure: (a) a democratic procedure of election; (b) the 
election of not less than one-fifth of the members by the medical 
staff of the hospitals concerned ; (c) the election of a chairman by 
the members. 


Dr. Sutherland said that they had always believed in 
arrangements whereby the will of the people should be 
settled by the democratic procedure of election. The method 
had worked reasonably well in the case of local executive 
councils and might well be applied to the other bodies 
mentioned in the recommendation. 

Dr, H. F. Morrir (North Glamorgan and Brecon) moved 
as an amendment: 

That the regional hospital boards be abolished and that power 
be invested in the local hospital management committees. 

Regional hospital boards, he said, were unwieldy and 
expensive, and exercised remote control. Remote control 
had now been tried and had been found wanting. 

Mr. A. LAWRENCE ABEL (Marylebone), in supporting the 
amendment, said that it would give the Government an op- 
portunity to economize. The experts who were now serving 
on hospital management committees felt that they were wast- 
ing their time owing to the present set-up of those com- 
mittees. He would like to see more interest taken in the 
hospitals by the general population and also by the con- 
sultants and all those who had to work in the hospitals. At 
the same time, it was necessary to avoid being parochially 
minded, and if the amendment was accepted he thought that 
hospital management committees would be regionally minded 
although they would not be subject to remote control. The 
abolition of regional hospital boards and the vesting of 
their power in hospital management committees might prove 
to be the solution of many of the present hospital problems, 
both from the point of view of the general practitioner and 
his access to the local hospital and from the point of view 
of the abolition of the frustration felt by many people who 
were working in the consultant field. 

Mr. A. STAVELEY GouGH (West Herts), in opposing the 
amendment, said that much of the frustration to which 
reference had been made was due to certain ministerial 
powers. He would deprecate the creation of hospital man- 
agement committees, which would ultimately become as 
small-minded as the original local authorify hospital con- 
trol. There must be a body which was able to plan on a 
regional basis so far as capital expenditure was concerned, 
especially so far as expenditure on hospital building was 
concerned. , 

Mr. H. H. LANGsToNn (Winchester), in opposing the amend- 
ment, said that the idea of regionalization had originally been 
accepted as a great step forward. The reason why doubts 
were now felt about it was because of the size of the region 
and because of the centralization which had occurred. He 
came from the largest of the regions—namely, the South- 
west Metropolitan Region—but those who were in the 
western area of that region, although they were dissatisfied 
and wanted a smaller regional board, would not approve 
of the abolition of regional boards. The members of his 
Division were quite certain that regionalization was necessary 
if there was to be a specialist service of the best type. He 


was quite certain that consultants working under hospital 
management committees would have far greater cause for 
dissatisfaction than they now had under the regional hospital 
boards. 

Dr. RowLanD Hitt (Chairman of the Consultants and 
Specialists Committee), in strongly opposing the amendment, 
said that the Representative Body had decided that the re- 
gional organization of hospitals was the best kind of 
organization to adopt. There were many things which 
must be done on a regional basis. The regional hospital 
boards acted as a valuable cushion between the tyranny 
of the Ministry of Health and the local hespitals. 

Dr. C. P. WALLACE (Guildford) suggested that the amend- 
ment should be referred to Council. There were, he said, 
two very definite disadvantages in the regional hospital 
board system; one was remote control and the other was 
the growing sense of frustration amongst the members of 
hospital management committees and house committees, the 
result of which would be that the most useful people would 
cease to serve on those bodies. 

Dr. A. E. J. EtHeripce (Hampstead), in opposing the 
reference of the amendment to Council, said that the meet- 
ing should express its opinion upon it. The meeting had 
been called for the purpose of the representatives expressing 
an opinion on the various proposals put before them. 

Dr. A. SmitH (Lanarkshire) expressed the view that regional 
hospital boards were needed for the framing of policy, for 
looking after the hospitals as a whole, and for the control 
of the specialist service, but that the hospital management 
committees should have much more control in the detailed 
administration of the hospitals. 

Dr. W. M. Gipson (East Yorkshire) said he thought that 
the regional board as set up at the moment was a most ex- 
pensive organization and the net result of its work was 
simply to clog the work of the hospital management com- 
mittees. The regional boards tried to do more than they 
were able to do, with the result that various matters were 
held up for months and progress could not be made. The 
only arguments which had been put forward in favour of 
the regional hospital boards were that they were useful for 
planning and to act as a buffer between the Ministry of 
Health and the hospital management committees. He would 
suggest that planning could be done just as well if the 
hospital management committees formed a planning com- 
mittee to do the planning on their behalf. That would 
secure both economy and a very much more effective service. 
He supported the amendment whole-heartedly. 

Dr. SUTHERLAND said that his committee wanted a board 
that would have planning and advisory matters in its hands 
but thought that some matters should be delegated to the 
local bodies. Ultimately the regional hospital boards might 
be abolished and power vested in the local management 
committees, but he opposed the passing of the amendment 
now and would like it to be referred to Council. 

Dr. H. F. Morrit said he thought there would still be a 
fair distribution of the money available if it was in the 
hands of the hospital management committees, and that it 
would be much better for them to spend their own money 
in their own way. It was obvious that the consultants were 
opposed to the abolition of the regional hospital boards, 
but what did the general practitioner want? The general 
practitioner could not get a bed in a hospital more easily 
now than he could in the old days. 

The amendment was lost. 


Reference Back Moved 


Dr. D. Brown (Liverpool) moved to refer the recommen- 
dation back to Council for further consideration. If they 
wished to throw the hospital service back into party politics 
then they should adopt this method. If they did so they 
would be doing something the Representative Meeting would 
come to regret. To suggest to the Minister any method of 
democratic election of lay members was going beyond their 
function. Dr. C. WARREN (Liverpool) also supported the 
reference back. 
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Dr. BARBARA WoopHOUSE (Harrow) said that they were 


supposed to be a democratic body. This recommendation 
presupposes first a democratic procedure of election. Surely 
they would all prefer to elect their.own medical representa- 
tives, and, if they wished to elect their own members, ought 
they not also to admit that those who represented their 
patients should also have democratic election? They wanted 
to know the point of view of their patients. 

The CHAIRMAN Said that the speaker’s remarks did not 
seem to refer to the point under discussion—the reference 
back. 

Dr. WoopHousE said that her point was that they should 
be able to decide this matter now without reference back. 
If they wanted to ensure that the management of the hospital 
was always to be the sport of politics then they might 
support the motion for nomination by the Minister of 
Health. 

Dr. S. F. L. DAHNE (Reading) also opposed the reference 
back. The recommendation proposed a principle with which 
they would all agree. To refer it back would hold up other 
important decisions. 

Dr. C. P. WaLLAcE (Guildford) had no hesitation in asking 
the Representative Meeting to decide to go forward. They 
must assert the democratic procedure. 

Dr. ROWLAND HILv hoped the recommendation would not 
be referred back. It stated the simple principles upon which 
these bodies should be formed. It opposed the principle of 
political nomination of members which had worked so 
scandalously in the past. These were simple basic principles 
couched in general terms absolutely vital to the healthy 
functioning of regional hospital boards and hospital manage- 
ment committees. 

Dr. BRowNn replied that he had expected these arguments. 
For four years on a regiona! hospital board he had never 
heard one word of politics. 

The motion to refer the recommendation back was fost. 

The CHAIRMAN then suggested that a number of other 
motions and amendments on the agenda should be taken 
as references to Council. Many of them were directed to 
verbal clarification. 

The meeting agreed to this suggestion, but an exception 
was made in the case of two amendments. 

Dr. D. L. GuLLick (East Herts) moved: 


That the principle of direct election of medical members to 
regional hospital boards, hospital management committees, and 
boards of governors of teaching hospitals is undesirable, and its 
practice would be inexpedient. 


They in East Herts took considerable exception to the 
means proposed to the end. Any administrative body which 
spent a large amount of public funds or possessed con- 
siderable powers of patronage should be under public control 
either directly or indirectly. The Council’s proposal for a 
limited election from an interested minority ran counter to 
the sound principles of government. The power of appoint- 
ment should rest with the Minister, who was responsible to 
a democratically elected body. 

Dr. ROWLAND Hr asked the meeting to reject this amend- 

ment out of hand. It was rather late in the morning to 
listen to an elementary exposition of constitutional law. The 
representation of the profession at all levels of hospital 
organization was a policy on which the Association must 
insist. He was quite sure that the profession would stand 
on the principle that it wanted people of its own choice, 
“chosen democratically, to be on hospital boards and com- 
mittees. The alternative was the choice of persons, even 
though they might be medical men, by the Minister himself. 
They knew what had happened. Members of the Socialist 
Medical Association had been appointed because they were 
Socialists, not necessarily because they were the best doctors 
for the positions. 

Dr. E. C. WARNER (Marylebone) spoke against the amend- 
ment. Were they to go back to totalitarianism ? 


Dr. SUTHERLAND Said that it was a question whether they 
wanted election or nomination. 








Dr. GULLICK, in reply, said that a large amount of public 
money was involved in this service, and the people who 
provided the money must have some control. 

The amendment was lost by a very large majority. 

Dr. Howie Woop (Isle of Wight) moved on behalf of his 
Division the deletion of para. (a) of the recommendation— 
namely, that the schedule should be amended so as to en- 
sure a democratic method of election. 

Mr. A. S. GouGu (Watford) said that the area of the 
regional hospital board comprised perhaps five million per- 
sons, and in a democratic set-up every one of these should 
have some say in the election. The suggestions now before 
the meeting were a series of small sectionalized representa- 
tions. The regional board should be in the main a planning 
committee, and, if a planning committee, it should be an 
expert committee, and one did not get expert committees 
solely by election.’ If paras. (b) and (c) of the recommenda- 
tion were accepted they would diminish so far as it could 
be diminished any political influence, and they would have 


_ boards which would contain not merely elected members 


but some experts. He asked the meeting not to accept 
para. (a), because in doing so they must lose the whole issue. 

Dr. ROWLAND Hitt asked the Representative Body to 
reject the Isle of Wight amendment. They did not want 
these bodies to be dominated by political Ministers. They 
must be chosen by the profession so far as medical member- 
ship was concerned, and lay members must be chosen by 
the interests they represented. They were sick and tired of 
the intrigue which was so very gross in the first selections 
for regional boards. It was up to them to work out a 
satisfactory scheme, but the general principle of these boards 
should be election by the people they represented and not 
nomination. Surely that was something which the Associa- 
tion would unswervingly support. 

Dr. A. C. E. BREACH (Bromley) said that this principle of 
democratic election was absolutely essential to the pro- 
gramme before them. It must be maintained whatever else 
in the programme was lost. It was expressed in the broadest 
terms. The members must come in by some democratic 
machinery and not by superimposition from above. 

The Isle of Wight amendment was lost and the recommen- 
dation agreed to. 


Constitution of Regional Hospital Boards 
Dr. SUTHERLAND next moved a recommendation of Council 
concerning the constitution of regional hospital boards. 


That the chairman of a regional hospital board should be 
elected by the members, such members being elected as follows: 


(a) Not less than one-fifth of the total members should be 
elected by the medical staff of the hospitals in the region; 
(b) persons elected by the hospital management committees 
in the region; ; 
(c) persons elected by the boards of governors of teaching 
hospitals in the region; 
(d) persons elected by the university; 
(e) persons elected by local executive councils in the region ; 
(f) persons elected by local medical committees in the region ; 
(g) persons elected by local health authorities in the region ; 
(h) persons elected by other interested bodies (e.g., nurses). 
Apart from the overriding consideration of (a), the number 
of persons elected in the various categories should be determined 
by the geographical requirements of the region. 
At least one of the members of the board should be a person 
with experience in mental health services, and one should be a 
public health medical officer. 


Dr. P. J. Gippons (Liverpool) moved that the recom- 
mendation, being impracticable, should be referred back to 
the Council for further consideration. There might, he 
said, be a very small general-practitioner representation on 
the board if the Council’s proposal was adopted. He 
thought that a claim should be made for a definite per- 
centage of the membership to be given to the medical pro- 
fession, and the profession could then apportion that per- 
centage among its various sections—consultants, general . 
practitioners, and so forth. 
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Dr. ‘L. A. Grppons (Reigate), in supporting the amend- 
ment, said he thought that a definite ratio between the 
doctors and the other members of the board should be 
laid down. 

Dr. SUTHERLAND said that the list as set out had been 
drawn up as an illustration of the general principle of a 
democratic set-up, and he hoped that the meeting would 
accept it as such an illustration. His Committee had not 
yet reached any definite conclusion on the actual figures. 
The important point was that the members of the board 
should be elected and not nominated as at present. 

The amendment was lost. 

An amendment by North-east Essex, that after the word 
“ medical” in pata. (a) the words “and dental” should be 
inserted, was referred to Council. 

Mr. N. Ross SmitH (Bournemouth) moved that the words 
“under the control of the regional hospital board” be 
added at the end of para. (a). This amendment, he said, 
was merely for the purpose of clarification. There were 
hospitals in the region which were not under the control 
of the regional hospital board, and he thought it was 
essential to make it clear that the representation was to 
be from the medical staffs of the hospitals which were 
directly under such control. 

Dr. SUTHERLAND accepted the amendment, and it was 
carried. 

An amendment by the City of London, that the election 
of one general practitioner be assured to each regional 
hospital board, was accepted, and an amendment by 
Kesteven that the words “and one medical practitioner 
actively engaged in general practice” should be added at 
the end of the recommendation was also accepted. 

An amendment by North-west Wales, that the two mem- 
bers mentioned in the last sentence of the recommendation 
should be in addition to the one-fifth mentioned in para. (a), 
was adopted, and the meeting accepted a motion by Green- 
wich and Deptford deploring the direct nomination of mem- 
bers by political parties. 


Boards of Governors 


Dr. SUTHERLAND moved a similar recommendation for 
boards of governors, that not less than one-fifth should be 
elected by the medical and dental teaching staff, not less 
than one-fifth by the associated university, not less than 
one-fifth by the regional hospital board, and the remainder 
should be elected by the hospital management committees, 
the local health authorities, the local executive councils, 
the local medical committees, the public health medical 
officers, the matrons of the hospitals served, and other 
interested bodies (e.g., nurses). 

Dr. J. S. THomas (Stratford), in moving that the recom- 
mendation be not accepted in its present form and that 
the matter be once more, reviewed by the Council, said 
that it was laid down that in the case of the board of 
governors of a teaching hospital not more than one-fifth 
should be nominated by the university, another one-fifth 
by the regional hospital board, and another one-fifth by the 
medical and dental staff. In the teaching hospital with 
which he was associated there was adequate medical repre- 
sentation, for there were 10 professional members out of 
a total of 29, comprising whole-time professors, medical- 
school and university representatives, and representation of 
other members associated with the medical staff. In actual 
practice all professional representatives were members of 
the general purposes committee. Also, when matters were 
discussed concerning medical departments in which the chief 
of the department was not a member of the board, he was 
invited to be present at the general purposes committee. 
The medical council was considered by the board of gover- 
nors to be virtually a statutory body and its recommenda- 
tions in the purely medical field were invariably accepted. 
To administer problems arising out of the new Act, there 
-was in the present scheme, so far as teaching hospitals were 
concerned, the appointment to the board of governors of 
the hospital medical personnel instead of, as previously, a 


deputation from the medical council. Those who were 
associated with the board for liaison purposes learned much 
to bring to the periphery and hoped that on certain occa- 
sions they were of assistance to the board in giving their 
advice. 

Dr. SUTHERLAND said that the proposal was put forward 
merely as illustration and there was no rigidity about it. 
The Council was hoping for quality of medical representa- 
tion rather than quantity. 

The ameadment by Stratford was lost. 

An amendment b? Marylebone, that in para. (a) the 
word “senior” be inserted between the words “by” and 
“medical staff” was accepted, as was also an amendment 
by South Staffordshire that the words “and nursing staffs ” 
be inserted after the word “ matrons” in para. (i). 

The recommendation of the Council, as amended, was 
then, adopted. 


Hospital Management Committees 


Dr. SUTHERLAND moved a recommendation with regard to 
hospital management committees, that the present control 
exercised by regional hospital boards be modified so as to 
permit to the committees a wider measure of executive 
powers and a greater measure of financial authority. It was 
hoped, he said, that if the recommendation was adopted the 
hospital management committees would be given certain 
wider executive powers which would be gradually increased 
by arrangement, and the same applied to financial authority. 
The recommendation was not of the definitive type, but 
its purpose was to secure the passing of executive power 
and financial authority from the centre to the periphery. It 
would give the hospital management committees more interest 
in their work and would also enable a considerable amount 
of economy to be exercised. 

Dr. M. Munpy (Willesden) moved the reference back of 
this recommendation in order that a more detailed statement 
might be forthcoming as to the proposed reforms in the 
composition and function of hospital management 
committees. 

Dr. H. F. Morrit (North Glamorgan and Brecon) also 
urged the reference back to Council for a detailed statement. 

Dr. E. E. WarREN (Marylebone) said that if this amend- 
ment were approved it simply delayed the whole matter. 

Dr. SUTHERLAND said that perhaps they had not done all 
the work on this that they might have done, and if the 
meeting preferred that the Committee should look at it in 
greater detail it would do so. He thought the general 
principle was good and acceptable and a further report 
would be forthcoming. 

Dr. ROWLAND HILL supported the reference back. 

Dr. SUTHERLAND, in reply to a question, said that the Com- 
mittee certainly intended to produce a second interim report 
with details, and if necessary a third. 

The Willesden motion was withdrawn on the understand- 
ing that the matter would be considered further by the 
Committee. 

Dr. A. SUTHERLAND (Bath) moved an amendment to secure 
that the powers of hospital management committees should 
be closely supervised by the regional hospital board in order 
that the interests of the local medical profession should be 
safeguarded. He said that his Division did not feel that 
hospital management committees should have 
authority but rather less. 

Dr. ALISTAIR FRENCH (Harrow) said that the Bath amend- 
ment appeared to him to be a direct negative. 

The Bath amendment was lost. : 

Worcester and Bromsgrove moved as a substitute for the 
recommendation: “That the present control exercised by 
regional hospital boards be modified so as to enable them 
to permit to hospital management committees a greater 
measure of financial authority.” 

Dr. H. M. MILEs, in moving this, said that anything which 
reduced the executive powers of regional hospital boards, 
especially if it did so by increasing the powers of the hospital 
management committee, was contrary to their wishes. If the 
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boards were to be so weakened that they had no executive 

powers and were simply used for transmission of correspon- 
dence between the Ministry of Health and the management 
committee no man or woman of intelligence would serve on 
them. He hoped that the hospital management committee 
would be given greater financial authority but that no 
executive powers would be given them which were now held 
by regional hospital boards. 

The Worcester and Bromsgrove amendment was lost. 

An amendment by Greenwich and Deptford was moved 
that after the word “ powers ” in the recommendation there 
should be inserted “including the appointment of regis- 
trars.” He moved this as a reference to Council. 

Dr. Howie Woop (Isle of Wight) supported this from 
a personal point of view. In his area they had lost two 
suitable registrars who could not wait the requisite period 
of time which the regional hospital board entailed. 

The* amendment was supported by Dr. WARNER (Maryle- 
bone) and accepted by Dr. SUTHERLAND on the understand- 
ing that it meant registrars and not senior registrars. 

A motion by Perth to add that these committees should 
include: in’ their merbership representatives of general 
practitioners and public health medical officers elected by 
the profession in the area was agreed to and the recom- 
mendation was then adopted. 

Dr. PEARSON (Birkenhead and Wirral) moved that the 
present control exercised by hospital management com- 
mittees be modified so as to permit hospital committees 
a wider measure of executive powers and of financial 
authority, and that the house committees should receive 
statutory recognition. It was claimed that smaller hospi- 
tals did not get a “ fair crack of tle whip.” Smaller hospi- 
tals should have a greater opportunity of spending money 
if they wished to do so. This resolution would increase 
the status of cottage and general-practitioner hospitals. 
They had already lost in Wirral one good general- 
practitioner hospital which had come “ under the hammer.” 

Dr. BeLtaM (Guildford) said that hospital committees 
should be democratically elected and given definite powers. 
At the present moment many members of these committees 
were feeling very frustrated. 

Mr. H. H. LANGSTON (Winchester) hoped that this motion 
would not be accepted. There was now a two-tier system— 
the regional hospital board and the hospital management 
committee. If a three-tier sytem were set up it would make 
the machine impossibly cumbersome and in no way more 
efficient. 

Miss GLapys SANDES (Marylebone) desired to obtain the 
right of representation of each hospital on the hospital 

-management committee, and therefore she asked for the 
rejection of the motion. 
The Liverpool and Wirral motion was lost. 


Block Grants 

The next recommendation of Council was: 

That a scheme of block grants, similar to the university grants 
system, be devised for hospital finance, the grants being paid to 
hospital management committees, with amounts for capital and 
maintenance expenditure to cover as long a period as possible, 
surpluses being carried on from year to year. 


In moving this Dr. SUTHERLAND pointed .out that this 
would be a saving in many ways. 

Mr. H. N. Mites (Worcester and Bromsgrove) moved to 
delete the words “similar to the university grants system ” 
and to insert after “committees” the words “by regional 
hospital boards.” 

This amendment was supported by Dr. Fr. ROBERTS 
(Cambridge). 

Dr. SUTHERLAND said that the important thing was the 
grant being carried on from year to year. He was prepared 
to take the recommendation back for further discussion 
provided its general principle was not interfered with in 


any way. 








Dr. BREACH (Bromley) said that the essential difference 
between the recommendation and the amendment was that 
the latter required that the grants should be specifically 
paid over by regional boards. He asked that their hands 
should not be tied to a particular method. The actual 
method of transfer should be left open. He supported the 
recommendation and not the amendment. 

The amendment was lost and the recommendation 
agreed to. 


Co-ordinating Machinery 

The next recommendation of Council was: : 

That there should be set up at all levels of hospital administra- 
tion co-ordinating machinery between regional hospital boards, 
boards of governors, and hospital management committees, local 
executive councils, local medical committees, and local health 
authorities in the form of cross-representation and liaison of all 
branches of medical practice in the medical aspects of hospital 
administration. 


Dr. SUTHERLAND said that this would mean a larger 
number of people taking responsibility. 

Dr. A. A. MARTIN (Bucks) moved the reference back, and 
this was supported by Dr. A. BRowN (Cambridge), who con- 
sidered that there were already too many committees, and 
here they were asking for another to be set up. 

Dr. D. S. Ropertson (Edinburgh) said that he wanted 
someone to sound a trumpet blast against the multiplication 
of machinery. This robot was strangling the profession. 
Never in the history of mankind was so much machinery 
produced with so little result. 8 

Dr. PEARSON (Birkenhead and Wirral) desired to add his 
voice to the trumpet blast. He was a member of the local 
health authority and the executive council, and there were 
very few problems which the two organizations could not 
settle on their own account. 

Dr. J. A. Gorsky (Council) said that there was complete 
confusion on this issue. They were not asking for more 
committees, but merely for a rational integration of the 
committees already existing. In the current issue of the 
Economist it was stated that the late Minister of Health, 
Mr. Marquand, had failed to state in his report on the 
National Health Service that there was a great need for the 
integration of the various services, and that was all that was 
in mind in this motion. : 

Dr. BREACH said that he was recently talking to a distin- 
guished physician from overseas who said that the first thing 
that struck him about the National Health Service in this 
country was that it had divided medicine into three water- 
tight compartments. 

The motion to refer back was lost. 

Dr. PEARSON (Birkenhead) moved that the regional hospital 
boards, boards of governors, hospital management com- 
mittees, local executive councils, local medical committees, 
and local health authorities should form ad hoc committees 
as a liaison between two or more of them as and when 
necessary. The original recommendation would cause a 
multiplication of committees, and therefore he put in a plea 
for ad hoc committees only as and when necessary. 

The CHAIRMAN Said that that was not the place to discuss 
the details of methods and asked the speaker to agree to have 
this referred to Council. 

The motion was accordingly referred to Council. 

Dr. R. W. Rag (North Staffordshire) moved: “ That the 
fundamental causes leading to the need for these co-ordinat- 
ing committees be removed.” 

Dr. SUTHERLAND said that if the Council’s recommendation 
were agreed to the necessary liaison would be obtained. 

The North Staffordshire amendment was agreed to as a 
reference to Council and the recommendation was carried. 

It was agreed at this point, in the late afternoon, that the 
section on the general medical services should be next taken, 
and for this purpose Dr. WanpD, being chairman of the 
General Medical Services Committee, vacated the chair and 
his place was taken by Dr. IAN GRANT, deputy chairman. 











276 Dec. 22, 1951 


SPECIAL REPRESENTATIVE MEETING 





SUPPLEMENT To THe 
BriTIisH MEDICAL JOURNAL 





GENERAL MEDICAL SERVICES 


Remuneration of Practitioners 


The first of the Council’s recommendations under this head 
was that the proviso in Section 10 of the National Health 
Service (Amendment) Act, 1949," be amended to read as 
follows: 


“‘ Provided that the remuneration to be paid under such arrange- 
ments to a practitioner who provides general medical services 
shall, with certain exceptions to be agreed with representatives 
of the profession, be by capitation fee, and that it shali not be 
possible to vary this arrangement except by amendment of the 
Act preceded by proper consultation with the profession.” 

Dr. SUTHERLAND said that they did not want-a whole-time 
State-salaried service to be put across them overnight by 
any Minister. Here they were reaffirming the policy of the 
British Medical Association. 

Dr. MarTIN (Buckinghamshire) moved to refer this also 
back to Council. This was not the time to accept a formal- 
ized categorical amendment so long as the matters were 
under open discussion. 

Dr. BARBARA WoopHouseE (Harrdw) opposed the amend- 
ment, which was lost. 

Dr. Breach (Bromley) moved to alter the wording 
of the recommendation so as to exclude _ specifi- 
cally the remuneration of general practitioners by fixed 
salary except with the consent of the profession, but so as to 
ensure that all other methods of remuneration, including 
capitation fees and payment by item of service, remained 
open. He said that gvhat they were seeking to obtain by this 
amendment was that all other methods of remuneration 
apart from a whole-time salaried service, and including 
payment by capitation fee and by items of service, be left 
open. While the capitation fee had its merits, it was not the 
only possible method and others should be explored. 

Dr. F. M. Rose (Preston) supported the amendment. It 
left something for the Working Party to~go upon. 

Dr. ETHERIDGE (Hampstead) said that they were diametri- 
cally opposed to whole- or part-time salaried services, but 
they did feel that other methods of remuneration should be 
explored. : 

Dr. BARBARA WoopHOUSE said that under the old salaried 
‘system there was provision made for alternative methods of 
remuneration, but apparently only the capitation method 
came to be used. There was something to be said for having 
alternative methods. 

The Bromley amendment was carried. 

A further amendment was carried as a reference to Council 
and was moved by Dr. L. B. PaLinGc (North Staffordshire): 
“That a method be found of relating general-practitioner 
remuneration to the quality of work done so as to provide an 
incentive to better work.” 

An amendment by Leicester and Rutland to add to the 
recommendation the words, “and, in the event of any dis- 
agreement, such consultation shall be followed by arbitra- 
tion as laid down in the first four recommendations,” was 


carried. 
Basic Salary 


Dr. SUTHERLAND further moved that provision be made 
to secure that the basic salary of fixed annual amount was 
not payable to a new entrant where, in the opinion of the 
local executive council in consultation with the local medi- 
cal committee, he is not needed in the area for the provision 
of general medical services. 

Buckinghamshire moved that this recommendation be 
referred back to Council. 

Dr. WAND supported this suggestion, saying that it would 
hamstring the Working Party if any binding decisions were 
made at this moment. - 

The motion to refer back was agreed to. 


The proviso in Section. 10 read as follows: “ Provided that 
the remuneration to be paid under such arrangements to a practi- 
tioner who provides general medical services shall not, except in 
special circumstances, consist wholly or mainly of a fixed salary 
which has no reference to the number of patients for whom he 
has undertaken to provide such services.” 





Dr. SUTHERLAND also proposed that,in deciding upon any 
appeal from the decision of a local executive council on 
an application for basic salary, the Minister should be 
advised by an independent panel of medical practitioners. 

Cambridge and Huntingdon moved that, in view of the 
fact that the whole question of remuneration was now 
under review, this recommendation also be referred back 
to Council, and this was agreed to. 


Drugs and Appliances for Private Patients 


Dr. SUTHERLAND next moved th. Section 38 of the main 
Act be amended as necessary to entitle patients who were 
having private medical care to obtain drugs and appliances 
at the public expense on the prescription of the attending 
practitioner on Form E.C.10 on the same terms as patients 
registered in the N.H.S. He said that this was what the 
White Paper led them to believe all members of the public 
would receive. 

Dr. E. SLADEN (Portsmouth) moved the reference back 
of this motion also, but such a course was opposed by 
Dr. J. C. ARTHUR (Gateshead), and the proposal for refer- 
ence back was lost by an overwhelming majority. 

Dr. N. S. Barnett (Liverpool) moved: “That doctors 
treating private patients with State drugs and appliances 
be subject in these matters to a normally accepted 
discipline.” 

He said that this matter had been brought up before and 
the answer of the Ministry of Health was that private 
doctors would not be subject to the same discipline. Their 
leaders in the profession were singularly docile in this 
matter and did not make any reply. It must not be for- 
gotten that private doctors were already prescribing and all 
that was being asked was that the same principles should 
apply. 

Dr. SUTHERLAND accepted this motion, which was carried. 

Dr. J. M. B. DOonaLpson (Belfast), in moving as an 
amendment that all words after “to entitle patients” be 
left out and the following words substituted, “to contract 
out of the Service and to receive suitable financial compensa- 
tion from the Government,” reminded the meeting that it 
was Mr. Aneurin Bevan who had introduced the National 
Health Service and that Mr. Bevan would have liked to 
abolish private practice altogether and have a complete 
salaried medical service. The members of the medical pro- 
fession, however, knew that there was a certain virtue in 
private practice. 

At the present time the private patient had to pay the 
same rates of contribution as everyone else. Every man 
and woman in the country should have a right to be private. 
patients if they wished and ‘to receive a fair share of the 
money that was being put into the Service by weekly contri- 
butions and by taxation, so that they could be assisted in 
paying for their. treatment. 

Dr. A. C. E. BreAcH (Bromley) said that it was necessary 
to obtain the provisions of E.C.10 for private patients first, 
and the question of contracting out was supplementary or 
complementary to that. It was already being considered. 

On the suggestion of Dr. SUTHERLAND it was agreed that 
the amendment should be referred to Council. 

An amendment by Leicestershire and Rutland that the 
word “spectacles” be inserted after “ drugs” and that the 
words “and on any other necessary form” be included 
after “ Form E.C.10” was carried, and an amendment by 
Greenwich and Deptford that the words “and any other 
hospital services. including pathology, x rays, and physio- 
therapy ” be added after the words “Form E.C.10” was 
also carried. 

The recommendation, as amended, was adopted. 

Mr. H. H. LaNGsTon (Winchester) moved that Section 38 
of the National Health Service Act should be amended so 
as to entitle patients requiring surgical appliances of a nature 
which at present can be supplied only through the hospital 
service to obtain such appliances on the prescription of a 
consultant who has seen the patient in private consultation. 

This motion was carried. 
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Discipline of Patients 


The next recommendation called for the extension of 
the regulations so as to provide disciplinary arrangements 
against a patient as existed in the National Health Insurance 
scheme. ‘* 

Dr. SUTHERLAND, in moving this recommendation, said 
that it would enaLle sanctions to be applied against patients 
who tended to abuse the Service and people who levelled 
threats against practitioners to induce them to give them 
something of an illegal type. The details would have to 
be worked out later. . 

Dr. I. A. Marriotr (Derby), in moving that the recom- 
mendation be referred back to the Council for further 
consideration, pending proposals for making the arrange- 
ments mentioned effective, said that he opposed the recom- 
mendation as it stood. He did not think that the relation- 
ship between doctors and their patients was urgently in need 
of any alteration, but, if it was, he maintained that the 
recommendation would be ineffectual. 

Mr. A. LAWRENCE ABEL (Marylebone) thought it was 
unfair to suggest that the Council had not studied the 
matter sufficiently. If Derby wished the recommendation 
to be referred back they should have brought forward some 
concrete proposals for dealing with the matter. 

Dr. SUTHERLAND asked the meeting to accept the principle 
embodied in the recommendation. The details of the sanc- 
tions, he said, would be settled not by doctors but by 
someone else in consultation with doctors. They would no 
doubt be decided if the Minister of Health accepted the 
principle. 

The amendment for reference to the Council was lost. 

_ Dr. O. B. Lean (Northamptonshire) moved that the 
following be substituted for the recommendation: “That 
the National Health Service regulations be extended so 
as to provide disciplinary arrangements against a patient.” 

Dr. H. S. Howre Woop (Isle of Wight) suggested that 
the wording should be “for a patient,” not “against a 
patient.” Doctors did not want to antagonize their con- 
siderate patients, who formed the vast majority, for the 
sake of rules for the very small minority of inconsiderate 
patients. They wanted to be considerate to the patients, 
and they wanted the patients to be considerate to them. 

Dr. LEAN accepted this alteration, and the amendment 
was carried. : 

Dr. R. D. MILForD (South Essex) moved that the follow- 
ing be substituted for the recommendation: “That the 
Minister and the Association should draw up a code of 
conduct for patients, and that the Minister should take 
determined steps to bring it to the notice of every patient 
at regular intervals.” His Division thought that any disci- 
plinary system which enabled the doctor to report a patient 
with a view to penalties being imposed would be an 
extremely bad thing from the point of view of the foster- 
ing of a healthy doctor-patient relationship. It would be 
very much better for a code of conduct to be drawn up 
and brought to the notice of patients in every possible 
way, such as being distributed to them by the doctors and 
exhibited in the doctors’ waiting-rooms. His Division felt 
that would be quite sufficient to make patients come into 
line with the conduct that was expected of them under the 
National Health Service. The introduction of any system 
of penalties would make the diffident patient still more hesi- 
tant about sending for the doctor or coming to consult 
him. 

The amendment was lost, and the Northamptonshire 
amendment was then put as a substantive motion and was 
carried. 

Dr. R. P. HENDRY moved a motion by Rugby and South 
Warwickshire that, where it appeared that a complaint to 
a medical services committee had been found to be un- 
justifiable, frivolous, vexatious, malicious, or fraudulent, the 
committee should have power to recommend and the 
Minister to order that the expenses of the committee, 
respondent, and witnesses be defrayed by the complainant. 


The motion was supported by Dr. WaNp, who said that 
the General Medical Services Committee had already put 
this suggestion before the Ministry. 

The motion was carried. 


HOSPITAL SERVICE 


Medical Advisory Committees 


The meeting then returned to the earlier sections dealing 
with hospital and consultant services, and Dr. Wand resumed 
the chair. 

Dr. SUTHERLAND then moved the following recommenda- 
tion of the Council: “ That medical advisory committees to 
advise boards of governors, regional hospital boards, and 
hospital management committees be elected respectively by 
the medical staff committees of teaching hospitals, by the 
medical staff committees of the non-teaching hospitals in 
the region, and by the medical staff committees of the 
hospital group, and that statutory recognition be given to 
the committees so elected. These advisory committees 
should include representation from the local medical com- 
mittee and local health committee and should elect their 
own chairmen. Local medical committees should be recog- 
nized as advisory committees to hospital management 
committees on all matters affecting general practitioners.” 

He pointed out that there was a parallel to this procedure 
in that the local medical committees were statutory bodies ~ 
which elected members of the local executive council and 
gave advice on medical matters affecting general practice to 
the local executive councils. 

Amendments by West Herts and Perth, suggesting altera- 
tions in the composition of the medical advisory com- 
mittees, were referred to the Council. 

The amendment of the Isle of Wight to insert “ medical 
members of” before “local heaith committee” in the 
penultimate sentence of the recommendation was agreed to. 

An amendment by Harrogate to substitute local B.M.A. 
Executive Committees for local medical committees as recog- 
nized advisory committees was opposed by Dr. Howie Woop 
(Isle of Wight), who said that if the B.M.A. Division was on 
its toes it could supply three-fourths of the membership of 
local medical committees. It was for B.M.A. people to see 
to it that the local medical committees did carry out the 
intentions of the local Division, which in most cases they did. 

The discussion was continued by Dr. W. WooLLey, 
Mr. A. S. GouGu, and others, and the Harrogate motion was 
lost. 

Mr. LAWRENCE ABEL (Marylebone) moved to substitute for 
the words “statutory recognition be given to the [Medical 
Advisory] Committees so elected,” the words “statutory 
recognition to be given to the committees so electing and so 
elected.” If the committees elected were to be statutorily 
recognized was it not obvious that the committees which 
elected them should have a similar recognition ? 

This was carried, along with another amendment by East 
Kent that statutory recognition should be given to the 
Medical Staff Committees of individual hospitals. 

The recommendation of Council as thus amended was then 


carried. 
Appointment of Consultants 


The next recommendation of Council proposed to restore 
the practice, which disappeared under the Act, whereby 
committees composed of consultants have the opportunity of 
making recommendations to appointing authorities regarding 
candidates for senior hospital posts. 

Mr. LAWRENCE ABEL moved a variant on the wording to 
make it more clear that consultants holding appointments 
at the hospital concerned should see the applications and the - 
candidates and should have adequate representation on the 
advisory appointments committee. “We shall then once 
more be able to choose our colleagues.” 

The suggested wording was accepted by Dr. SUTHERLAND 
and by the meeting, but several other amendments in this 
section were lost. One of these was by Brighton claiming, in 
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a case where the staff of the hospital affected was not 
satisfied with the appointment, the right of appeal. Mr. 
H. H.-LANGSTON (Winchester) said that what they wanted to 
secure was that the appointments machinery satisfied them ; 
if that was secured then such a resolution was unnecessary. 
To him the idea of an appeal was objectionable. The 
amendment was lost and the recommendation of Council 
agreed to. A rider by South Essex which would have 
given advisory committees the right to interview any or all 
applicants for consultants’ posts and to defray the appli- 
cants’ expenses before forwarding their recommendations 
was not carried. 


Private Beds 


Dr. SUTHERLAND next moved: 
That in order to ensure the preservation of adequate facilities 


for private patients 

(i) It be made obligatory upon the Minister to set aside 
adequate pay-bed accommodation if all hospitals where a need 
can be shown to exist ; 

(ii) the charges for hospital maintenance to a patient elect- 
ing to receive treatment in a private hospital bed provided 
under Section 5 (1) be reduced to a reasonable level and that 
the right of the patient to receive free hospital accommoda- 
tion under the Act should be recognized by allowing him in 
effect a grant-in-aid for accommodation in a private bed (as 
far as possible the charges for maintenance in private beds 
should be standardized as between one hospital and another 


in each hospital group); 
(iii) amenity beds should be abolished. 


The three parts of .this recommendation were taken 
separately. 

Dr. W. N. DarwinG (Edinburgh) moved in the first part 
to delete the words “ where a need can be shown to exist ” 
and substitute the words “as soon as the need for ordinary 
(including amenity) hospital accommodation has been met.” 
This was lost. 

Dr..H. S. HowreE Woop moved an amendment by the Isle 
of Wight that for para. (ii) of the Council’s recommendation 
there should be substituted a proposal that the charges for 
hospital maintenance to a patient electing to receive treat- 
ment in a private hospital bed provided under Section 5 (1) 
should be reduced to 25% of the cost per patient per day, 
instead of being 125%, as at present, the charges for main- 
tenance in private beds thus being standardized so far as 
possible between one hospital and. another in each hospital 
group. 

Dr. SUTHERLAND opposed this amendment, on the ground 
that the payment of a grant-in-aid was the proper and 
equitable manner of helping the patient in a private bed. 

The amendment was lost. 

Dr. W. E. BowpeN (Warrington) moved the deletion of 
the words “by allowing him in effect a grant-in-aid for 
accommodation in a private bed” in the Council’s recom- 
mendation. 

Mr. A. LAWRENCE ABEL (Marylebone), in opposing the 
amendment, stressed the importance of grant-in-aid. He 
cited a case in which a patient required certain radio- 
therapeptic treatment which could not be obtained for him in 
a Government hospital at the time when he needed it, so he 
was transferred to a disclaimed hospital and the regional 
hospital board paid that hospital nine guineas a week for the 
care of the patient. That was by no means an isolated case. 
The patient should not receive any money himself, but 
the services which the Government had promised to anyone 
who neefled them should be made available to a patient, 
through a system of grant-in-aid, in another institution if a 
Government hospital could not provide them. 

The amendment was lost. 

Mr. A. LAWRENCE ABEL (Marylebone) moved as an addi- 
tion to the Council’s recommendation that the right of the 
patient to receive free hospital accommodation under the 
Act should be recognized by allowing him in effect a grant- 
in-aid should he elect to receive treatment from a registered 
medical practitioner in a disclaimed hospital or in a registered 
institution. 


In round figures, he said, there were 500,000 ordinary 
beds in all the hospitals in England and Wales, 5,300 amenity 
beds, and 6,800 pay-beds, and the number of beds in 
nursing-homes, including maternity homes, was 18,600. The 
money obtained from pay-beds in the last financial year, 
1949-50, was £24m., and £136,000 was obtained from 
amenity beds. That meant that for the private bed the 
Government got £6 10s. a week, yet sums of 20, 25, and 28 
guineas a week were charged for them. . For the amenity 
beds, for which the charge was supposed to be £2 a week, 
the Government got an average of only 10s. a week. The 
addition which Marylebone suggested, therefore, indicated a 
way in which a lot of money could be made, not for the 
Government but for the country. 

Dr. G. D. BoLsover (Oxford) expressed the hope that 
the meeting would agree that private treatment should be 
encouraged and not made prohibitive by its cost. That 
could be done only by a reduction in the fees per -room. 
To take this action in a unilateral way would mean the end 
of all private-enterprise forms of hospital treatment. No 
nursing-home or other private establishment could hope to 
compete for private patients if the cost of State-supported 
private treatment was reduced to seven guineas a week. The 
private establishments should be given a grant from public 
funds for each patient per week, and they would then have 
to be open to inspection for efficiency. This would relieve 
the pressure on the State hospitals, and some of the new 
hospitals proposed would not need to be built if more use 
were made of private facilities. 

The addition to the Council’s recommendation proposed 
by Marylebone was adopted. ’ 

An amendment proposed by Plymouth, that the words 
“as far as possible” be deleted from the Council’s recom- 
mendation that charges for private beds should be stan- 
dardized, was not accepted. 


Amenity Beds 


Dr. SUTHERLAND, in moving the third section of the recom- 
mendation “That amenity beds be abolished,” said he 
believed that amenity beds had been taken to the extent 
of about one-third out of all private beds. With the require- 
ments set out in parts (i) and (ii) of the recommendation 
already carried it was believed that the required facilities 
would be forthcoming and the call for amenity beds would 
ultimately disappear. 

Dr. A. BARKER (East Kent) said that his Division had at 
first thought of moving the bare reference back of this pro- 
posal. but they had ultimately decided on an amendment 
“That the whole problem of amenity beds requires fuller 
consideration and that the question be referred back to the 
Council for further discussion.” He had in mind especially 
maternity cases in which the young people concerned could 
not afford a private bed. Dr. G. CATHERINE Evans (East 
Kent) made a plea for the retention of amenity beds. She 
knew that the system could be abused; but what system 
could not ? 

Mr. H. H. LAaNGsTon (Winchester) said that it should 
be remembered that amenity beds were introduced very 
much as a political move. Amenity had been taken almost 
entirely from private beds. Private beds in hospital were 
far too few in number. Amenity beds were also a very 
great “headache” to management committees. 

Dr. C. WaTNEY Roe (Chelsea and Fulham) pointed out 
that any policy to abolish amenity beds would encounter 
great unpopularity. 

Dr. E. C. WARNER (Marylebone) said that medical-need 
beds had first priority, and any private block was governed 
by that consideration. If amenity beds were allowed to 
continue it would not be very long before all the patients 
in private wards would want to have amenity beds. 
Dr. A. G. CHAMBERLAIN (Dorset) considered that the time 
was not yet opportune for amenity beds to be abolished. 
Very many people were unable to pay for private beds. 
Amenity beds were a new idea and should be given a chance. 
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Dr. ENiD HuGHes (Denbigh) also thought that it would 
be wrong at the present time to ask for the abolition of 
amenity beds. 

‘Dr. BREACH said that the reason for doing away with 
amenity beds was that over large areas of the country they 
had become a political racket. The confusion which had 
arisen had been due to mixing up athenity beds and medical- 
need beds. 

The East Kent amendment asking that the whole problem 
should be referred back to Council for further consideration 
was carried. A rider by Marylebone was also ‘carried, that 
in such reconsideration the contributory schemes in oper- 
ation on the appointed day should be considered and 
reported on by Council. v 


LOCAL AUTHORITY SERVICES 


Co-option of Practitioners on Health Committees 

Dr. SUTHERLAND moved: 

That the Minister be empowered to require local authorities 
to exercise their powers of co-option to secure the inclusion in 
the statutory health committees appointed under Section 19 (3) of 
the Act of not fewer than two medical practitioners representa- 
tive of the local medical profession selected from among those 
nominated by the appropriate local medical committee(s). 

Dr. A. BRowN (Cambridge and Huntingdon) moved to 
make the opening words of this recommendation read: “ It 
should be embodied in the Act that local authorities must 
exercise their powers of co-option,” etc. 

Dr. SUTHERLAND preferred these words to those in his 
own recommendation, and the Cambridge and Huntingdon 
amendment took the place of the original proposal. 

Mr. Ross SMITH (Bournemouth) moved the deletion of 
the last words, “selected from among those nominated by 
thé appropriate local medical committee.” It was better 
that the recommendations for these appointments should 
be made by the whole of the profession. This was seconded 
by Dr. Doris Optum (Bournemouth) and opposed by 
Dr. G. H. Barenpt (Southampton), who said that the 
amendment would apparently give the health committee a 
free hand to choose anybody. 

The Bournemouth amendment was lost. 

Dr. W. Woo..ey (Bristol) suggested that what was pro- 
posed in the recommendation be one of two alternatives, 
the other being to set up medical advisory committees simi- 
lar to those proposed for advising hospital boards and com- 
mittees. This, after a brief discussion, was referred to 
Council. A further rider was accepted from East Herts, 
that part-time employment by the local authority should 
not be a bar to co-option. 


Frivolous Calls and Complaints 


An amendment by South Essex, “ That the Minister and 
the Association should draw up a code of conduct for 
patients, and that the Minister should take determined steps 
to bring it to the notice of every patient at regular inter- 
vals,” was substituted for a recommendation by the Council 
that new and more stringent rules should be formulated by 
the Ministry, in consultation with the profession, to prevent 
frivolous calls on the services of general practitioners. 

The amendment was carried. 

Dr. H. N. MiLeEs moved a proposition by Worcester and 
Bromsgrove suggesting that, before making a complaint to 
a local executive council against a practitioner providing 
general medical services, the complainant should pay a 
deposit of, say, two guineas, which would be returned unless 
the local executive council considered that the complaint 
was frivolous or it was withdrawn. Some doctors, he said, 
had suffered a great deal of worry and anxiety while it was 
being decided whether a complaint was justifiable or not. 

Mr. A. LAWRENCE ABEL (Marylebone) ‘suggested that it 
might have a very good effect in preventing frivolous com- 
plaints if the complainant was required to make a statutory 
declaration. 

The motion was referred to Council. 


Matters under Consideration 


There remained on the agenda motions by Divisions on 
a number of matters which were actually under considera- 
tion by the Amending Acts Committee. It was agreed that 


these motions be referred to the Council en Sloc. 


The attendance at the meeting had become rather thin 
and a proposal w#& made that some 14 other motions in 
the name of various Divisions should also be referred, but 
this was not carried. 

The first of these motions was in the name of Guildford 
that some form of part payment for drugs and appliances 
should be introduced to give patients a greater sense of 
responsibility. Mr. LAWRENCE ABEL thought that the meet- 
ing might readily pass this and leave the details to be worked 
out. Dr. W. WooLLey, on the other hand, thought that it 
would be most impolitic, with the small number of repre- 
sentatives remaining, to pass a motion of this kind, especi- 
ally in view of the fact that when the question of the 
shilling on the prescription came forward a full meeting 
decided that it would not recommend doctors to take part 
in the collection. 

It was agreed to pass to the next business. _ 

A motion by Rugby that statutory powers should be given 
to a duly authorized officer to arrange admissions to hospi- 
tal for patients when the circumstances of the case so 
required was lost. The same fate befell a motion by Ports- 
mouth that the provision of domiciliary visits by consul- 
tants should be extended to include visits to patients in 
nursing-homes. 

Stockton asked the Council to consider what steps could 
be taken to reduce the volume of the work of the general 
practitioner. Dr. SUTHERLAND said that this question had 
come forward on a number of occasions. The motion was 
accepted as a reference to Council. A motion by Woolwich 
asking for the setting up of a subcommittee to deal with 
the question of superannuation of general practitioners was 
similarly referred. 

Chelsea and Fulham asked the meeting to “deplore the 
enormous increase in committee work expected by mem- 
bers of the medical profession involved.” Dr. GULLICK 
suggested that after having passed a series of motions con- 
cerning all manner of committees in the hospital service 
it would be rather illogical to pass a motion of this kind. 
The case was met by proceeding to the next business. 

Motions were on the paper in the names of Dartford and 
of Kensington and Hammersmith concerning the question 
of decentralization of Part III services. Kensington and 
Hammersmith considered that the powers regarding these 
services formerly held by the local authorities should, with 
the exception of the ambulance and mental health services, 
be returned to them. These also were referred to Council. 
_ West Suffolk asked that members of the medical profes- 
sion and nursing staff should be entitled to private accommo- 
dation in hospital without charge. Dr. SUTHERLAND opposed 
this. It was not quite on all fours with the case of coal- 
miners who got supplies of coal, and to pass such a motion 
would to some extent vitiate the claim they had made that 
they were not on any of these proposals seeking purely 
their own advantage. Mr. LAWRENCE ABEL said that he 
was sure Dr. Sutherland was right. Here again it was 
agreed to pass to the next business. 

A motion by Wembley called for a fee of not less than 
one guinea to be paid to a general practitioner present at 
a domiciliary consultation, with a suitable ceiling compar- 
able to that of the consultant and related to the size of 
the practitioner’s list. Dr. SUTHERLAND opposed this “ appar- 
ent entrance by the back door to dichotomy.” The motion 
was lost. 

On the motion of Trowbridge the Amending Acts Com- 
mittee was instructed to examine the organization of the 
obstetric service, paying special attention to the many 
different authorities responsible for it. 

Dr. I. M. BRown (Eastbourne) had a motion which, while 
welcoming the interim report, considered that the time was 
now opportune for attention to the amendment of the Acts 


- 








280 Dec. 22, 1951 


_ 


SPECIAL REPRESENTATIVE MEETING 


SUPPLEMENT 10 THE 
BriTIsH MEDICAL JOURNAL 





as they stood, with emphasis on decentralization and unifica- 
tion of all parts of the servicé. Dr. SUTHERLAND assured 
Eastbourne that in the preparation of the interim report 
they had picked out from the Acts the things which they 
thought to be most important, and they would deal with 
other points, of which they had a list, in due time. The 
motion was carried. 

Dr. SUTHERLAND also gave assurances to Scottish repre- 
sentatives that differences between the English and the Scot- 
tish Acts were fully appreciated and due note taken. A 
motion by Dumfries and Galloway was carried, that the 
recommendations and amendments passed at that meeting 
were not necessarily to be considered binding so far as 
the N.H.S. (Scotland) Act, 1947, was concerned. 

Before the meeting closed, standing orders were suspended 
to permit of the taking of an extraneous matter—namely, 
the rescinding of the resolution that a verbatim report of 
Representative Meetings, as in Hansard, should be taken, 
and a copy of the transcript be available at Headquarters. 
The proposal to rescind the resolution, which was carried, 
was brought forward on the ground of economy. 


Congratulations 

A motion stood in the name of Marylebone: 

That this meeting congratulates the Amending Acts Committee 
for the work it has already achieved and welcomes the fact that 
further consideration is being given to the several matters listed 
in para. 4 of the report, “ Matters under Consideration,” some 
of which are the accepted policy of the Association already. 


The motion was proposed by Dr. W. WooLLey, who 
referred to the many hours of work which the Committee 
had put in, and especially he congratulated the chairman of 
the Committee, Dr. Sutherland, who in spite of illness and 
a recent stay in hospital had carried through the work on 
the preparation of the report and its presentation to that 
meeting in a masterly fashion. 

Fhe resolution was carried with acclamation. 

Dr. SUTHERLAND said that the work had been very inspir- 
ing because of the support he had had, not only from all 
members of the Committee but from members of the pro- 
fession outside. He also referred again appreciatively to 
the work of the staff, especially commending the great 
labours of the Deputy Secretary, Dr. Stevenson. 

Dr. A. BROWN proposed, and Mr. LAWRENCE ABEL 
seconded, a vote of thanks to the Chairman of the Repre- 
sentative Body for his conduct of the chair. To have got 
through 220 motions and amendments in one day was a 
superb achievement, possible only with a “ magic Wand.” 

The meeting ended at 7.50 p.m., having started at 10 a.m. 





SUMMARY OF THE MEETING’S DECISIONS 


The following summarizes some of the resolutions passed 
by the Representative Body. 

1. An Amending Act should provide for the establish- 
ment of a National Health Service court of arbitration to 
which could be referred, by the Ministers or representa- 
tives of the management or staff side of Whitley Council, 
disputes on the terms of service, including remuneration, 
without the consent of either party, whether existing terms or 
new terms affecting any section, or individual member, of 
the _profession, but that the proposed arbitration on 
remuneration should be carried to a conclusion without 
waiting for the passing of any Amending Act. 

2. The court should have the power to settle such disputes. 

3. The terms of service settled by it should be legally 
binding and enforceable. 

4. The court of arbitration should be’ composed of a 
legally qualified, independent president appointed by the 
Lord Chancellor on a permanent basis, with other mem- 
bers having special knowledge of the subject matter and 
being selected in equal numbers by the Lord Chancellor 
from panels nominated respectively by the management side 


and the staff side of the appropriate committees of the 
Medical Functional Council. 

5. The Minister’s powers to make changes by regulation 
in the conditions of service (including remuneration) of any 
section of the profession should be restricted to those items 
which are either agreed by the medical profession or deter- 
mined by arbitration. 

6. The power of the Minister to acquire compulsorily 
privately owned medical equipment and_ professional 
premises should be rescinded. 

7. The third schedule of the National Health Service Act 
of 1946, dealing with the constitution of regional hospital 
boards, hospital management committees, and boards of 
governorsgof teaching hospitals, should be amended so as 
to ensure, among other changes, a democratic procedure of 
election. 

8. A scheme of block grants, similar to the university 
grants system, should be devised for hospital finance, the 
grants being paid to hospital management committees, with 
amounts for capital and maintenance expenditure to cover 
as long a period as possible, surpluses being carried on 
from year to year. 

9. There should be set up, at ali levels of hospital admini- 
stration, co-ordination machinery between regional hospital 
boards, boards of governors, and hospital management com- 
mittees, local executive councils, local medical committees, 
and local health authorities. 

10. Medical advisory committees to advise boards of 
governors, regional hospital boards, and hospital manage- 
ment committees should be elected respectively by the medi- 
cal staff committees of teaching hospitals, of the non-teaching 
hospitals in the region, and of the hospital group. 

11. The Minister should set aside adequate pay-bed 
accommodation in all hospitals where a need can be shown 
to exist; the charges for hospital maintenance to a patient 
electing to receive treatment in a private hospital bed should 
be reduced to a reasonable level, and the right of the 
patient to receive free hospital accommodation under the 
Act shall be recognized by allowing him in effect a grant- 
in-aid should he elect to receive treatment from a registered 
medical practitioner in a disclaimed hospital or in a regis- 
tered institution. 

12. Patients obtaining their medical care privately should 
be able to obtain drugs and appliances at the public expense 
on the prescription of the attending practitioner on the same 
terms as patients registered in the National Health Service. 

13. The regulations should be extended so as to provide 
disciplinary arrangements for patients. 








PROCEEDINGS OF COUNCIL 
THE STATUTORY INSTRUMENTS 


A meeting of the Council of the Association was held at 
B.M.A. House on December 12, with Dr. E. A. GREGG in 
the chair. The principal business was certain items which 
were left over at the meeting of November 7. Letters were 
read from Dr. L. C. L. Averill, president of the New Zealand 
Branch, and from Dame Dehra Parker, Minister of Health 
and Local Government, Northern Ireland, testifying to the 
pleasure with which they attended the recent Council dinner. 
The Council endorsed the action of the Chairman in sending 
a letter of congratulation to Dr. Charles Frier, of Grantham, 
past chairman of his Division and past president of his 
Branch, and a member of the Representative Body almost 
continuously since 1913, who had recently been honoured 
by the Association locally at a function held in Grantham. 


International Relations 


Dr. J. A. PripHaM, chairman of the International Relations 
Committee, attended the Council to present a report from 
that Committee concerning the International Conference 
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on Medical Education, which under the aegis of the World 
Medical Association is to be held in London in September, 
1953, under the presidency of Sir Henry Cohen. He stated 
that a subcommittee had already been appointed to consider 
the preliminary arrangements so far as the Association was 
concerned. 

The Council agreed to recommendations that a letter be 
sent to the World Medical Association welcoming the pro- 
posal to hold the conference in London and expressing the 
Council’s intention of doing all in its power to contribute 
to its success, and that the use of the Association’s building 
and clerical staff be offered for the purposes of the con- 
ference. It was also agreed that at a later date the Council 


should consider the question of making a contribution to the - 


cost. 

A payment of £100 had previously been authorized for 
the purpose of co-operating with the British Council in send- 
ing a medical lecture team to Austria. The proposed visit 
had had to be cancelled, and the Council agreed that the 
sum be used to send a lecturer to Cyprus and the Sudan, 
or, if a visit to the latter country was found inadvisable at 
the present time, to Iraq (Middle East Branch). The amount 
authorized is to be from the Legacies Suspense Account. 


Finance Inquiry 


The TREASURER (Mr. A. M. A. Moore) said that the 
recently appointed Finance Inquiry Committee to investigate 
directions in which economies could be made in Associa- 
tion expenditure had considered a statement showing the 
establishment and salaries of the Headquarters departments. 
The various departments were being examined by their 
heads with the object of making recommendations to the 
committee which would lead to economies. Mr. Moore 
indicated some directions in which substantial savings would 
be made as a result of previous recommendations of the 
Committee which the Council had approved, and said that 
it was hoped to make further recommendations to the 
Council from time to time. 


Statutory Instruments 1373 and 1376 


A discussion took place on the desirability of action in 
relation to the N.H.S. (Remuneration and Conditions of 
Service) Regulations, 1951 (S.I. 1373), and the Industrial 
Disputes Order, 1951 (S.I. 1376). A request was before the 
Council from the Southampton Division that immediate steps 
be taken for the annulment and modification of these orders. 
The discussion was preliminary to the discussion expected 
in the Special Representative Meeting on the following day 
on arbitration. 

Dr. ROWLAND HILL reported on a deputation which was 
received by the Chief Industrial Commissioner of the 
Ministry of Labour, Sir Robert Gould, om November 28, 
when the apprehensions which were felt in the profession 
with regard to Order 1376 were voiced. The essence of 
what emerged from the interview was that the profession 
ought to have an arbitration agreement, but that that 
agreement ought to be part of something bigger—namely, 
of a collective bargaining agreement. An arbitration 
agreement without a collective bargaining scheme was of 
no value. The great protection to the Whitley Council 
was that the two parties gave an undertaking that they would 
not take unilateral action. Dr. Rowland Hill was quite 
sure that as an Association they should say that they were 
only too anxious to collaborate with the Ministry of Health 
in getting a sounder Whitley Council than they had at 
present, and an arbitration agreement was a part of that. 

The Secretary said that Sir Robert Gould had warned 
them that in setting up an arbitration procedure for the pro- 
fession, which the Ministry of Labour in consultation with 
the Ministry of Health might be able to assist in providing, 
it would be difficult to secure the right of “compulsory ” 
arbitration, at least for doctors in the N.H.S. above a certain 
level of remuneration. He had reminded them that in the 
Civil Service arbitration agreement Civil Servants earning 


above £1,300 a year were not allowed to have their cases 
referred to arbitration without the consent of both parties. 

Dr. H. B. Moraan, M.P., urged the Council to have an 
agreed arbitratign procedure ready in the event of any 
dispute. 

Dr. H. H. D. SUTHERLAND, as one who attended the depu- 
tation, said that they gathered from Sir Robert Gould that 
Order 1376 was intended for the great mass of industry 
and not for any professional people whatsoever. Therefore 


.it would be rather futile to ask for its annulment, but a 


special addition or amendment could be introduced into 
the order to cover, if they so wished, the position of a 
professional group. ? 

Dr. S. WAND said that Order 1376 did not concern them. 
Sir Robert Gould had stated that by the N.H.S. (Amendment) 
Act, 1949, the profession had been given a special status 
under the Industrial Courts Act and the Conciliation Act, 
and if it became involved in a dispute- with the Ministry 
of Health it was established by law that the profession had 
the right of access to the Ministry of Labour. When it came 
to deciding what the terms of reference would be of any 
arbitration body to which the profession had access under 
the two Acts above mentioned, one would be guided by 
the permanent legislation, whereas the 1951 Order might be 
very temporary in character. He thought they should await 
the decision of the Special Representative Meeting on the 
morrow with regard to the arbitration machinery and then 
try to get machinery of that character from the Government. 

Dr. A. C. E. BREACH urged that they should seek to have 
the profession excluded from the operation of Order 1376. 
He thought they were in danger of confusing their long-term 
arbitration with arbitration for emergency. As for Order 
1373, this stated that the Minister might, if he thought fit, 
authorize a board or committee to vary the remuneration or 
other conditions of service in the case of an individual 
officer or officers of a particular description. He agreed 
with the Association’s solicitor, who said that if it was the 
case that this was not to be used to vary the approved 
remuneration or other conditions of service in a way that 
would be less favourable, there was no possible reason why 
the paragraph should not say so and why the Minister’s 
power under it should not be so limited. In Dr. Breach’s 
view Order 1373 should be altogether annulled. 


Annulment Not to be Sought 


The CHAIRMAN said that there ‘was still time for annulment. 
The period of 40 days during which the Orders might be 
annulled as a result of a Prayer in Parliament would expire 
a few days after Parliament reassembled at the end of 
January. But the prospects of getting annulment were 
more than remote in view of the great interest on both sides 
—employers and workpeople alike—in this particular order. 
The deputation were satisfied that there was every desire in 
official quarters to meet their case and to try to establish 
such conditions as would be suitable to their profession. 

After some further discussion the Council decided by a 
large majority not to seek the annulment of Order 1373. 
With regard to Order 1376 it was agreed to take action to 
exclude the medical profession from the operation of the 
order unless, before Parliament met in January, substantial 
progress had been made with the preparation of the arbitra- 
tion machinery. 

The Council set up a small committee from among its 
members to pursue the arbitration machinery matter and 
any other matter that appeared urgent arising out of the 
resolutions of the Special Representative Meeting on the 
morrow. The committee consisted of the Chairman, the 
Chairman of the Representative Body, the Chairmen of 
the General Medical Services, Central Consultants and 
Specialists, Public Health, and Amending Acts Committees, 
the chairman of the Conference of Representatives of Local 
Medical Committees, and Dr. A. C. E. Breach. 

Before the meeting. of the Council the Minister of Health 
(Captain Crookshank) joined the members at an informal 
fork luncheon. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


A meeting of the Central Consultants and Specialists Com- 
mittee was held at B.M.A. House, London, on December 6, 
with Dr. T. ROWLAND Hut in the chair. Dr. Russell Brain, 
President of the Royal College of Physicians and chairman 
of the Joint Committee, attended by invitation during a part 
of the proceedings, and a cordial welcome was extended to 
him. Dr. Gregg, Chairman of Council, and Dr. Wand, 
attending for the first time as chairman of the Representa- 
tive Body, were also welcomed by the Chairman. 

It was agreed that the question of evidence from the 
consultants’ point of view to be presented through the 
Council to the Committee on General Practice set up by 
the Central Health Services Council should be referred to 
regional committees so that they might start their con- 
sideration of the matter at the earliest possible date. 

The Committee devoted some time to the question of 
model forms of consent to operation, put forward by the 
Medical Defence Union. One of the regional committees 
had expressed some disquiet, which was reflected in the 
Central Committee itself, over the proposed new form. It 
was pointed out that it was not always in the best interests 
of the patient to explain to him, as the form required, the 
extent and nature of the operation. The CHAIRMAN pointed 
out the difficulty of drawing up a form which would satisfy 
psychological considerations and at the same time give 
adequate cover in the event of future legal proceedings. The 
moatter will be the subject of further consideration. 


Registrar Establishments 


The spokesman of the Registrars Group on the Com- 
mittee put forward certain considerations on registrar estab- 
lishments. He said that registrars were concerned that it 
should be made clear that these posts were taken by men 
and women with a very definite purpose ; they were people 
who at least hoped to take their higher degree, and it ought 
to be made clear to regional hospital boards that registrar 
appointments were not intended to offset the inadequate 
consultant establishment. 

Another member pointed out that a few years ago a 
registrar knew that probably in time he would be on the 
staff of his hospital, but now he had small chance of getting 
on the staff of the hospital or perhaps even of a hospital 
in the region. In his view a man should be appointed as 
senior registrar only where there was likelihood of a vacancy 
in his particular specialty within a reasonable time. This 
would help to get rid of the sense of insecurity and frustra- 
tion which was felt by registrars. 

It was urged that there sheuld be interchange of senior 
registrars between teaching and non-teaching hospitals in 
order that the holders of all such posts might have the 
opportunity of broadening their experience and satisfying 
the requirements of appointments boards. This suggestion 
was welcomed by the registrars’ representatives, who said 
that the majority of registrars would go into general practice, 
and, it was to be hoped, would be better general practitioners 
because of their registrar experience; a proportion only 
could hope to become senior registrars, but of these many 
would expect to enter the* consultant service. 

The CHAIRMAN pointed out that the second instruction to 
hospital boards on registrar establishments, recently issued 
by the Ministry of Health, was a considerable improvement 
on the original circular and permitted an establishment of 
960 senior registrars. 


Medical Advisory Machinery 
A report was given by the CHAIRMAN on the work of the 
Joint Committee. He stated that a series of very important 
discussions, on whose outcome might depend much of the 
future organization of hospital medical staffs, was now 
beginning between the Ministry and the Joint Committee 


through a small working party. The discussions were on 
the fundamental principles of medical advisory and admini- 
strative machinery. 
Pay-bed Regulations 

Discussions on pay-bed regulations were also taking place 
with the Ministry, and the Joint Committee was submitting 
its views on how the detailed schedules for private opera- 
tions could be replaced by a simpler method of protecting 
the financial interests of patients in private beds. Discus- 
sions on the long-term future of the private bed and the 
amenity bed had begun. New systems of costing of private 
beds were being introduced which might have the effect to 
some extent of reducing maintenance charges. 


Admission of Urgent Cases 


The question of arrangements for the admission to 
hospital of urgent cases aroused some discussion. Reports 
on this subject were forthcoming from various regional 
committees. From the Manchester Region it was reported 
that bed bureaux were being set up and several were already 
working satisfactorily. With the large number of hospitals 
in and around Manchester and Salford there was liaison 
and co-operation. The main advantage was that the general 
practitioner no longer had to spend considerable time on 
the telephone arranging to get the case into hospital, and 
another advantage was that a more accurate idea was gained 
of the number of empty beds. But while the plan worked 
admirably in thickly populated areas it was admitfed that 
it would probably break down in a scattered hospital group. 
The medical advisory committee of one hospital group took 
objection to the proposal to appoint a medical group admis- 
sions officer, because it would make the emergency bed 
bureau—which in that region was working extremely well— 
redundant. > 

The Joint Committee’s view was that no extension of bed- 
bureau systems could really replace the basic methods for 
arranging the urgent admission of cases to hospital, where 
there was good and efficient contact between the general 
practitioner and the medical officer on duty in the appropri- 
ate department at the moment when admission was required, 
though it was agreed that there was much to be done to 
improve this liaison in many hospitals. 


Allocation of Consultant Posts 


The allocation of consultant posts among specialists was 
the subject of a memorandum by Dr. RUSSELL BRAIN, as 
chairman of the Joint Committee. He illustrated the posi- 
tion from the point of view of his own specialty—neuro- 
logy. There had been a failure to develop the service of 
neurological consultants parallel with the extension of the 
consultant service generally, and this was having a serious 
effect upon senior registrars in neurological departments. 
It was not sufficient to assess a total number of consultants 
and leave individual specialties to develop in a haphazard 
manner or put them at the mercy of local management 
committees unacquainted with the needs of the regions. 

It was agreed that this aspect of the development of the 
consultant service illustrated how necessary it is to establish 
adequate representative medical advisory machinery at all 
levels throughout the service. 


Arbitration Machinery 


The CHAIRMAN stated that discussion had taken place in 
the staff side of Whitley Committee B on the present posi- 
tion of arbitration under the N.H.S. It had been agreed 
to await the outcome of the discussions which the B.M.A. 
was having with the Ministries of Health and Labour on 
the significance of the recently published statutory instru- 
ments. The staff side of the Whitley Committee would 
support any measures to improve the conciliation machinery 
and machinery for negotiation. Their real protection seemed 
to lie in improved Whitley Council machinery rather than 
in any ability to take the Ministry to arbitration at any 
time on any point. The Select Committee on Estimates in 
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its recent report regarded the more efficient working of the 
Whitley Council machinery as of the highest importance. 
The Chairman suggested that recent anxiety had been 
largely dissipated, and perhaps there were more important 
matters in relation to conciliation machinery than these 
two orders of the Ministry of Health and the Ministry of 
Labour. But the whole question was under active discus- 
sion by the profession, and would come before the Council 
of the Association on December 12 (for report'see p. 280). 





. 





SCOTTISH CONSULTANTS 


The Central Consultants and Specialists Committee (Scotland) 
met at B.M.A. House, Edinburgh, on November 26, Dr. 
J. G. M. HAMILTON presiding in the absence owing to illness 
~of Mr. T. Murray Newton. 

The CHAIRMAN recalled that at a recent meeting the Chair- 
man’s Subcommittee discussed with representatives of the 
council of the Scottish Society of Anaesthetists a proposal 
for the formation of a Central Anaesthetics Subcommittee. 
On that occasion the anaesthetists had been more or less 
assured that the Consultants_and Specialists Committee (Scot- 
land) would agree to the proposal if, in the light of the 
discussion, the Society’s council remained of the same view. 
The anaesthetists had since named five of their number to act 
as an interim representative committee, and the Chairman’s 
Subcommittee” now recommended that these representatives 
should be invited to meet the Subcommittee with a view to 
working out a provisional constitution for submission to the 
Consultants and Specialists Committee (Scotland). The 
recommendation was accepted. 


Hospital Staffing 


The CHAIRMAN reported briefly on the meeting between 
the Scottish Joint Committee and the U.K. Joint Committee 
on the question of the structure of hospital medical staffing. 
At the meeting it was clear, he said, that the members of the 
U.K. Joint Committee were opposed to the modifications 
suggested in the Department of Health’s proposals for 
hospital staffing, and were critical of the unit system operat- 
ing in Scotland, of which it was evident that the profession 
in England was largely ignorant. The outcome of the 
joint meeting was that the U.K. Joint Committee gave its 
slightly reserved blessing to the Scottish Joint Committee’s 
continuing discussions with the Department. It was also 
agreed that, when the Scottish Joint Committee meet the 
Department, two representatives of the U.K. Committee 
should “sit in” at these discussions. 

After a vote the meeting accepted a motion “that there 
should be established a special subcommittee to review the 
hospital medical establishments in the various regions in 
Scotland and to report.” It was agreed that this review 
should be without prejudice to the discussions with the 
Department on the question of the structure of hospital 
medical staffing. 


South-eastern Region 


The South-eastern Regional Committee again raised the 
question of problems arising in the pathology services. 
Certain hospitals in the region, it was stated, were being 
deprived of the services of experienced pathologists because 
of the lack ‘of agreed policy concerning the part to be played 
by the university department in the regional pathological 
services. It was reported that agreement is likely to be 
reached in the near future, and in view of this information 
the Committee decided to take no action in the meantime. 

The South-eastern Region aiso raised the question of the 
present mileage allowance. It was pointed out that, because 


of recent revision of travelling allowances for members of 
hospital boards, if a doctor travelled as a member of a board 
he was paid on a higher scale than if he was engaged in 
clinical work. The SECRETARY reported that the question of 
travelling allowances was at present under consideration by 
Whitley Committee B. 


REGISTRARS IN SCOTLAND 


A meeting of the Registrars Group Council for Scotland 
was held at B.M.A. House, Edinburgh, on November 15. 
Dr. G. SHaw presided. The meeting considered reports 
from the regions on the attitude of the hospital boards to 
the granting of study leave. It was agreed that in general 
boards were becoming more sympathetic in this regard, and 
that in view of this more satisfactory position no further 
action should be taken: It was suggested that in the one 
region in which there remained some doubt the matter should 
be taken up locally with the regional board. 

Attention was drawn to the divergence in procedure 
followed by hospital boards in dealing with applications 
for vacancies. In several cases applicants were asked merely 
to complete an application form, while in others as many 
as 30 copies of written applications were asked for. The 
cost to the applicant of having the duplication done was 
often considerable, and the meeting thought some other 
method might be adopted. It agreed that the regional com- 
mittees should be asked if they wished the council to take 
the matter up nationally. 

It was reported that, in reply to inquiries, regional com- 
mittees had indicated that there appeared to be little sup- 
port for the proposal to establish an expenses fund for the 
reimbursement of members attending committee meetings. 
The council therefore decided to take no action in the matter. 








MEETING AT WELSH HOUSE 


Dr. Agnes Kelynack, Assistant Secvetary, will speak at 
5.30 p.m. on Thursday, January 24, at the Welsh House, 
195, Newport Road, Cardiff. Her subject will be “ The 
Present Position in the Public Health Field.” Dr. H. R. 
Frederick, Chairman of the Welsh Committee, will be in 
the chair. 

Any member who wishes to attend and has not received 
an invitation is requested to communicate with Dr. S. J. 
Hadfield, at 195, Newport Road, Cardiff. 





- | 





VICTIMS OF CONCENTRATION CAMP 
EXPERIMENTS 


The World Medical Association has been asked to solicit 
the assistance of the various national medical associations 
and, through them, of individual physicians in all countries 
in order to ascertain the number, location, and condition of 
the survivors of concentration camps who, under the Nazi 
regime, were the victims of so-ca!led scientific experiments. 

The British Medical Association has been asked to report: 


(a) the number of such individuals in this country so far as 
can be ascertained ; 

(b) the types of disability or continuing diseases from which 
they are suffering ; 

(c) whether or not such individuals would be willing to have 
their names and addresses reported provided (1) they wre safe- 
guarded from publicity, (2) they were assured of compensation 
for their disabilities. is 


It is recognized that this is a subject of great delicacy 
in many cases, but the International Relations Committee 
considers that the Association should co-operate in this 
survey. Medical practitioners are accordingly invited to 
send to the Secretary the following information about any 
of their patients who may have been the victims of scientific 
experiment in concentration camps under the German Nazi 
regime : 

The number of such patients, brief descriptions of their disa- 
bilities, and an opinion whether the patients would be prepared to 
allow their names and addresses to be reported to the United 
Nations Organization if the latter body eventually found it possible 
to offer them compensation. The names and addresses of the 
patients should not be forwarded. 
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ROAD ACCIDENTS 
HOW TO CLAIM FEES ; 


In accordance with the Road Traffic Act of 1934 a claim for 
a fee of 12s. 6d. for medical or surgical treatment or an 
examination, immediately required as a result of bodity 
injury arising out of the use of a motor vehicle on a road, 
should be made to the driver of the vehicle. It should be 
made either orally at the time the emergency treatment is 
given or in writing within seven days. To assist members in 
making these claims the B.M.A. provides model forms, which 
can be obtained from B.M.A. House. 


Claims Against Crown 
These provisions of the Road Traffic Act do not apply 

to the Crown. Although no liability is accepted with regard 
to fees for treatment, in certain cases Government depart- 
ments are prepared to make an ex gratia payment for emer- 
gency treatment. When the vehicle involved belongs to one 
of the Services or to one of the departments mentioned 
below, claims should be made to the Claims Commission. 
War Office, Nuffield House, Piccadilly, W.1. 

Ministry of Supply Foreign Office 

Central Office of Informa- Ministry of Fuel and 

tion Power 

Ministry of Civil Aviation Ministry of Defence 

Ministry of Transport National Savings Com- 

Inland Revenue mittee 

Ministry of Works Board of Trade 

War Damage Commission Ministry of Education 

Ministry of Food Ministry of Pensions 

Home Office Department of Scientific 

Prison Commission and Industrial Research 


When vehicles belong to other Government departments, 
claims should be made direct to the department concerned. 
But the normal procedure under the Road Traffic Act is 
applicable when vehicles belong to nationalized industries. 

No special form is prescribed for any claim involving a 
Crown vehicle, and members may, if they wish, use the 
model form mentioned above. 








RETIRED MEDICAL OFFICERS 
HIGHER PAY 


Following representations made by the Association, the War 
Office has announced increased rates of pay for retired 
medical officers employed as full-time civilian medical prac- 
titioners to take effect as from October 1, 1951. The new 
rates, which are payable in addition to retired pay, are as 
follows: 

(a) London—£650 a year. 

(b) Provinces—£635 a year. 

(c) Elsewhere—£620 a year. 


These increases are of a temporary nature pending com- 
pletion of discussions on the revised conditions of service 
and increased rates of pay for retired medical officers 
employed in retired-pay posts. 








TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils.— Fulham, Hackney, 
Southwark, Stoke Newington. 

Non-County Borough Councils——Crewe, Dartford. 

Urban District Counctis.—Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. 


Correspondence 








Method of Remuneration 


Sir,—Dr. Cyril E. Beare (Supplement, December 8, p. 259) 
is quite right about methods of remuneration. The stupidity 
of paying general practitioners by capitation fee is so 
fantastic that the idea can only have been conceived by 
administrators with little knowledge of general practice. 

Briefly, a capitation fee pays a general practitioner for the 
work he contracts to do, not for the work he does. It is 
quite impossible to supervise a general practitioner’s work. 
One who makes, say, twice the attendances per patient is 
paid half as much per attendance. One who gives the least 
attention to his patients is paid the highest fee per attendance. 

So far as remuneration influences the quality of work, 
payment by capitation fee must be a bad influence, since 
it pays the highest fee to the doctor who does least per 
patient. It is so ridiculous—particularly when, as in general 
practice, it is impossible to supervise the work—that it 
makes one doubt the sanity of those who devised or accepted 
it. 

The New Zealand grant-in-aid scheme may be open to 
abuse or may not, but it is much sounder than the capitation 
fee, which not only invites abuse but rewards it highly.—I 
am, etc., 

Colwall, Malvern. J. RICHARDSON. 
Tracing Patients 

Sir.—I feel that an immediate answer is required to Dr. M. 
Curwen’s somewhat schoolmaster-like reproof (Supplement, 
December 8, p. 258) to Dr. D. M. Bladon and myself (Supple- 
ment, November 24, p. 231). He writes in an effort “to 
forestall an outburst of indignation based on the false 
arguments ” presented in our letters, in which we protested at 
the method adopted by the local executive council in con- 
ducting the purge of doctors’ lists. I would hasten to assure 
him that I agree entirely with the absotute necessity of con- 
ducting this purge, a point which I thought I made clear in 
my letter. 

It might interest Dr. Curwen to know that I have already 
been able to trace no less than 60% of the people whose 
names it is proposed to remove from my list next quarter, 
having seen their ration books and identity cards. These 
people still reside locally and have every right to be on my 
list. Many of them declare that they have lived in the same 
house for the last 20 to 25 years, and say that they have 
received ro communication from the executive council ask- 
ing for their addresses and identity numbers. It passes one’s 
comprehension that the names of so many people who have 
lived at the same address for so long do not appear on the 
local food office list. 

Dr. Curwen says in his letter that in only a small number 
of cases will there be any point in my trying to contact the 
patients concerned. Does he consider that 60% of over 500 
patients is a small number? Had I not taken the trouble to 
chase up the names provided by the local executive council, 
I should have lost 300 patients whe had every right to be on 
my list.—I am, etc., 

Coventry. Cyrit SHEPHERD. 


Strong Local Feeling 

Sir,—-In the Supplement of November 24 (p. 228) 
Dr. Plunkett, the physician-superintendent of St. Peter’s 
Hospital, Chertsey, is reported to have said that “many 
hospital committees .were developing uneconomic small 
units, some of which were no bigger than half the ward 
of a large general hospital, in direct competition with large 
efficient units almost next door.” Now, St. Peter’s Hospital, 
Chertsey, is a hospital built of temporary huts as an emer- 


“gency hospital in the last war. In the 1914-18 war 


St. Thomas’s built huts in between each block to deal 
with war casualties, and when the war was over these 
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huts were removed. Unfortunately, in this war St. Thomas’s . 


decided to place these huts in the grounds of Botleys Park 
Mental Hospital, which is situated in the depths of the 
country four and a half miles from Woking, the largest 
town in the group. This site was a wise one to avoid war- 
time bombing, but it is not a very good site from the point 
of view of the people of Woking. Owing to the incidence 
of the National Health Service, this hutted hospital was not 
removed after the war, and, as the largest hospital in the 
Woking and Chertsey Group, it has absorbed most of the 
money of the group. 

Dr. Plunkett continues that, “ They could review ruth- 
lessly quite a lot of hospitals which competed one with 
another. But any drastic step of that kind would arouse 
strong local feeling.” He would be very much surprised 
to know how much local feeling he has already aroused. 
The Woking Victoria Hospital was built over 50 years ago 
in the centre of the town, and but for the National Health 
Service would now be a much larger and better-equipped 
hospital than it is to-day. This hospital had the money and 
the plans to enlarge its operating theatre, rebuild the out- 
patients department, and enlarge the hospital generally 
before the war. Owing to the war this was not proceeded 
with, and when a licence to build was asked for immedi- 
ately after the war it was refOsed. The National Health 
Service in July, 1948, took over all the moneys, endowments, 
etc., of the voluntary hospitals, and since then the manage- 
ment committee has diverted money from Woking Hospital 
to St. Peter’s. The strength of local feeling can be measured 
by the fact that Mr. Harold Watkinson, the local Member 
of Parliament, has asked questions about this of the Minister 
of Health in the House, and at last the Woking Hospital is to 
have its new_out-patients department. 

Dr. Plunkett continues that, “If people must have small 
hospitals on their doorsteps, then let them be voluntary 
hospitals to which the Ministry might grant a subsidy of 
so much for each bed.” In other words, many people must 
soon pay twice to get the same or fewer benefits than they 
had before July, 1948. No drastic action has yet been taken 
here, but the totalitarian technique is being pursued. The 
smallest hospital in the group—Egham—has been attacked 
first and must soon succumb. The others have now been 
warned. 

Finally Dr. Plunkett states that “a large amount of time 
of consultants and officials was taken up in committees.” 
For once he is quite right. If some of them would only 
give up their brief-cases for the stethoscope, then their 
colleagues might continue their own good work in peace.— 
I am, etc., 


Woking, Surrey. LESLIE HARTLEY. 


Pirating of Practice Premises 

Sir,—It is with very much regret that I notice in the report 
of the Medical Practices Committee (Supplement, November 
24, p. 227) that no remedy has yet been found for the 
“ pirating” of practice premises. 

In the days of free market of practices one would never 
purchase a practice without the house or surgery from which 
the practice was carried on. In purchasing the practice 
goodwill it was understood that part of this was attached to 
the house and was what a doctor paid for. Nowadays the 
outgoing doctor gets compensation at the same rate as would 
attach itself to an ordinary sale of a practice. The compen- 
sation is based on the income, both panel and private, which 
the outgoing doctor earned on a specific date, but the fact 
seems to have been overlooked that the value of the practice 
is partly the value of the premises for which the outgoing 
doctor gets paid. Nobody seems to worry about what happens 
to the incoming doctor. He gets appointed to a practice and 
it seems that the attitude of the powers that be is: “ You 
have been appointed to a practice which has cost you 
nothing ; you ought to be pleased even if you do not get the 
house ; don’t worry us ”"—instead of protecting the doctor 
they have appointed to the practice. 


Where does the difficulty lie in not finding a solution ? 
Before a doctor can practise in an area permission has to be 
granted for him to do so ; even in an open area permission 
has still to be obtained. It would be a simple matter for a 
regulation to be put into force withholding permission from 
any doctor except the officially appointed successor to the 
practice to carry on with N.H.S. work from the house of the 
outgoing doctor for a period of three years. Practice premises 
are subject to them being suitable to the executive council 
for the working of a practice, and I believe that this body 
can order a doctor to get other premises if they are not 
large enough, etc., to run the practice. If this is so, wherein 
lies the difficulty of formulating a regulation prohibiting 
premises to be used by a “pirate”? Let the difficulties 
be told the profession, if indeed there are any. 

After three years of the Health Service it is a disgrace to 
say that this problem—if such it indeed be—is not solved. 
Why does not the body concerned prevent this blackleg 
practice ? Is it because it does not want to do so, or is it 
that it fears repercussions from the outgoing doctors, who 
can sell their houses and surgeries at a very greatly enhanced 
rate ? 

The report says that this practice of pirating the premises 
is becoming more frequent. Is this not a terrible admission 
of weakness in the governing powers of the profession ? 
The delay in dealing with this matter is in need of urgent 
action, as sO many practices are advertised without either 
house or surgery. Why is not a special committee appointed 
to deal with this state of affairs—not a committee like a 
Parliamentary committee, which takes years—for the protec- 
tion of men entering practice ? The facts are known to the 
profession, so it should not take long to bring in a rule or 
regulation to deal with this terrible state of affairs. In the 
opinion of every decent-minded doctor this wants immediate 
attention, and any restriction of practice by another doctor 
in a retiring doctor’s house would be welcome to protect the 
decent members of the medical profession and would only 
be frowned upon by those blacklegs who are ready to pounce 
on an “ opening ” and to do one of their colleagues down:— 
I am, etc., 


London, S.W.18. C. J. DE VERE SHORTT. 


Partnership or Squatting 

Sir,—I see from Dr. A. Leigh Smith’s letter (Supplement, 
November 17, p. 222) that he was lucky enough to find a 
junior partnership. That this is the exception rather than 
the rule can be testified to by all those assistants who have 
been looking for a partnership in vain for years. 

“ Finding his feet,” as Dr. A. Leigh Smith puts it, must 
evidently mean “ gaining patients from the local established 
practitioners’ lists,” just as the despised squatter is supposed 
to do, since the junior partner is taken on not to maintain 
the list but to enlarge it further. There may be other cases— 
e.g., an elderly practitioner wishing to transfer his practice 
eventually to a congenial junior partner—but these altruistic 
exceptions must be rare, as recent lettets by young doctors 
have clearly shown. 

It should be realized that squatting is done out of sheer 
necessity and under great hardships, and not out of some 


_ Special malevolence that drives a squatter to refuse any 


offers of partnerships.—I am, etc., 


London, W.12. A. MEYER. 


Appointment of Consultants 


Sir,—As the recently appointed consultant mentioned in 
the letter headed “ Appointment of Consultant” (Supple- 
ment, December 1, p. 239), may I make a few comments ? 
All the consultants in this particular specialty were 
approached, before the post was advertised, at a meeting 
called by the administrative officer of the regional board, 
which was also attended by two other specialists of the area. 
The author of the letter was actually sitting on the committee 
which recommended my appointment and was able to state 
his case. I spend one complete half-day per week in the 
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operating-theatre, and I have never been prevented from 
performing routine operations by shortage of nursing staff. 

The principle of having clinical assistants in charge of out- 
patient clinics is surely wrong, because it is here that all the 
important decisions are made regarding the treatment and 
subsequent disposal of the patient. A consultant should 
not be just a technician to operate on cases chosen for him 
by a clinical assistant. . 

The correspondent appears to regret the displacement of 
the consultant who was previously performing the work, 
which seems to contradict the whole of the case in favour 
of a_ clinical assistant. This displaced practitioner did not 

o ° . ° 
actually have a contract with the regional board, and his 
position since my arrival has been the same as that of any 
other unsuccessful candidate for consultant appointment. 

Finally, the appointment was made on the recommenda- 
tions of those who knew all the facts regarding the local 
situation and the needs of the area.—I am, etc., 

A. Eric WILSON. 
The Trainee-Assistant Scheme : 

Sir,—In recent months I*‘have read with considerable 
interest letters from disillusioned young practitioners who 
have been vainly endeavouring to secure for themselves 
an opening in general practice. So long as the trainee- 
assistant scheme continues, it will become increasingly diffi- 
cult to secure an assistantship with view, which appears to 
be their main ambition. Why, if a general practitioner is 
receiving the services of an assistant at the Government’s 
expense, will he wish to take in an assistant ? 

Under the present system it is possible for certain favoured 
and selected practitioners to continue to employ and train 
young men ad infinitum, provided they do not wish to 
increase their lists above the maximum laid down by the 
Ministry. However, there is little incentive for these practi- 
tioners to do so, as by so doing they lose the services of 
their trainee and then have to employ and pay a permanent 
assistant. It would take a considerable expansion of a 
practice to cover tlie increased salary of such an assistant 
under the present meagre scale of capitation fees. 

We have all seen the flood of trainee-specialists which 
was created after the war and the resultant hardship which 
it has now caused to so many by the necessary and obvious 
reduction in their numbers. It is apparent that it will not 
be long before there are an equally large number of ex- 
trainee-assistants seeking virtually non-existent openings in 
general practice, with their numbers increasing year by year 
in a never-ending stream. 

One has only te study the advertisements in medical 
journals to see at once the disproportionate number of 
vacancies for trainees as compared with those for permanent 
assistants. If the present policy of training young doctors 
to be general practitioners is to continue, then provision 
must soon be made to provide permanent openings for these 
trainees in general practice, otherwise it were best that the 
trainee-assistant scheme should be abolished.—I am, etc., 


Hong Kong. P. O. OLIVER. 


Circumcision Under the N.HLS. 


Sir,—I wish to draw your attention to the following letter ° 


from the Ministry of Health, a copy of which was sent to me 


recently : 

“T am directed by the Minister of Health . . . to say that if 
a general-practitioner obstetrician (or general practitioner) per- 
forms a circumcision during the period (14 days after confinement) 
when he is responsible for the medical care of mother and child, 
no charge can be made, since the fee claimed on Form E.C. 24 or 
24a is an inclusive one, 

“A doctor cannot be required to perform circumcision as 
part of his terms of service—not all doctors are competent to 
perform this service—and if he does not wish to undertake the 
circumcision he should refer the patient to a hospital.” 


Now, Sir, it will, I think, be agreed that, when necessary 
at all, circumcision should be performed as early as possible. 
In reasonably skilled hands it can then be done in about 


three minutes without anaesthetic and without any visible 
ill effect on the child. 

The alternative is to wait until the child is weaned and 
then send him into hospital. This will involve the added 
risk of an anaesthetic, considerably more distress to the 
child and his parents, and the occupation of a hospital cot 
after, perhaps, a considerable time on the waiting-list. 

Under the regulations of the maternity medical services 
the practitioner’s duty is to provide “such medical super- 
vision of mother and child during the puerperium as may 
be required.” In my opinion the term “medical super- 
vision ” cannot be held to include the operation of circum- 
cision. Indeed, the second paragraph of the letter quoted 
above confirms this. I have therefore hitherto considered 
that, provided the child was not placed on my N.HS. list 
until after the operation, I was entitled to treat him as a 
private patient in this matter and charge a small fee. Natur- 
ally one would make the position clear to the parents before 
operating, and if they preferred to wait until it could be done 
in hospital that would be the end of the matter. 

Clearly the only really satisfactory thing would be for. the 
Ministry to pay a recognized fee to the practitioner. Failing 
that, it should at least be possible for the practitioner to 
charge a private fee. The only result of the present ruling 
will be to increase the demand on hospital cots and to act to 
the marked disadvantage of the unfortunate baby.—I am, 
etc. 


Great Yarmouth, Norfolk. I. W. Hockley. 


, 


Mileage Anomaly 


Sir,—Yet another curious anomaly in the N.H.S. has 
come to my notice. A family on my list have moved to 
another house, which is more than four miles from my 
surgery. I am informed by the local executive council that 
I cannot claim mileage. If they had moved north instead of 
east I could claim mileage for distances over two miles. 

The reason given is that they have moved to a “non- 
rural” area, whereas north is rural. To me, visiting in a 
car, there is no practical difference : whether I drive north 
or east, petrol is consumed either way. I leave to more 
erudite writers than myself the choosing of an adequate 
word to describe this piece of bureaucratic insanity.—I am, 
etc., 


Leigh-on-Sea, Essex. A. H. LEVERs. 


Goodwill and Premises 


Sir,—Although the amendment to the N.H.S. regulations 
proposed by the G.M.S. Committee (Supplement, November 
10, p. 200) to restrict practice from an outgoing doctor’s 
premises does seem unfair to the owner of the premises, 
it seems clear that something should be done to inte- 
grate the interests of the doctor appointed as successor and 
the owner of the premises. The custom before the Act was 
that the purchaser of the goodwill agreed to buy the prac- 
tice premises and that the vendor of the practice agreed to 
secure the practice premises to the purchaser of the good- 
will. This would seem to illustrate the pattern to be 
followed now. 

The successor to the goodwill should be obliged to buy 
the practice premises at an impartial valuation. The owner 
of the premises, except where he or she is continuing to 
occupy them, should be obliged to sell or rent them to the 
successor to the . ,odwill. There is no loss of liberty where 
reasonable terms of service are attached to a voluntary 
contract. 

This proposal, if adopted, would protect the interests of 
all parties concerned. The owners of practice premises 
would not be frightened into selling privately to another 
doctor for fear of hard bargaining from the man appointed 
as successor, while at least a percentage of unestablished 
doctors would enjoy the opportunity of becoming principals 
in an ordered and responsible way.—I am, etc., 


Fatficld, Durham. M. J. Cray. 
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P B.M.A. LIBRARY 
The following books have been added to the Library: 
Abelman, H. W.: Cancer As I See It. 1951. 


Association for Research in Nervous and Mental Diseases. 
Vol. 6 an Life Stress and Bodily Disease. 1950. 

Blake, G. (Editor): Trials of Patrick Coosuber. 1951. 

Bonnar, F.: The Catholic Doctor. 1951. 

Cope, Z.: The Versatile Victorian: Being the Life of Sir Henry. 
Thompson, Bt., 1820-1904. 1951. 

Corner, B. C.: William Shippen, Jr. 1951. : 

Comme. E. H.:, Laboratory Guide to the Anatomy of the Rabbit. 

Fabricant, N. D.: Headaches. 1951. 

Greenhill, J. P.: Principles and Practice of Obstetrics. Tenth 


edition. 1951. 
Grollman, A.: Pharmacology and Therapeutics. 1951. 
a W. T.: Clinical Applications of Suggestion and Hypnosis. 
Israel, A. H.: La Mesure du Rendement Cardiaque en Clinique. 


James, T. E.: Prostitution and the Law. 1951. 

Jgrgensen, C.: Two Commandments: A Medical Psychologist 
Expresses his View on Moral Problems. 1950. 

Johnson, B. D.: The Catholic Nurse. 1950, 

Kisch, B., and Bardet, J. M.: Electron Microscopic Histology of 


the Heart. 1951. 
por mg S.: Polska Bibliografia Lekarska za Rok 1946. 1951. 
London, S., and Caprio, F. S.: Sexual Deviations. 1950. 


McEwan, te Health Visiting. , 1951. 
a J.: Die Nebenwirkungen der Arzneimittel auf die Haut. 
50. 

Meyer-Steineg, T., and Sudoff, K.: Geschichte der Medizin im 
Uberlick mit Abbildungen. Vierte semanas. : 

Mulinos, M. G.: Pharmacology. 1951. 

von Miiller, F.: Lebenserinnerungen. 1951. 

Panton and Marrack’s Clinical Pathology. Sixth edition by H. B. 
May and J. R. Marrack. 1951. 


Rees, J. R.: Health of the Mind. Tiird edition. 1951. 
Roberts, L.; ef al.: Textbook for Health Visitors. 1951. 
Roon, K.: The New Way to Relax. . 

Sapirstein, M. R.: Emotional Security. 1951. 

Scolari, E. G., et al.: Dermatosi Piogeniche. 1950. 


Scotti, G., and Sicca, G. T.: Le Salmonellosi nell’?Uomo. 1950. 

= .: Diseases of Infancy and Childhood. Sixth edition. 
19 

—_' C.A.: Pipsbtens of the Newborn Infant. Second edition. 

Spath, F.: Die chirurgische Therapie des Magen-Duodenal-Uicus 


in der Schule von Haberer. 1950. 
Revised 


Stekel, W.: Technique of Analytical Psychotherapy. 
edition. 1950. 
Tarneaud, J., and Seeman, M.: La Voix et la Parole: Etudes 


Cliniques et Thérapeutiques. 1950. 
Thompson, M.* The Cry and the Covenant. 1951. 
—. R. H.: General and Social Psychology. Third edition. 
veeeene, C. W.: Psychology and its Bearing on Education. 
Walker Trust Lectures on Leadership delivered before the 
University of St. Andrews, 1930-49. 1950. 
Wilcocks, C.: Health and Disease in the Tropics. 1950. 
Ziman, E.: Jealousy in Children. 1950. 





H.M. Forces Appointments 








ROYAL ARMY MEDICAL CORPS 


Short Service Commissions.—Captains J. Totten and H. M- 
Gray to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 
Colonel J. Biggam, M.C., late R.A.M.C., having attained the 
age limit of liability to recall, has ceased to belong to the Reserve 
of Officers. 
Royat Army MepicaL Corps 
Captain (Honorary Major) J. Reeve has ceased to belong to 
the Reserve of Officers. 


TERRITORIAL ARMY 


Lieutenant-Colonels (acting <aienele C. W. Arnot, O.B.E., 
C., T.D., and D. H. vom, © B.E., R.A.M.C., to be Colonels. 
“ ~~ _crmapamaaaes A aciver, O.B.E., R.A.M » oll be 
olonel 


Major (acting Colonel) J. B. Forsyth, T.D., R.A.M.C., to be 
Colonel. 
Roya Army MeEpiIcat Corps 
Lieutenant-Colonels J.,R. MacIntyre and A. Barber, M.C., 


T.D., have resigned their commissions. 
Major (acting Lieutenant-Colorel) F. J. G. Slater, M.C., T.D., 
to be Lieutenant-Colonel 


» List, to be Malo an 


Majors R. J. S. Doherty and C. Cameron have been granted 
the acting rank of Lieutenant-Colonel. 

Captains wes Lieutenant-Colonels) J. F. K. Grieve, T.. F. 
Redman, and J Mitchell to be Majors, retaining the acting 
rank of Lieutenant-Colonel. 

[omens ect ors) V. K. Drennan, T.D., A. M. Stalker, 
P L. Ross, M.B.E., and T. F. Redman have an granted the 
setae rank of Lieutenant-Colonel. 


ant H. J. Heathcote, from T.A.R.O. (General List), to be 
ac. 
Be ey a G. V. Cole, R. W. Biagi, and D. 
Lyon, O to be Majors. 

weeese A: §: Fail, E. G. Turner, M.C., B. “Veage 
J. G. Bourne, F. E . Griffiths, and Cc. Nicholson, M.C., 
be Majors. 

Captain C. MacL. ene to be acting Major. ‘ 


The surname of Major P. Jacobs is as now described and not 
as stated in a Supplement to the London Gazette dated August 28, 
and in a Supplement to the Journal dated September 22, p. 124. 

Lieutenant (War Substantive Captain) F. R. Hurford has 
relinquished his commission and has been granted the honorary 


rank of Major. 


TERRITORIAL ARMY RESERVE OF OFFICERS 


Colonel (Honorary Brigadier) G. S. Douglas, late ReA.M.C., 
having attained the age limit of liability to recall, has ceased to 
belong to the .Reserve of Officers. 


RoyaL ARMY MEDICAL Corps 
Lone —oae (Honorary Colonels) J. Morrison, O.B.E., 
<., T.D., and G. P. Crowden, O.B.E., T.D., having attained 
ar § — of liability to recall, have ceased to belong to the 


Lieutenant-Colonel (Brevet-Colonel) G. A. Kane, O.B.E., T.D., 
from Active List, to be Lieutenant-Colonel, retaining his present 
seniority and to be Brevet-Colonel. (Substituted for the hotifi- 
Ty in a Supplement to the London Gazette dated January 5, 

Lieuternant-Colonels A. T. Burn, T.D., and J. H. Prain, from 
Active List, to be Lieutenant-Colonels. 

Major C. B. Levick, O.B.E., having attained the age limit of 
liability to recall, has ceased to belong to the T.A.R.O., and 
has been peas the honorary rank of Lieutenant-Colonel. 

Major D. MacD. Lyon, O.B.E.,-from Active List to be Major 
and has been granted the honorary rank of Lieutenant-Colonel. 
(Substituted for ie, rn in a Supplement to the London 


Gazette eA Jul 
Majors J Anderson, > B.E., T.D., H. V. Roberts, J. G. 
» iD. and J. L. Taylor, from Active 


Bourne, F. ik 
Major L. J. Beynon, T.D., has ceased to belong to the T.A.R.O. 
The notification regarding’ Major (Honorary Lieutenant-Colonel) 
D. Thomson in a Supplement to the London Gazette dated April 
0 has been cancelled. 
Captain (Honorary Major) I. G. W. McDonald, from T.A.R.O., 
H.L.I., to be Captain. 
SUPPLEMENTARY RESERVE OF OFFICERS: ROYAL ARMY MEDICAL 
Corps 
Major '. G. Sibley has been granted the acting rank of Colonel. 
Major I. N Samuel, from R.A.R.O., to be Major. 


REGULAR ARMY: EMERGENCY COMMISSIONS 
RoyaL ARMY MeEpiIcaL Corps 
Lieutenants (War Substantive Captains) A. Henderson-Begg 
and G. S. M. Wilson have relinquished their commissions and 
have been granted the honorary rank of Major. 
Lieutenant (War Substantive Captain) K. Hampshire has 
relinquished his commission, and has been granted the honorary 
rank of Major, on appointment to the, R.C. ; ‘ 


ROYAL AIR FORCE 


Wing Commander R. Liny has retired at his own request, 
retaining the rank of Group Captain. 
Flight Lieutenant R. D. Poole has relinquished his temporary 


commission, retaining the rank of Wing Commander. 
Squadron Leader B. Good has relinquished his temporary 
commission, retainin ‘his rank. 


Flight Lieutenant‘H. N. H. Genese to be Squadron Leader, 

Flight Lieutenant N. H. Harris has relinquished his temporary 
commission, retaining the rank of Squadron Leader. 

Flight Lieutenants J. L. Struan-Marshall and M. D. Warren 
have been transferred to the Reserve, retaining the rank of 
Squadron Leader. 

Woman officer employed with the Medical Branch of the Royal 
Air Force.—Squadron Leader M. G. g the” has ae 
her temporary commission, retaining rahk of Wing 
Commander. 


INDIAN MEDICAL SERVICE 


Lieutenant-Colonels A. B_ Guild and H. J. Curran, O.B.E., have 
retired, and have been granted the honorary rank of Colonel. 
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NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider the award of the Nathaniel Bishop Harman 
Prize in the year 1952. The value of the Prize is approxi- 
mately £100. Tie purpose of the Prize is the promotion of 
systematic observation and research among consultant mem- 
bers of the staffs of hospitals who are not attached to recog- 
nized medical schools. It will be awarded for the best Essay 
submitted in open competition. The work submitted must 
include personal observations and experiences collected by 
the candidate in the course of his practice. A high order 
of excellence will be required. No study or essay that has 
previously been published in the medical press or elsewhere 
will be considered eligible for the prize. Any registered 
medical practitioner who is a consultant member of the staff 
or senior hospital medical officer of a hospital in Great 
Britain or Northern Ireland and who is not a member of the 
staff of a recognized undergraduate or postgraduate medical 
school is eligible to compete. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of his essay, the decision of the Council shall be final. 

Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the Prize will not be awarded 
in,1952, but will be offered again the year next following 
this decision, and in this event the money value of the Prize 
on the occasion in question shall be such proportion of the 
accumulated income as the Council shall determine. 

The writer of the prize-winning essay may be required to 
prepare a paper on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section 
of the Annual Meeting of the Association. Each essay must 
be typewritten or printed in the English language and must be 
distinguished by a title and a motto. essay must not bear 
the name of the writer, which should be sent with the essay in 
a sealed envelope bearing only the motto on the outside, It 
is suggested that essays should consist of from 3,000 to 10,000 
words. The title of the proposed essay and the motto should 
be notified in writing to the Secretary, and a form for this pur- 
pose can be obtained from the Secretary. Essays must reach the 
Secretary, British Medical Association, Tavistock House, Tavi- 
stock Square, London, W.C.1, not later than March 31, 1952. 


~ “Inquiries relative to the prize should’ be addressed to the 


Secretary. 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1952 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1952, of prizes to medical 
students for essays submitted in open competition. The 
subject of the essays shall be: “The Training of a Student 
in the Personal Relationship Between Doctor and Patient.” 


The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. -A prizewinner 
in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom and the Colonial Empire at the 
time of submission of the essay is eligible to compete for a 
prize. If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be final. 
Should the Council decide that no essay entered is of sufficient 
merit, no award will be made. In determining the number and 
amount of prizes to be awarded, the Council wiii take into con- 
sideration the number of essays received. In 1951, 42 essays were 
received, and a first prize of £75 and two second prizes of £50 
each were awarded. 

It is suggested that essays should consist of from 2,000 to 5,000 
words. Essays must be typewritten or legibly written in the 
English language on foolscap paper, on one side only, must be 
unsigned, and must be accompanied by a note of the name and 


medical school of the entrant. Notice of entry for this com- 
petition is necessary, and a form of appliestion can bé obtained 
from the Secretary of the British Medic:l Association. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1952. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


SIR CHARLES HASTINGS CLINICAL PRIZE ESSAY 
COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 
is established by the Association for the promotion of 
systematic observation, research, and record in general prac- 
tice. The competition has been extended hy the addition 


of a second prize known as the Charles Oliver Hawthorne. 


Clinical Prize. The following are the regulations governing 
the awards: 


1. The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

2. The Charles Oliver Hawthorne Clinical Prize, consisting of 
a certificate and a sum of money slightly less than the amount 
of the Sir Charles Hastings Clinical Prize, will be awarded for 
the second best essay submitted. 

3. Any member of the Association who is engaged in general 
practice is eligible to compete for these prizes. 

4. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

5. Essays, or whatever form the candidate desires his work to 
take, must be sent to the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
December 31, 1951. 

6. A study or essay that has been published in the medical 
press or elsewhere will not be considered eligible for a prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further work. 
A prizewinner in any year is not eligible for an award of either 
of the prizes in any subsequent year. 

7. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

8. Preliminary notice of entry for this competition is required, 
on a form of application te be obtained from the Secretary. 

9. Each essay must be typewritten or printed and must be 
accompanied by a sealed envelope, enclosing the candidate’s name 
and address firmly affixed to the essay. 

10. The writer of an essay to whom a prize is awarded may, 
on the initiative of the Science Committee, be requested to 
prepare a paper.on the subject for publication in the British 
Medical Journal or for presentation to the appropriate Section of 
the Annual Meeting of the Association. 

11. Inquiries relative to the prizes should be addressed to the 


Secretary. : 
Diary of Central Meetings 
JANUARY 
1 Tues. Office Committee, 3.30 p.m. 
. 2 Wed. Private Practice Committee, 2 p.m. 
2 Wed Subcommittee re Arbitration on Remuneration of 


General Practitioners, General Medical Services 
Committee, 2 p.m. 

3 Thurs. oo Committee on Marriage and Divorce, 

p.m. 

7 Mon. Armed Forces Committee, 2 p.m. 

8 Tues. - Organization Committee, 2 p.m. 

9 Wed Occupational Health Committee, 2 p.m. 

11 Fri. Colonies and Dependencies Committee, 2 p.m. 

16 Wed. General Practice Review Committee, 11 a.m 

22 Tues Staff Side of Committee C, 10 a.m. 

22 


Tues. Whitley Committee C (at 1, Richmond Terrace, 
Whitehall, S.W.), 12 noon. 





Entered as Second Class at New York, U.S.A., Post Office. 


soc y Ba the Proprietors, the British Medical Association, Tavistock Square, London, W.C.1, and printed by Fisher,. Knight & Co.. Ltd., 


ainsborough Press, St. Albans, Printed in Great Britain. 


| 








Tra 
Fut 
Stit 
Pub 


Rep! 
disct 
Mini 
matt 
on E 


the 1 
pital 
hosp 
modi 
oper: 
your 
regio 
nativ 
on t 
boar 


x 


In th 


- be st 


the i 
the | 
high 
butes 
tion | 
again 








MEDICAL 
LIBRARY, 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY DECEMBER 29 1951 





CONTENTS 


Tracing Patients - . - - - - - 289 
Future of Hospital Boards - - - - - 289 
Stitching of the “ Supplement Po oe. : - 289 
Public Health Committee - . - - - 289 
Hospital and G.P. Training - - - - - 290 


Higher Pay for Hospital Administrators - . - 290 
Heard at Headquarters’ - - - - - - 291 
Correspondence - . - - ‘es - - 291 
Diary of Central Meetings ~ - - - - 292 
Branch and Division Meetings to be Held- - - 292 





TRACING PATIENTS 


An announcement has been made from B.M.A. headquarters 
that representatives of the G.M.S. Committee discussed with 
officers of the Ministry of Health on December 19 the many 
complaints being received about the steps which are being 
taken to trace patients on doctors’ lists. 

“The Ministry and the Committee are agreed that it is 
essential—and urgent—that the National Health Service lists 
must be as accurate as possible, and general practitioners 
are being asked to co-operate towards that end. 

Nevertheless as a result of this meeting both sides are 
convinced that further steps must be taken, including an 
extension of the time limit, to prevent a patient from being 
removed from a doctor's list sawe where it has been deter- 
mined beyond all doubt that the patient has either died 
or left the neighbourhood, or ,transferred to the list of 
another doctor. 








FUTURE OF HOSPITAL BOARDS 


Representatives of regional hospital boards recently met to 
discuss the future of the boards. They decided to ask the 
Minister of Health to receive a deputation to discuss this 
matter in the light of the report of the Select Committee 
on Estimates. 

(The main conclusion of the Select Committee was that 
the most important problem requiring solution in the hos- 
pital service is that of the anomalous position of the regional 
hospital boards. “The solution involves more than a slight 
modification of the system of financial control hitherto in 
operation. The Ministry of Health must, in the opinion of 
your Committee, either decide to give greater scope to the 
regional hospital boards than they at present enjoy, or alter- 
natively they must move towards reorganizing the Service 
on the basis that the functions of the regional hospital 
boards are purely of a planning and advisory nature.”) 








STITCHING OF THE “SUPPLEMENT” 


In the next and subsequent issues the Supplement will again 
- be stitched with the rest of the Journal. We greatly regret 
the inconvenience that this will cause to readers who like 
the Supplement to be separate, but production costs are 
high at present, and stitching two sections separately contri- 
butes to them. Therefore, in accordance with an instruc- 
tion from the Council of the Association, the Journal will 
again be stitched as a whole. 


‘ 


PUBLIC HEALTH COMMITTEE 


LOCAL AUTHORITIES AND INDUSTRIAL COURT 
AWARDS , ¢ 


A meeting of the Public Health Committee of the Associa- 
tion was held on December 14. In the unavoidable absence 
of Dr. Metcalfe Brown, Dr. ANNiIS GILLIE was voted to 
the chair. It was intimated that the following had been 
appointed to the Committee for the current session: 
Dr. Charles Harris, by the British Paediatric Association ; 
Dr. A. Barker, by the Private Practice Committee; and 
Dr. Peter Edwards, by the Central Consultants and 
Specialists Committee. The Committee sent a congratu- 
latory message to Dr. J. B. Miller, who was a member of 
the Committee for 25 years and had just completed half 


‘ 


“a century in general practice in Bishopbriggs, Lanarkshire. 


A detailed list was presented to the Committee of the 
various categories of local authorities which had or had 
not implemented either or both the recent awards of the 
Industrial Court concerning salaries of medical officers of 
health. The position had improved considerably since the 
previous report, and 81.6% of local health authorities were 
now implementing the first award and 81% the second. The 
local authorities which had refused the awards and those 
which still had the matter under consideration were reviewed, 
and the Committee discussed the action to be taken where 
no resolution of refusal had been passed but acceptance had 
been indefinitely deferred. In the cases, relating only to 
the smaller authorities, in which no reply had been received 
from the medical officer of health, it was decided to enlist 
the help of branch secretaries of the Society of Medical 
Officers of Health in order that information should be as 
complete as possible. The ASsISTANT SECRETARY (Dr. Kely- 
nack) also reported on appeals already dealt with at local 
and regional levels and appeals pending. 

It was stated that in Northern Ireland the Ministry had 
agreed to accept the awards, and that local authorities had 
been officially notified that salaries should be in accordance 
with the first award, but it did not appear that a similar 
instruction had been issued concerning the second award. 
One of the Assistant Secretaries was visiting Northern 
Ireland shortly and proposed to have a further interview 
with the Ministry and, if necessary, with the local authorities 
concerned. 

The Leprosy Regulations 

In reply to a protest already sent concerning the recent 
Public Health (Leprosy) Regulations, which were held to 
by-pass the epidemiological responsibility of medical officers 
of health, a letter was read from the Ministry — 
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no derogation was implied nor was there any intention to 
interfere with the present practice of notifying infectious 
diseases. The regulations were an integral part of the new 
arrangements for dealing with leprosy through the appoint- 
ment by the Minister of expert medical advisers and the 
provision within the N.HL.S. of a Special hospital for lepers. 
The letter also stated that medical officers of health had 
hitherto manifested little anxiety about leprosy. The new 
regulations would ensure that the medical officer of health 
would learn through the Minister’s adviser of any case in 
which action would. be expedient in the interests of public 
health. 

The Committee was not satisfied with this explanation, 
and it was resolved to communicate again with the Ministry 
on the subject. It was stated that this was also the feeling 
of the Council of the Society of Medical Officers of Health. 


The Committee on General Practice 


A first draft of the memorandum of evidence proposed 
ta be presented bythe Society of Medical Officers of Health 
to..the Central Health Services Council. Committee on 
General Practice under the N.H.S. came before the Public 
Health Committee for its comments. Certain suggestions 
for greater clarification on some points and change of 
emphasis on others were put forward. The draft is also 
to be considered by the General Medical Services Committee. 


Statutory Instruments 1373 and 1376 


The Committee was informed of the decision taken two 
days previously by the B.M.A. Conncil on the Statutory 
Instruments 1373 and 1376, as given in the report of the 
Council proceedings in the issue of the Supplement of 
December 22 (p. 280). THe Committee was in general 


accord with the view that the assurances given concern- 


ing the effect of 1373, that it was not intended in any 
way to supersede Whitley Council machinery, were 
adequate, and that the question whether an amendment 
to 1376 should be pressed for so as to exclude the medi- 
cal profession entirely from its scope would depend on 
the progress of further discussions with the Minister of 
Labour on arbitration machinery for the profession as a 
whole. 

It was stated that two “ closed shop” authorities—Poplar 
and Bethnal Green—no longer required their medical officer 
of health to be a member of a trade union or professional 


organization. 
Broadcasting and Television ’ 

It was reported that the Central Ethical Committee was 
not in accord with the resolution which the Public Health 
Committee had passed at a previous meeting suggesting that 
medical officers of health might be exempt under certain 
conditions from the requirement of anonymity in broad- 
casting and television. The view of the Central - Ethical 
Committee was that, although the question of attracting 
patients to his practice by conscious or unconscious self- 
advertisement in broadcasting did not arise in the case of 
the whole-time public health medical officer, nevertheless 
the practice might facilitate his promotion or open the 
way for him to a higher appointment elsewhere, and in 
any event that the waiving of the prohibition so far as 
one section of the profession was concerned might lead 
to a similar demand from other sections. 

After some discussion the Public Health Committee 
expressed its agreement with the Central Ethical Com- 
mittee’s resolution that there is no valid reason for 
excluding public health medical officers from the resolu- 
tion of the Annual Representative Meeting. 

Other matters under consideration included three reports 
on meetings at the Ministry of Health and the Home Office 
regarding the Sanitary Officers Regulations, 1951, recon- 
stitution of the Midwives Board, and cremation certifi- 
cates. The Committee also considered recommendations 
from its subcommittee on the revision of the part-time 
(sessional) agreement (1947). These recommendations were 


approved and were passed to the joint committee on fees 
for part-time work for local authorities. 

Following the meeting of the Public Health Committee 
there was a formal meeting of the trustees of the Public 
Health Services Defence Trust. The officers of the Trust 
were re-elected for the session 1951-2. 








HOSPITAL AND G.P. TRAINING 
COMBINED SCHEME IN SCOTLAND 


A scheme by which recently qualified doctors can receive 
training in both hospital work and general practice has been 
worked out in Inverness, and pusts have recently been adver- 
tised. There are five of these appointments, with a salary 
at the rate of £670 per annum under the Northern Regional 
Hospital Board (Scotland). The board is collaborating with 
the executive council for the County of Inverness in pro- 
viding the training, which will last for about two years. 
The doctors in thesé posts will gain experience in various 
departments of the hospitals at Inverness and with five 
selected general practitioners in the town and surrounding 
district. 

During his training the young doctor will be attached to 
two or more of these general practitioners. He may first 
te attached for full-time training in general practice for a 
period of two to four weeks, and thereafter he will be 
required to work under the supervision of the general practi- 
tioner for three or four half-days a week or a corresponding 
number of full days. Later on in the training the amount 
of experience of general practice will be increased if desired. 

In the hospitals the trainees will work in the various 
departments in rotation, both in the wards and in out-patient 
departments. Training in surgery will be confined to its 
diagnostic aspects, especially in emergencies. Trainees will 
be expected to study for a higher qualification. 








HIGHER PAY FOR HOSPITAL 
ADMINISTRATORS 
INDUSTRIAL COURT AWARD 


The Industrial Court has awarded salary increases to the 
lay administrative officers in the hospital service. The 
new scales date as from May 1, 1951, for officers of hospi- 
tal management committees, boards of management, and 
boards of governors, and as from October 1, 1950, for 
officers of regional hospital boards. There is no award in 
respect of increased London weighting. Some examples of 
the award follow, with the existing salary scales shown in 
parentheses after the new ones awarded: 


Boards of Governors.—The secretary in an undergraduate 
teaching hospital receives £1,850-£2,250 (£1.750-£2,000). In 
a postgraduate teaching hospital the minimum salary accord- 
ing to grade is £775-£1,500 (£700-£1,400), and the maximum 
£1,000-£1,900 (£900-£1,700). 

Regional Hospital Boards——These are diviled into four 
groups and the salary scale varies accordingly. The mini- 
mum figure for the secretary is £1,350-£1,600 (£1,200- 
£1,400) according to group, and the maximum is £1,800— 
£2,100 (£1,500-£1,700). 

Hospital Management Committees and Boards of Manage- 
ment.—Here a pointing system is in operation. At the 
bottom of the scale a secretary with 44 to 10 points is on 


‘a salary scale of £745-£1,000 (£640-£890), while a secretary 


with over 60 points is on a scale of £1,500-£1,900 (£1,40)- 
£1,700). 





Correction.—It was Dr. A. Gordon Heron who spoke against 
the motion by Lothians at the Special Representative Meeting 
and not Dr. T. Milling (Supplement, December 22, p. 270). 
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Heard at Headquarters 








c Staying Power 

A remarkable exhibition of staying power was given at the 
Special Representative Meeting by Dr. H. H. D. Sutherland, 
chairman of the Amending Acts Committee. He took his 
seat on the platform at 10 a.m., and left it at 8 p.m., 
having in the meantime piloted through between 20 and 30 
recommendations of Council covering the whole field of 
the National Health Service, and resisted or adopted or taken 
for consideration innumerable amendments. He must have 
spoken more than a hundred times in the course of the day, 
and at the end of it he was as fresh as at the beginning. 
In countering the very last amendment he said that it was 
“apparently an entrance by the back door to dichotomy "— 
not a bad phrase to be coined at the end of a weary day. 
When one remembered that Dr. Sutherland had recently 
been in hospital, and that only a little while previously his 
committee had been debating who should present the report 
in his enforced absence, it seemed all the greater achieve- 
ment. To Dr. Wand, in the chair of the Representative 
Body for the first time, a tribute is also due for the drive 
with which he got through a heavy programme of business. 


Socialized Medicine 


Dr. Austin Smith, editor of the Journal of the American 
Medical Association, has recently returned to the U.S.A. 
after a visit to England and other countries this side of the 
Atlantic. Speaking to the executive group of Sterling Drug 
Inc., he said that the degree of the socialization of medical 
care varied country by country, and the response to it 
varied in accordance with the occupational interest and 
the economic status of the individuals. “England has a 
greater degree of socialized medicine than any other country, 
and its system, while it may be modified from time to time 
so that the people may pay more for what they get, will not 
be cast out by the present Conservative Government or by 
any other Government so long as the country has or gets 
the money to pay its huge cost.” There had been much 
criticism in England of its socialized medicine, he said, but 
many and perhaps most people, including its greatest critics, 
while not happy about it, were resigned to it. Those in 
business criticized the system because of the long waits 
confronting the individual before he got medical service. 
Those not so well off accepted the system because, in their 
words, they got some medical care now where before they 
could not afford any. They did not approve of the enor- 
mous burden on the country, but would support it so long 
as the country had the money, or could get the money from 
others, to pay for it. 


Charges at Woodberry Down 


The Health Committee of the London County Council 
has been considering the arrangements under which general 
practitioners will work in the health centre at Woodberry 
Down, due to be opened in the spring of mext year. Under 
the Act the executive council may make such charges to 
practitioners for the use of the centre as it thinks sufficient 
for the purpose of defraying the payments it has to make to 
the local authority. What general practitioners will have 
to pay is based on what it would cost them if they pro- 
vided facilities for practice from their own surgeries in the 
neighbourhood in which the health centre is situated. The 
Health Committee has had difficulty in estimating this cost 
_in the Woodberry Down area, but in the light of such 
information as is available it believes that the sum of £350 
a year should be charged. The part of this, estimated at 
£250, which is in respect of services is likely to vary in the 
course of time and should be sv»,<ct to review at intervals 
of not less than three years. Tic remaining £100 a year 
is for provision the cost of which iz iikely to be more stable, 
such as the use of the accommodation, and should be sub- 


ject to review at intervals of not less than seven years. The 
medical staff committee of the health centre and thé Ministry 
of Health will be consulted in any review of the charges. 





Correspondence 








Health Service Discipline . 


SiR,—The punishment of Dr. X (Supplement, December 8, 
p. 252) raises misgivings about the powers possessed by the 
disciplinary bodies set up by the Act. The report admits 
that Dr. X has broken no important regulations, but his 
conduct is considered so abominable that he can no longer 
be allowed to continue practice in the Glasgow area. 

Doubtless this action is perfectly legal and well within 
the competence of the bodies concerned, but it comes as a 
shock to realize that bodies created by the Act and part of 
the machinery of the Act can take action where no regula- 
tions have been broken. Each individual service committee 
is free to decide what it considers to be conduct detrimental 
to the interests of the Service. 

- Such a situation could never arise in a court of law. One 
cannot imagine a prosécutor informing the judge that the 
defendant had broken no law but had behaved very badly 
and should be punished, and yet such a thing can happen 
outside a court of law in this country—indeed, has happened 
to Dr. X. 

It will no doubt be a shock to many people outside the 
profession that the law allows a man to be legally punished 
for an offence not stated in any Act or written in any regula- 
tion. It is bad enough to be governed by regulations. It 
is intolerable to be at the mercy of unwritten regulations. 

Dr. X has been punished for transgressing what was con- 
sidered to be the spirit of the Act. What this is is open 
to a thousand interpretations. The G.M.C. is the proper 
body to deal with professional misconduct, and it is to be 
hoped it is aware that this case takes away part of its 
jurisdiction. Fortunately, the G.M.C. leaves us in no doubt 
about what it regards as conduct qualifying for a charge. 

Under the disciplinary procedure of the Health Act, how- 
ever, we do not know what is meant by professional mis- 
conduct not covered by regulations. It is open to any com- 
mittee to decide from day to day, according to prevailing 
opinion (or contrary to it), what the standard shall be. It 
may fluctuate like the price .of a share or a rate of exchange. 
It is unpredictable, unwritten, impossible to guard against. 
It is a standard to which no man may submit and remain 
free. 

Sir, it will not do. Parliament must be informed, M.P.s 
must be canvassed, petitions must be made, action by the 
whole profession must be called for.—I am, etc., 

London, N.W.4. R. W. COcKSsHUT. 


The S.R.M. 


Smr,— Having sat through practically all the recent S.R.M., 
may I offer two criticisms which are intended to be con- 
structive ? I would have mentioned the first in a one- 
minute speech had not discussion been—quite wisely—cut 
short. It is that the whole proceedings seemed rather to 
put the cart before the horse. As doctors, none should 
know better than we that structure is mainly determined 
by function, yet practically all the recommendations were 
concerned with the structure of various bodies, especially 
regional hospital boards, with little, if any, indication of 
the functions that these bodies were to perform. It is neces- 
sary to be quite sure of what we want to do if we are to 
get a suitable organization to do it. It seemed to me some- 
what unrealistic to labour the “democratic election” of 
perhaps the most autocratic bodies with which doctors have 
to deal. 

My second point is that it would have been well both 
for speaker and audience if all the recommendations had~ 
not bom put forward by one person. It surely should have 
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‘been possible to arrange that other members of the Amend- 
ing Acts Committee should have introduced and defended 
some of the recommendations and so relieved the almost 
intolerable strain on the chairman. I know that at a recent 
Representative Meeting Dr. Wand did very much the same 
with conspicuous ability, freshness, and success, while 
Dr. Dain has several times filled a comparable role. But 
doctors with the combined gifts of clear comprehension, 
clear exposition, and clear enunciation, which distinguish 
Dr. Wand and Dr.,Dain, occur seldom in a generation, and 
it seems to me unwise that our procedure should assume 
that they will always be available. Without any disparage- 
ment of Dr. Sutherland’s sustained effort, I think.that the 
introduction of some variety would have been helpful in 
sustaining interest and maintaining freshness in what always 
tend to be rather exhausting proceedings.—I am, etc., 


Winsford, Cheshire. W. N. Leax. 


New Debating Society 


Sir.—The Minister has recently sent a letter to hospital 
management committees about the control of infection in 
hospitals. With it are sent copies of a loose-leaf Manual of 
Nursing Procedures and of a memorandum on administrative 
action. 

Yet another committee is proposed on which. besides repre- 
sentatives of the surgical, medical, pathological, and other 
staffs, there shall be the matron, at least one ward sister, the 
out-patient sister, sister tutor, and the local M.O.H. The 
exécutive officer of this new committee shall be a doctor 
“designated by the board or committee” (presumably 
hospital management committee). I assume that he is to 
be responsible to the management committee, on which it 
may well happen that there are no medical men. 

Another administrative step-is that ward sisters are to 
make yet another return to the matron, at the end of each 
week, giving details of patients and staff who might prove 
infective. The choice, one imagines, must be hers. The 
list of diseases includes glandular fever, P.U.O., septic spots, 
and vaginal discharge. 

Whatever the good intentions, this part of the recom- 
mendations would in practice still further undermine the 
persona] responsibility of a doctor for his patients. More- 
over, it aims at the formation of another unwieldy committee 
that is to assume a responsibility now held by medical 
superintendents and members of medical staff committees. 

The other part of the recommendations—namely, the 
Manual of Nursing Procedures—is based, so far, largely on 
the M.R.C. War Memo. No. 6, 1942, on the prevention of 
hospital infection of wounds. The latter is clearer and more 
attractive to read than the rather arid manual proposed. In 
application there are bound to be considerable differences 
in different hospitals. Many are not structurally designed 
to comply with the methods laid down. The necessity for 
local amendment is hinted at in the accompanying letter. 
Why, then, is it thought necessary to bring this up at all in 
such a form ? 

The principles of the prevention of infection are not new, 
nor are they final. Since Lister’s day the profession has 
developed and applied them, and the effectiveness of these 
efforts is proved. A great deal of the reduction of all 
mortality rates is due to the meticulous care and to the idio- 
syncrasies of medical men in the application of these 
principles and to the thoroughness with which nurses have 
obeyed their individual and varying instructions. Thus has 
progress been made, by individuals and by differences. The 
profession, handicapped by lack of funds, has been scoring 
golds with the skilful use of the bows and arrows of each 
new discovery. All the polished expensive machine-guns of 
Whitehall may not even hit a target if too many fingers 
are on the trigger. It is individual care that counts. Too 
many doctors or too few nurses spell trouble. 

In 1948 something bitter crept into medicine. It may 
take 50 vears now to get rid of it. It will go sooner if work 


is left to those whose responsibility it is, with help from 
above but not dictates. To add yet a new debating society 
even if all the members are doctors and nurses will not help 
at all and it will not kill a single~pseudomonas or staphylo- 
coccus.—I am, etc., 


Chalfont St. Peter, Bucks. WILLIAM PICTON. 


POINTS FROM LETTERS 


Supplementary Ophthalmic Services 

Dr. J. H. MELLotTe (146, Harley Street, London, W.1) sent a 
memorandum on the effects of the charges on the supplementary 
ophthalmic services to the various interested committees, and also 
to each ophthalmic medical practitioner on the N.O.T.B. List. He 
writes: “ Though I did not specifically ask for a reply, I have 
been pleased to get most interesting and stimulating letters on 
the points [ raised, as well as, many others, affecting the future 
of the S.0.S. It now strikes me that it would be interesting, as 
well as probably in the ‘interests of all ophthalmologists, if one 
could know their opinions about the free list or any other matters 
concerning the future of the S.O.S. and its preservation. To 
save me further time and expense, I would be glad if, Sir, through 
you I could ask the recipients of my memorandum if they would 
kindly let me know their views on this and any other aspect 
of the service they would wish to raise. With this knowledge it 
is hoped to be able to do something constructive regarding the 
improvement of the present service.” 





Association Notices 





Diary of Central Meetings 
JANUARY 

Wed. Private Practice Committee, 2 p.m. 

Wed. Subcommittee re Arbitration on Remuneration of 
General Practitioners, General Medical Services 
Committee, 2 p.m. : 

3 Thurs. ae yn Committee on Marriage and Divorce, 

p.m. 

7 Mon. Armed Forces Committee, 2 p.m. 

8 Tues. Organization Committee, 2 p.m. 

9 

9 


NWN , 


Wed. os 1" Acts Committee, 11.30 a.m. and, 

p.m. 
Wed. Assistants and Young Practitioners Subcommittee, 

General Medical Services Committee, 2 p.m. 

9 Wed. Occupational Health Committee, 2 p.m. 

10 Thurs. Journal Committee, 2 p.m. 

ime 8 Colonies and Dependencies Committee, 2 p.m. 

16 Wed. General Practice Review Committee, 11 a.m. 

17 Thurs. General Medical Services Committee, 11 a.m. 


22 Tues. Staff Side of Committee C (at 1, Richmond 
Terrace, Whitehall, S.W.), 10 a.m. 

‘22 Tues. Whitley Committee C (at 1, Richmond Te Z 
Whitehall, S.W.), 12 noon. or 

23. ~Wed. Council, 10 a.m. 

FEBRUARY 
1 Fri. Committee re Fees for Partetime Work under 

Local Authorities, 2 p.m. 

6 Wed. General Practice Review Committee, 11 a.m: 


Branch and Division Meetings to be Held 


City Division.—At Finsbury Health Centre, Pine Street, 
London, E.C., Tuesday, January 1, 8.30 p.m., Mr. O. V. Lloyd- 
Davies: ‘* Recent Views on Disorders of Rectum and Colon.” 


HampsteaD Division.—At Central Library (Arkwright Road 
entrance), Finchley Road, London, N.W., Wednesday, January 2, 
8.30 p-m., talk by Mr. C. W. Flemming: “ Osteoarthritis of the 
Hip.” X-ray films will be shown. All medical practitioners in the 
area of the Division are invited. 

Hype Division.—At Jubilee Hall, Dukinfield, Friday, January 
4, 8 p.m. to | a.m., et ae 

LAMBETH AND SouTHWaRK. Division.—At Lambeth Hospital, 
Brook Drive, London, S.E., Sunday, January 6, 11 a.m., clinical 
meeting 

LewisHaM Division.—At Lewisham Hospital, 390, High Street, 
Lewisham, S.E., Friday, January 4, 8.30 1 Dr. M. M~ Nagley : 
“Pulmonary Tuberculosis: B.C.G. and its Development.” 
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AseL, A. L.: +a of planning, 41; correspon- 
dence, 67. 1 
Alcohol and Road Accidents Committee, 138 
ALEXANDER, G. L.: Ship surgeon’s fees, 52 
ALLAN, William, disciplinary case of, 265 
Ambulance Services, abuse of, 103 
— — comparative costs, 6 
— — disadvantages of, 162 
— — restrictions on use, 70 
Amending Acts Committee, 84, 134 
Anaesthetics, dental, fees for, 85 
— in midwifery, fees for, 77 
— replacement of drugs used, 22 
Anaesthetists Group C ommittee, 137, 234 
Analgesia for patients in private nursing-homes, 77 
ANDREWS, M. C.: Telling the — doctor, 195 
— Tonsillectomy and transport, 20 
Aceon prescribable in Ritionel Health Service, 


Appaintnients vacant; advertisement in the Journal, 


Aa ais’ 65, 115, 143 (correction, 172),- 


153 
Acceptance of Ministry’s offer, 69 
Choice of adjudicator, 155 
Counsel for general practitioners, 257 
Counsel’s opinion, 148 
Deputation to Ministry of Labour, 252 
Mr. Justice Danckwerts to adjudicate, 263 
Profession and State, 195 
Recommendations of B.M.A. Council, 270 
Special conference, 29 


ARMED FORCES: 
Armed Forces Committee, 135 
a ” me and retirements, 104, 123, 
Regular Army: Emergency commissions: Royal 
Army Medical Corps: Appointments and 
retirements, 39, 163, 287 
Regular Army Reserve of Officers: Appoint- 
ments and retirements, 104, 124, 163, 268, 287 
Royal Army Medical Corps: Appointments and 
retirements, 60, 194, 123, 268, 287 
Specialist grades, 216 
Territorial Army: Royal Army Medical Corps: 
Appointments and retirements, 39, 60, 104, 
124, 287 
Territorial Army Reserve of Officers: Royal 
Army Medical Corps: Appointments and 
retirements. 39, 60, 154. 287 
Women’s Ferces employéd with R.A.M.C.: 
Appointments and retirements, 163 
Compensation for ex-Service practitioners, 27, 59 
Conscription and hospital posts. 100, 116, 123 
Fee for information supplied to medical boards, 119 
——— attendance on members of H.M. 
orces 
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Royal Air Force: Appointments and retirements, 
104, 163, 287 

Royal Air Force Volunteer Reserve: Appoint- 
ments and retirements, 104, 

Royal Auxiliary Air Force: and 
retirements, 104, 163 

Royal Canadian Navy: 
retirements, 60 : 

Royal Navy: Appointments anderetirements, 60, 
123, 232, 268 

Royal Naval Volunteer Pape: 
and retirements, 60, 123, 232 

Service pay of hospital employee reservists to be 
made up, 130 


Specialist appointments, 22 
we astage of medical man-power in wartime, 66 


Raust0n0, 1 Hs .: Off school, 267 
AsHE, E. S. A.: Great betrayal, 196 


ASSISTANTS 
Claim to to ‘on, 159 
Employment, 84 
General Medical Services Committee; Assistants 
and Young Practitioners’ Subcommittee, 55, 63, 
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20 
Holiday entitlement of trainee assistant, 159 
Minim 84 


um ; 
Refresher courses, 102 - 
Report of Trainee Assistants Subcommittee of 
Gen eneral Medical Services Consetiee. 92 
Trainee Assistants’ Scheme, 84, 203, 
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Atrwater, H. L.: Compulsory retirement, 238 
Australia: ’ Health service, 6 


BARBER, c H.: Bargain from strength, 1 
Barciay, I. B.: Compulsory retirement th hospital 
service, 221 
Basic salary, 198, 276 
Beare, C. E.: Method of remuneration, 259 
BEAUCHAMP, L.: Certification during sick leave, 72 
Beds, amenity, 278 
— — hospitals asked to publicize them, 70 
— private, 278 
— shortage, 4, 81, 129 
Beaas, S. T.: Compulsory retirement, 267 
Benger’s Food a drug, 235 5 
BENSTED-SMITH, W. F.: The recalcitrant —, 72 
BerGu, H.: Remuneration and the small list, 122 
Birkenhead and Wirral Division, 52, 260 
Birkett, A. N.: Conscription and hospital posts, 100 
Birth control, fee for advice on, 87 
— — fee for fitting of contraceptive gpteam, 108 
Biapon, D. M.: Tracing patients, 231 
Blood Transfusion Service, remuneration of general 
pw pee in, 82, 188 
d and lodging charge for house officers, 25 
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BREACH, A. C. E.: Discipline in the N.H.S., 236 
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Committees for 1951-2, 134 

Council dinner, 130, 212 

— Election of members by branches not in Great 
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— Proceedings. 209. 266 (correspondence), 280, 290 

— Recommendations on reform of N.H.S., 141 

General Medical Services Committee. ‘See under 
General N.edical Services Committee 

Group Committee elections, 223 

Inquiry into general practice, 58, 65 

Joint committees with other bodies, 139 
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— postage on books borrowed, 218 

Peace Committee, 102 
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dence, 67, 110 
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~~. competition for medical students, 1952, 

Prizes for nurses, 248 

Public relations difficulties, 108, 123 
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British Medical Students’ Association, 218 
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Brown. C. M.: The Public Health award, 26 

Building Committee, 138 

Bulletin for Prescribers, 180 

BunTiInG, E. L.: Income tax on compensation 
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CAMPBELL, D., re-elected President of General 
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CaMPIN, A.: M.P.C.’s action deprecated, 128 

Cancer; education of the public, 88 

Capitation fee, decrease in amount, 231, 267 
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201, 211, 290 
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Central pool, 65, 115, 197, 198, 221 

Certificates, excess of, 38 
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— for coal, 176 

— for confinement, 192 

— for incapacity for work, 72, 192 
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— of causes of death 
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— vague certification ; simplified procedure, 98 

Charities Committee, 135 

—a Hastings Clinical Prize rg competition, 
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Children’s homes: terms and conditions of service 
for medical officers, 180 
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Circunicision under the N.HLS. 

Civil or doctors salaries, He 259, 267 

Cray, M. J.: Goodwill and premises, 286 

Coat Board — officers’ Siesien, 263 
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Cocxsuut, R. Health Service discipline, 291 

College of General Practice, 173, 175, 262 
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Confinement certificates, 192 
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Conscription and hospital posts, 100, 116, 123 


CONSULTANTS AND S' 
Appointment, 146, 277 
Arbitration machinery , 282 
— ‘Consultants and Specialists Committee, 
1 
Central Consultants and. Specialists Committee 
(Scotland), 283 
Economy in consultant services, 63 
Examination and reports for Government depart- 
ments, 
General practitioner's oitientions, 155 
Inclusion in National Insurance, 192 
Part-time contracts and a practice, 107 
Retirement. compulsory, 238 
Seniority of a consultant pathologist; successful 
appeal, 218 
Successful regional appeal, 157 
Consulting Pathologists Group Committee, 137 
Contraception; fee for advice on, 87 
— fee for fitting of contraceptive appliance, 108 
Coscrove, J. J.: Un the knot, 102 
Council : ‘Dinner. 130, 212 
— Election of members branches not in Gt. 
Britain — Northern Ireland, 163 
— Proceedings. 209, 266 (correspondence), 280, 290 
a ings. . ° , 
— Recommendations on reform of N.H.S., 141 
Coutts, Donald Gordon, name restored to Medical 
Register, 264 
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Crappock, F. R.: pene injustice, 38 
CULLINGFORD, D. W. J.: Examinations and income 
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SCELLANEOUS J Additional words: 7s. 6d: for each 6, or less 
HOSPITALS The requirements of the C.M.W.C. appear in 
LIC HEALTH the notice at the top of the first page of 
THE SERVICES i 36s. Appointments. Since it is, therefore, not 
UNIVERSITY . for 4 lines. 9s. a necessary to repeat this information in indi- 
EDUCATIONAL vidual advertisements there is a consequent 
LECTURES _ .- saving of some 3 to 5 lines on each. ; 
NURSING HOMES A nominal charge of 10s. is added to the cost 
PRACTICES (Executive of each advertisement. ; , 
Councils) r 
P NAL 7 
NOTICES PER INSERTION - 
INDUSTRIAL APPTS With Box No. With name and address 
HOTELS 3 12 words 37s. (minimum charge) /|'18 words 36s.(minimum charge) 
TOURS 18. ,, 49s. 24 =,” 48s. 
MOTOR CARS (TRADB) 24 6lis. 30; 60s. 
MISCELLANEOUS : “ Additional words: 12s. for each 6, or less 
(TRADE) 
ACCOMMODATION PER INSERTION 
CONSULTING ROOMS With Box No. With name and address 
NURSING HOMES 12 words 28s. (minimum charge) | 18 words 27s.(minimum charge) 
FOR SALE . 1 me s. 2 » ©6368. : 
TYPING AND | ape ~|}30 4, 45s. 
DUPLICATING Additional words: 9s. for each 6, or less 
DISPENSERS PER INSERTION is 
Pees seeking is inte Box No. > dae fray Po hee apr ; 
SEKEEPERS words 13s. (minimum charge words ‘minimum charge. 
RECEPTIONISTS posts 18 ,, 17s. 24 ., 16s. 
SEC.-TYPISTS “4 . 2\s. >». 20s. 
Additional words: 4s. for each 6; or less 





ts uplicd £> acceptance, und the British Medic 
y ' ana fi 
of any advertisement. 


advertisements appearing lo recommendation 
Association reserves the right to refuse or interrupt the insertion 


in the Journal. Ne 





REPLIES TO BOX The 


NUMBERS. addresses of advertisers 
by us in strict confidence and cannot be disclosed. Each Box No.should be addressed 
in one envelope, addressed to the Advertisemen: 


more replies can be enclosed 
forwarded to the advertisers in plain envelopes. 


it Manager. 





Advertisement , British Medical 
Telephone « Buston 4499. 


Journal, B. . House, Tavistock 
Telegrame Britmedads, Westcent, 





BOWDEN HOUSE 
HARROW-ON-THE-HILL 
Est. 1911. Tel. : Byron 1011, 
(incorporated Association not carried on for profit) 
PRIVATE NURSING HOME in pleasant sur- 
roundings, providing a high standard of individual 
care and treatment of nervous disorders in men and 
women. have separate rooms and 


week, patho. 
logical, and radiological investigations are made, 
Modern treatments available. 


Chairman of Governing Board : 
Sir W. P. MacArthur, K.C.B., D.S.O., O.B.E. 





. NORTHUMBERLAND HOUSE 
GREEN LANES, FINSBURY PARK, N.4 


A PRIVATE HOSPITAL for the treatment of 
MENTAL and NERVOUS ILLNESSES. 





IME for the TREAT 
AL and NERVOUS 


A PRIVATE NURSING Hi 
MENT and of 
A modern house, 12 


ILLNESSES both sexes. 


miles from Marble Arch, in attractive, secluded 
grounds. Fees from 12° guineas per week. Patients 
treated under . or voluntary 
status. Usual modern forms of treatment, includ- 
ing psychotherapy, insulin, 

etc. — Douglas 








A Private Hospital for individual treatment of 
all forms of Nervous and Mental Iliness, 
Alcoholism. © Voluntary and certified 

both sexes are admitted. Apply, . Super- 
intendent. Tel.: EALing 7000, 





for suitable Th cobsind Coat earemcent 

cases, 

far hydrotherapy by various methods, including ~ 
sion bath, treatment, fre is an 

Operati: a. Dental - , an. X-tay 

Room, an -U: Apparatus, and a Depart- 











ADVISORY BUREAU ~ 


| 





PERCIVAL TURNER, LTD. 
MEDICAL AGENCY (Est. 75 years) ‘ 

Practices and Partnerships, Home and Overseas, 

Wea." Teteohones TeMple Bac S0tk Nias 





BRITISH MEDICAL JOURNAL 




















TRAFURIL CREAM 


Well tolerated and edoiecitant 


RUBEFACIENT 
for use in’ ; 
CHILBLAINS e MUSCULAR RHEUMATISM e LUMBAGO e FIBROSITIS 


Tubes of 20g. Jars of Lhb. 


Please apply for literature and sample 


CBA 


(* Trafuril’ is a registered trade mark denoting tetrahydrofurfuryi nicotinic acid ester) 


Reg. user 
CIBA LABORATORIES LIMITED 
Telegrams : Cibalebs, Horsham . 


HORSHAM - SUSSEX 
* Telephone : Horsham 1234 
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Dalmas window dressings may be obtained 
direct from Dalmas Limited, Leicester, or 
through your usual supplier. They come in the 
following sizes :— 8” x 3°, 8° x 44°, 16° x 44’, 
12° x 3’, 36" x 44", 36” x 3’. 


In order to allow adequate aeration of the i ~ 
wound, and to prevent accumulation of moisture, 
itis usually desirable to leave the top andbottom DALMAS L d 
of the dressing unsealed. In special cases where t 
complete sealing is indicated, the top and bottom 


of the dressing may be closed by the application 
of Dalmas waterproof strapping. 


LEICESTER Established 1823 
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